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contrast  media. 
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Non-invasive  testing. 

Pleasant  testing  environment. 
Radiologic  imaging  without  X-rays 


featuring . 

SIEMENS  MAGNETOM® 

MR  SYSTEM  capable  of  operating 
at  high  field  strength,  1.5  Tesla 
[Now  operating  at  0.5  Tesla] 


PHYSICIAN:  SFfSii 

■ Individualized  scanning  to  meet 
physician  specifications. 

■ Early  diagnosis  of  diseases  and 
conditions  including  multiple  sclerosis, 
tumors  of  the  brain,  spinal  cord, 
central  nervous  system,  chest  and 
abdomen,  and  extremities. 

■ Replaces  need  for  cervical 
myelogram,  in  most  cases. 

■ Optimum  image  quality,  utilizing  a 
magnetic  field  and  radio  waves. 

■ Personalized  reporting  to 
referring  physician. 


CT  SCANNING 
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MEDICARE  CLAIMS  PROBLEMS: 

MEDICAL  EQUIPMENT— CAVEAT 

The  Medical  Society  of  New  Jersey  has  received  in- 
formation from  various  sources  indicating  an  increase 
in  claims  problems  involving  physicians’  authoriza- 
tions of  durable  medical  equipment  for  patients. 
Requisitions  or  authorization  forms  are  sent  to  phy- 
sicians for  signature  without  the  doctor  having  re- 
quested the  equipment  or  ordering  it.  This  can  result 
in  unnecessary  equipment  purchases  not  related  to 
the  patient’s  condition.  Sometimes  these  machine- 
generated forms  will  relate  to  patients  not  under  active 
care. 

Please  be  careful  in  signing  or  authorizing  any  such 
orders.  If  you  currently  are  not  treating  that  patient 
or  have  not  requested  the  equipment,  do  not  sign — and 
report  the  circumstances  to  the  Part  B Carrier. 

TORT  REFORM 

Broad-based  tort  reform  supported  by  the  Medical 
Society  of  New  Jersey  and  the  Medical  Inter-Insurance 
Exchange  of  New  Jersey  is  being  finalized  for  release 
by  the  Assembly  Insurance  Committee. 

The  legislation  provides  for  recognition  of  collateral 
sources  of  income  as  an  offset  to  damages,  a limitation 
on  noneconomic  loss,  periodic  payments  in  large  value 
cases,  and  a repeal  of  joint  and  several  liability.  MSNJ 
and  MIIENJ  also  will  pursue  a reform  of  the  statute 
of  limitations  and  adoption  of  an  expert  certification 
requirement  at  a later  date. 

New  Jersey  is  on  the  verge  of  positive  tort  reform. 
Stay  alert  and  do  your  part.  Ask  your  Assemblyman  to 
support  the  Assembly  Insurance  Committee  liability 
reform  package. 

UNCOMPENSATED  CARE 

New  Jersey  is  moving  toward  establishment  of  an 
uncompensated  care  pool  to  fund  indigent  hospital 
care.  The  current  hospital  specific  surcharge  has 
placed  a number  of  hospitals  in  an  anticompetitive 
position  by  producing  an  inflated  rate. 

At  this  writing,  it  looks  as  if  each  hospital  will 
charge  each  paying  patient  a uniform  indigent  factor. 


Those  hospitals  providing  less  service  than  they  collect 
will  forward  the  difference  to  the  “pool.”  Those  deliver- 
ing more  than  they  have  collected  for  will  draw  from 
the  pool. 

The  Department  is  resisting  pressure  to  broaden 
the  revenue  base  by  having  it  funded  through  the  gen- 
eral treasury;  such  a course,  in  their  opinion,  would 
be  too  politically  sensitive. 

FISH  POISONING 

The  Centers  for  Disease  Control,  Atlanta,  Georgia, 
have  been  reporting  instances  of  ciguatera  fish  poison- 
ing in  areas  where  it  never  has  been  reported  before. 
This  is  related  to  the  increase  in  the  use  of  fish  as  a 
major  part  of  a normal  diet  and  the  consumption  of 
fish  not  normally  consumed. 

Ciguatera  poisoning  can  occur  after  the  consump- 
tion of  a wide  variety  of  coral  reef  fish,  such  as  bar- 
racuda, grouper,  red  snapper,  ambeijack,  surgeonfish, 
and  sea  bass.  Ciguatoxin  and  related  toxins  are  derived 
from  dinoflagellates,  which  herbivorous  fish  consume 
while  foraging  through  the  macro  algae.  The  toxin  is 
heat  stable;  cooking  does  not  make  the  fish  safe  to  eat. 

Scombroid  fish  poisoning  also  has  been  reported 
(scombroid  means  mackerel-like;  mackerel,  tuna,  and 
bonito).  Poisoning  is  produced  by  bacterial  action  on 
histidine,  a normal  muscle  constituent  of  dark  meat 
fish.  Scombroid  poisoning  is  a response  to  toxic 
byproducts — not  an  allergic  reaction  to  fish.  The  symp- 
toms of  both  poisonings  are  similar  to  histamine  reac- 
tion: nausea,  vomiting,  diarrhea,  chills,  flushing,  head- 
ache, urticaria,  generalized  pruritis,  bronchospasm, 
and  respiratory  distress  may  occur.  Initial  onset  of 
symptoms  usually  is  within  the  hour  of  ingestion  and 
normally  are  resolved  in  3 to  36  hours. 

As  the  domestic  and  imported  fish  industiy  expands 
its  market,  the  diagnosis  of  “tropical  disease”  must  be 
considered  even  in  areas  to  which  coral  fish  are  not 
native. 

FINI 

“Along  the  road  of  life,  enjoy  the  going  and  stop 
thinking  so  fiercely  about  getting  there.” 
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HMO  FACTS  OF  LIFE 


By  now,  you've  undoubtedly  heard  about  HMOs,  IPAs,  et  al. 

They're  complicated,  confusing  and  causing  physicians  consid- 
erable concern  in  terms  of  their  present  and  future  practices. 

The  following  clearly  defines  what  each  is.  After  reviewing 
these  various  types  of  pre-paid  health  care,  we  believe  you  will 
have  the  basic  information  necessary  to  choose  the  best  for  you. 

HEALTH  MAINTENANCE  ORGANIZATIONS  (HMOs) 


CENTER  OR  CLINIC 

• Central  facility  or  facilities 

• Staff  physicians 

• Patient  selects  a primary  care 
physician  (Internist,  GP,  FP,  and 
Pediatrician)  from  the  staff 

• May  frequently  have  physician 
turnover  resulting  in  short  term 
doctor-patient  relationship  and/or 
the  need  to  re-select  primary 
physician 


DIRECT  PHYSICIAN 
CONTRACTING 

• No  central  facility 

• Private  practicing  physicians 

• Patient  selects  a primary  care 
physician  (Internist,  GP,  FP, 
Pediatrician) 

• Obstetrician-Gynecologist  is  not  a 
primary,  but  a specialist.  The 
patient  is  seen  by  the  Obstetrician- 
Gynecologist  only  by  referral 
from  the  primary  care  physician. 

• Primary  physicians  are  capitated. 
That  means  they  are  paid  a fixed 
amount  annually  to  treat  a specific 
patient  whether  they  see  that 
patient  once — or  a hundred 
times. 

• No  group  voice  because  there  is 
no  physician  group 

• Specialists  are  reimbursed  a 
percentage  of  their  fee 

• Patients  can  see  physicians  when 
they  want 


IPA  CORPORATIONS 

• No  central  facility 

• Private  practicing  physicians 

• Patient  selects  1 or  2 primary 
physicians:  Female  and  male 
adults  select  an  Internist,  GP  or 
FP;  females  additionally  select  an 
Obstetrician-Gynecologist; 
parents  select  a Pediatrician,  GP 
or  FP  for  their  child(ren). 

Obstetrician-gynecologists  are 
primary  care  physicians,  and  can 
be  seen  directly  by  the  member 
for  both  routine  and  specialized 
care  with  no  referral  necessary. 

• A corporate  body  which  is 
organized  by  physicians.  The  IPA 
then  contracts  with  an  HMO  to 
provide  services  to  the  HMO 
members.  The  physician  does  not 
join  the  HMO,  but  simply  participates. 

• The  IPA  is  the  physicians'  voice  to 
the  HMO  which  represents  the 
physician  re:  fee  reimbursement, 
quality  of  care,  peer  review,  etc. 

• Traditional  fee-for-service  payment 

• Patients  can  see  physicians  when 
needed.  Each  visit  is  paid  for  by 
the  HMO  on  a fee-for-service  basis 


FYA  MPJ  FQ 


HIP  HMO-NJ  HealthWays,  Inc. 

Kaiser  Permanente  HMO  of  Greater  NY 


If  you  have  further  questions  regarding  any  of  the  above, 
call  HealthWays'  IPA  Department  at  1-800-624-0720  in  New  Jersey 
or  201-636-6200  out-of-state. 


HealthWays 

THE  WAY  TO  BETTER  V HEALTH  CARE 


©1985  HealthWays,  Inc 
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NEW  JERSEY  MEDICIN! 


Professional  Liability 

COMMENTARY* 

Reducing  Malpractice 
Insurance  Costs 


Jury  Awards;  Prescription  Practices; 
Insurance  Costs;  Reviewing  Malpractice 
Cases;  Informed  Consent; 

MIIENJ  Questionnaire 


New  Jersey  juries  award  the  high- 
est damages  in  personal  injuiy 
cases  in  the  country — 15  per- 
cent above  the  national  average— according  to  a study 
by  the  Jury  Verdict  Research  Group,  Inc.,  based  in 
Solon,  Ohio.  The  research  group  found  that  juries  in 
New  Jersey  awarded  the  highest  damages  in  malprac- 
tice and  personal  injuiy  cases,  as  well  as  those  in 
which  the  plaintiff  suffered  spinal-cord  injuries  or 
brain  damage,  according  to  The  Star-Ledger  of  New- 
ark. 

The  study  found  that  jury  awards  in  the  southern 
part  of  the  state,  including  Mercer  County,  were  26 
percent  above  average.  Those  counties  include  Atlan- 
tic, Cape  May,  Cumberland,  Ocean,  Burlington, 
Gloucester,  Salem,  Monmouth,  and  Camden. 

A report  prepared  by  the  U.S.  Justice  Department, 
using  Jury  Verdict  data,  blamed  the  growth  in  damage 
awards  mainly  on  an  increasing  number  of  very  large 
awards,  the  newspaper  said. 

The  national  study  said  in  1975  there  were  12  ver- 
dicts awarding  more  than  Si  million  in  medical  mal- 
practice and  product  liability  suits  in  the  entire  coun- 
tiy;  ten  years  later,  there  were  157  such  awards. 

In  1984,  the  last  year  for  which  complete  data  are 
available,  juries  in  New  Jersey  awarded  damages  of 
more  than  $1  million  in  five  personal  injury  cases,  the 
study  found. 

A juiy  in  Hackensack  that  year  awarded  more  than 
$1  million  to  the  survivors  of  a 22-year  old  man  who 
died  of  an  overdose  of  drugs  and  alcohol.  The  juiy 
found  that  local  police  were  negligent  and  failed  to 
respond  promptly  to  a call  for  assistance. 


The  same  year  a plaintiff  who  had  been  injured  per- 
manently in  a traffic  accident  won  $2.3  million  in  an 
Elizabeth  court,  and  another  accident  victim  who  was 
confined  to  a wheelchair  won  $1.3  million  in  Jersey 
City.  A jury  in  Freehold  awarded  $1.5  million  in  a medi- 
cal malpractice  suit.  A Newark  juiy  gave  a plaintiff  $1.6 
million  in  a product  liability  case,  and  also  awarded 
$250,000  to  the  spouse. 

Between  1962,  when  the  first  million-dollar  verdict 
was  awarded  in  the  United  States,  and  1984,  24  plain- 
tiffs in  New  Jersey  won  damages  of  more  than  $1 
million.  (Trenton  Times,  March  25,  1986) 

PRESCRIPTION  FOR  MALPRACTICE  WOES 

Drug-related  malpractice  claims  have  increased  dra- 
matically in  the  last  few  years.  Among  physicians  in- 
sured by  St.  Paul  Fire  and  Marine  Insurance  Company, 
such  claims  increased  78  percent  between  1979  and 
1984,  and  total  incurred  costs  went  up  168  percent. 
The  incidence  of  the  major  insurance  claim — for  drug 
side  effects — went  up  156  percent,  and  costs  rose  143 
percent. 

Writing  in  St.  Paul’s  Malpractice  Digest  attorney 
Carl  Gainor  breaks  down  drug-related  claims  into 
these  categories:  prescribing  the  wrong  drug,  ordering 
the  wrong  strength,  allowing  the  patient  to  take  the 
drug  for  an  unreasonably  long  time,  failing  to  monitor 
for  adverse  side  effects,  failing  to  take  into  account 
allergies  or  other  drugs  the  patient  might  be  taking, 
failing  to  consider  teratogenicity  for  women  of  child- 
bearing age,  and  failing  to  advise  patients  about 
known  side  effects. 

Though  most  litigation  rests  on  alleged  physician 
negligence,  notes  Gainor,  counsel  to  the  Pennsylvania 
Pharmaceutical  Association  and  a doctor  of  pharmacy, 
failure  to  obtain  informed  consent  also  is  becoming  a 
factor  in  drug-related  suits. 

In  addition  to  heeding  the  lessons  implicit  in  the 
litigation  categories,  says  Bruce  Balck,  a risk  manage- 
ment manager  for  St.  Paul’s,  you  should: 

• Have  a sound  reason  for  deviating  from  an  FDA- 
approved  package  insert. 

• Be  sure  the  patient  is  capable  of  following  instruc- 
tions. If  not,  have  a family  member  or  friend  take  re- 
sponsibility for  seeing  that  the  drug  is  taken  properly. 
Document  that  process  in  the  patient’s  records. 

• Write  legibly.  And  rereading  prescriptions  or  or- 
ders can  help  prevent  errors  caused  by  ambiguous 
wording. 

• Avoid  giving  oral  orders.  “Hurriedly  ordering  16 
units  of  insulin  may  make  it  sound  like  60  units,”  says 
Balck. 

• Include  the  route  of  administration. 

• Use  only  those  abbreviations  authorized  by  the 
hospital  or  other  facility. 

• Write  out  the  volume  to  be  administered.  For  ex- 
ample, always  spell  out  “units,"  as  the  abbreviation  “U” 
may  be  mistaken  for  a zero,  which  would  result  in  the 
dose  being  multiplied  10  times. 

• Specify  the  required  frequency  of  administration. 

• Take  a complete  drug  history  upon  a patient’s 

‘This  item  from  the  Department  of  Professional  Liability  Con- 
trol, MSNJ,  was  prepared  by  James  E.  George,  M.D.,  J.D.,  and 
A Ronald  Rouse,  who  are,  respectively.  Director  of  the  Depart- 
ment and  Director  of  Special  Projects. 
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admission  for  surgery.  Postoperatively,  review  previous 
medications  and  reorder  them  individually. 

• If  a patient  is  not  following  the  prescribed  drug 
regimen,  document  the  evidence  along  with  comments 
from  the  patient  and  family  members. 

Attorney  Gainor  has  one  last  piece  of  advice:  “When 
writing  prescriptions,  it  may  be  useful  to  contemplate 
the  image  of  your  patients’  lawyers  sitting  in  the  wait- 
ing room.”  [Medical  World  News,  February  24,  1986) 

REDUCING  MALPRACTICE  INSURANCE 
COSTS  FAVORED 

A national  public  opinion  survey  conducted  for  the 
Insurance  Information  Institute,  New  York  City,  reveals 
that  Americans  would  support  measures  aimed  at  re- 
ducing medical  malpractice  insurance  costs.  For  exam- 
ple, 72  percent  favor  establishing  legal  limits  on  the 
amount  of  money  lawyers  can  receive  from  medical 
malpractice  suits.  Two-thirds  also  support  having  doc- 
tors spend  more  time  explaining  the  risks  and  poten- 
tial problems  patients  may  face,  even  if  this  increases 
doctors’  fees.  In  addition,  smaller  majorities  think 
there  should  be  a legal  cap  on  the  amount  of  money 
patients  can  collect  from  malpractice  claims,  and  that 
patients  and  doctors  should  be  required  to  appoint 
skilled  arbitrators  to  settle  all  malpractice  claims.  By 
contrast,  the  majority  of  Americans — close  to  four- 
fifths  of  the  population— oppose  requiring  patients  to 
sign  a release  agreeing  not  to  sue  for  malpractice. 
(Association  Management  March  1986) 

ANOTHER  SPOKE  IN  THE  LIABILITY  WHEEL 

Doctors  who  review  medical  malpractice  cases  for 
plaintiffs’  attorneys  face  potential  liability  risks,  warns 
John  E.  Thrasher,  general  counsel  of  the  Florida  Medi- 
cal Association.  A doctor  in  California  was  sued  for 
negligence  and  fraud  by  a plaintiff  who  had  withdrawn 
her  malpractice  suit  after  he  concluded  her  care  had 
not  been  negligent;  three  other  consultants  later  dis- 
agreed with  that  opinion.  Before  agreeing  to  be  a con- 
sultant, Thrasher  advises,  find  out  if  your  malpractice 
insurance  will  cover  you.  He  also  recommends  obtain- 
ing a release  signed  by  both  the  plaintiff  and  his  at- 
torney that  makes  you  immune  from  any  lawsuit  stem- 


ming from  your  opinion.  (Medical  Economics,  Januaiy 
6,  1986) 

BEWARE  OF  THIS  GROWING  LIABILITY  RISK 

It  may  be  second  nature  for  you  to  obtain  a patient’s 
informed  consent  for  surgery  and  other  procedures, 
but  how  often  do  you  do  so  before  prescribing  medi- 
cation? Some  courts  have  ruled  that  a patient  should 
be  made  aware  of  even  the  remotest  possible  complica- 
tion from  prescription  drugs,  according  to  the  State 
Volunteer  Mutual  Insurance  Co.  To  protect  yourself, 
the  carrier  suggests  you  follow  up  a discussion  of  the 
medication  by  giving  the  patient  an  information 
sheet — and  that  you  document  both  actions  in  the] 
charts.  (Medical  Economics,  December  23,  1985) 

MHENJ  PATIENT  OPINION  QUESTIONNAIRE 
AVAILABLE  TO  PHYSICIANS 

A good  physician-patient  relationship  is  a strong 
tool  against  malpractice  claims.  Current  studies  in- 
dicate that  a gap  exists  in  how  physicians  and  patients 
perceive  many  of  the  factors  that  have  an  affect  on  this 
relationship. 

To  aid  in  determining  how  a physician  and  the  staff 
are  perceived  by  patients  and  how  the  physician  and 
staff  compare  with  other  health  care  providers,  the 
Medical  Inter-Insurance  Exchange  of  New  Jersey 
(MIIENJ)  has  developed  a patient  opinion  question- 
naire. 

The  questionnaire  will  permit  a physician  to  evalu- 
ate his  physician/patient  relationship  including  care 
rendered  by  staff  and  peripheral  services  such  as  the 
answering  service,  telephone  handling  by  staff,  and 
fees. 

MIIENJ  will  provide,  at  no  charge  to  its  insured,  a 
sufficient  supply  of  the  questionnaire  for  a random 
sample  of  a physician’s  patients. 

To  insure  an  honest  an  objective  patient  response, 
physicians  are  encouraged  to  provide  self-addressed 
envelopes  with  the  questionnaire. 

If  you  are  interested  in  reviewing  questionnaires  or 
want  more  information,  write  MIIENJ,  P.O.  Box  6470, 
Lawrenceville,  NJ  08648  or  call  the  Risk  Prevention 
Department,  (609)  896-2404. 
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“The  most  comfortable  car 
in  the  world 

And  it  can  be 
maintenance 

FREE. 


• A 6 year  or  100,000  mile 
warrantee,  by  the  dealer  on  all 
major  components,  to  comfort 
the  mind. 

• A 2 year  or  24,000  mile  free 
service  policy,  by  the  dealer  to 
comfort  your  wallet. 


• A loaner  car  free  from  the  dealer 
for  all  servicing  to  comfort  your 
schedule. 

Best  of  all  the  1986  PEUGEOT  - 
“The  most 
comfortable  car...” 


Sit® . . 

KEN  SMITH  PEUGEOT 

AUTHORIZED  SALES  & SERVICE 
15  FRANKLIN  AVENUE,  RIDGEWOOD,  N.J.  07450 


201-444-8500 
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NEW  JERSEY  MEDICINI 


After  a nitrate, 
add  ISOPTIN 

((verapamil  HCl/Knoll) 

(lb  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker 


irst,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
Dy  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
:an  provide. 

Second,  Isoptin  spares  patients  the 
Deta-blocker  side  effects  that  may 
zompromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  m 
depression  are  rare.  Unlike  beta  blockers, 
soptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 
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ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored,film-coated  tablets 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e.g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings .)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia’, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness,  claudication,  hair  loss,  macules,  spotty  menstruation.  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side.  Revised  August,  1984.  2385 
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FOR  A SMOOTHER.  MORE  EFFICIENT  OFFICE. 
MARY  ANN  HAMBURGER  ASSOCIATES. 

A Medical  Management  Consultant. 

IS  YOUR  BEST  CHOICE! 

. . . BECAUSE 

MARY  ANN  HAMBURGER  IS  AN  EXPERT 
IN  MEDICAL  OFFICE  MANAGEMENT. 


• The  fine  medical  care  you  give  your  patients  is  greatly 
enhanced  by  a well  run  office  system. 

MARY  ANN  HAMBURGER,  a specialist  in  medi- 
cal office  management,  provides  sound  consul- 
tation in  every  facet  of  office  operations. 

• Your  Medical  Practice  is  both  a service  and  a business. 

MARY  ANN  HAMBURGER  will  work  with  you, 
confidentially,  to  evaluate  each  element  of  your 
particular  practice— and  to  increase  your  level  of 
success. 

• Whether  your  are  establishing  a new  office— or  re- 
assessing an  on-going  practice — 

MARY  ANN  HAMBURGER  ASSOCIATES  can 
offer  the  most  comprehensive  management 
direction,  backed  by  years  of  experience. 


FOR  A ONE-TIME  CONSULTATION  OR 
A CONTINUING  SERVICE,  CONTACT: 

MARY  ANN  HAMBURGER 

MARY  ANN  HAMBURGER  ASSOCIATES 

74  HUDSON  AVENUE 

MAPLEWOOD,  NEW  JERSEY  07040 

201-763-7394 
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EDITORIAL 


Are  You  Ready 
For  Bhopal? 


Physicians  who  need  environmental  and 
occupational  health  information  can 
contact  a special  advisory  committee 
for  assistance. 


The  world  has  come  to  identify 
the  name,  Bhopal,  with  sudden 
catastrophic  exposure  of  a com- 
munity to  the  unexpected  and  uncontrolled  release  of 
toxic  industrial  chemical  fumes  with  resultant  shock- 
ing mortality  and  morbidity.  No  one  was  prepared  for 
this  disaster.  Corporate  employees,  government  of- 
ficials, public  health  authorities,  and  physicians  were 
napping.  Death  and  injury  resulted;  money,  repu- 
tations, and  security  were  lost.  Worldwide,  leaders 
looked  hard  at  policy,  responsibility,  and  authority. 

ARE  YOU  PREPARED  FOR  A MINI-BHOPAL  IN  YOUR 
NEIGHBORHOOD? 

In  this  issue  (p.  443),  Gotsch,  Demak,  and  Erhardt 
describe  the  beginning  of  what  might  help  you,  before 
you  face  such  a stomach-wrenching  dilemma  As  the 
Boy  Scouts  say,  there  is  a program  to  help  you  “be 
prepared.”  One  of  the  components  of  the  Advisory 
Committee  of  the  Environmental  and  Occupational 
Health  Information  Program  is:  “Continuing  Educa- 
tion in  Environmental  and  Occupational  Health  for 
Physicians.”  I am  pleased  to  be  chairman  of  the  Ad- 
visory Committee  as  well  as  eo-ehairman  of  the  phy- 
sician program  component. 

DID  YOU  KNOW  . . . 

• The  Toxic  Substances  Control  Act  (TSCA)  of  1976 
is  “intended  to  ensure  that  chemical  substances  and 
mixtures  are  regulated  in  a manner  that  ensures  that 
they  do  not  present  an  unreasonable  risk  of  injury  to 
health  or  the  environment?”  It  is  administered  by  the 
Environmental  Protection  Agency  (EPA). 

• Radon,  a radioactive  gas  which  is  odorless  and 
colorless,  has  concerned  some  scientists  as  a possible 


cause  of  lung  cancer  among  residents  of  some  homes 
with  high  levels  of  radon?  Although  there  is  no  direct 
and  conclusive  evidence  of  this  cause  and  effect  rela- 
tionship, the  potential  exists.  The  “Reading  Prong,” 
which  stretches  across  parts  of  northern  New  Jersey, 
Pennsylvania,  and  New  York,  is  a potential  source  of 
radon  exposure  to  some  homeowners. 

• Computer  video  display  terminals  emit  a very  low 
level  of  radiation?  Fear  of  birth  defects  from  such  ex- 
posure is  not  borne  out  by  current  evidence,  but  the 
scientists  continue  to  research  the  question. 

• Children’s  art  supplies,  such  as  rubber  cement, 
permanent  felt-tip  markers,  pottery  glazes,  enamels, 
spray  fixatives,  and  wheat  wallpaper  paste  can  cause 
acute  illness  (light-headedness,  behavior  changes, 
headache,  ataxia,  and  nausea),  chronic  illness  (skin 
disease,  psychological  problems,  liver  damage,  and  ner- 
vous system  damage),  allergy,  and  even  cancer  (as- 
bestos)? 

• Home  pesticides  contain  toxic  substances  which 
can  be  very  dangerous  to  the  person  using  the 
pesticide  and  to  other  people  who  might  come  in  con- 
tact with  it? 

How  will  you  answer  your  patients’  questions  about 
radon,  pesticides,  video  display  terminals,  and  chil- 
dren’s art  supplies?  Physicians  still  are  the  first  line 
when  it  comes  to  health  information. 

If  you  do  not  know,  call  toll-free:  800-223-4630,  9 a.m. 
till  4 p.M..  Monday  through  Friday. 

If  you  would  like  pamphlets  on  a subject,  ask  for 
them.  If  you  need  detailed  advice,  ask  for  a referral.  If 
you  would  like  a seminar,  workshop,  lecture,  and  CME 
credits,  make  your  desires  known.  Whatever  you  do,  do 
not  think  this  is  not  your  problem.  It  is  and  it  will 
strike  when  you  least  expect  it.  A.K. 
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Editorial 


Lyme  Disease 
Masquerading  as 
Juvenile  Rheumatoid 
Arthritis 


Sheldon  D.  Solomon,  m.d. 


Responding  to  an  article  on  page 
451,  this  column  comments  on  the  fu- 
ture of  juvenile  rheumatoid  arthritis. 


Juvenile  rheumatoid  arthritis  (JRA)  rapidly  is  disap- 
pearing from  the  rheumatologieal  alphabet.  It  is  being 
replaced  by  the  diagnosis  of  juvenile  chronic  polyar- 
thritis (JCP).  As  longitudinal  studies  progress  on  chil- 
dren diagnosed  as  JRA,  about  10  percent  are  found  to 
have  systemic  lupus  erythematosus  (SLE)  and  another 
10  percent  to  have  ankylosing  spondylitis.  Recently, 
both  thorn  and  splinter-induced  arthritis  have  been 
reported  to  mimic  JRA  More  dramatic  attention  has 
been  focused  on  Lyme  disease  which  also  can  mimic 
JRA  but  if  discovered  early  may  be  entirely  reversible 
with  antibiotic  treatment. 

The  article  on  page  451  is  quite  timely  since  our 
state  has  been  found  to  be  endemic  for  this  disease. 
The  author  treated  four  patients,  ranging  in  age  from 
3 to  15  years,  having  inflammatory  arthritis  that  was 
thought  to  be  JRA  for  a few  months  to  4 years,  produc- 
ing resolution  of  all  manifestations!  Further,  the 
author  concludes  that  both  children  and  adults  with 
seronegative  rheumatoid  as  other  inflammatory  ar- 
thritis should  be  evaluated  for  Lyme  disease,  especially 
if  the  patient  lives  in  or  near  wooded  areas. 

Several  questions  must  be  raised  at  this  point.  First- 
ly, at  least  two  of  the  cases  who  responded  to  treatment 
had  been  followed  for  only  eight  months.  In  a disease 


like  rheumatoid  arthritis,  with  spontaneous  re- 
missions and  exacerbations,  is  this  a long  enough 
period  of  observation  to  suggest  that  antibiotic  treat- 
ment was  responsible  for  the  improvement  noted?  Sec- 
ondly, at  least  two  cases  had  inflammatory  arthritis  for 
four  years  before  oral  penicillin  was  given,  and  both 
seemed  to  respond.  This  differs  from  the  Yale  group's 
experience  in  which  massive  doses  of  intravenous 
penicillin  were  given  with  resolution  in  55  percent  of 
patients  with  stage  III  advanced  Lyme  arthritis.  Should 
practitioners  give  oral  antibiotics  first  which  obviously 
would  be  easier  and  more  economical?  Then,  if  not 
successful,  try  a course  of  hospitalization  with  high- 
dose  intravenous  antibiotics?  If  a physician  uses  oral 
antibiotics,  should  not  tetracycline  be  the  treatment  of 
choice  (as  suggested  by  the  Yale  experience)?  Finally, 
the  author  suggested  testing  adults  with  seronegative 
arthritis.  Should  we  also  test  adults  who  are 
seropositive?  Should  every  patient  with  so-called 
rheumatoid  arthritis  found  to  have  a positive  Lyme 
antibody  titer  be  treated  with  antibiotics? 

We  do  not  have  the  scientific  data  to  answer  these 
questions;  hence,  use  sound  clinical  judgment  in 
evaluating  these  eases.  These  are  important  consider- 
ations for  our  readership. 
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WZEM:  FEWER  SIDE  EFFECTS 


HCI/Marion 


The  lowest  incidence  of  side  effects 
among  the  calcium  channel  blockers' 


Sive  your  angina  patient 
idded  protection ... 


An  exceptionally  safe  choice  for  angina 
patients  with  coexisting  hypertension, 
diabetes,  asthma,  or  COPD'3 


Proven  efficacy  when  used  alone 
in  angina’ 4 6 

Compatible  with  both  beta-blockers 
and  nitrates7 


Please  see  brief  summary  of  prescribing  informafion  on  fhe  nexf  page. 


CARDIZEM 


60  mg  fid 
or  qid 


diltiazem  HCI/Marion 

FEWER  SIDE  EFFECTS  IN  ANTIANGINAL  THERAPY 


BRIEF  SUMMARY 

CARDIZEM5  (diltiazem  hydrochloride)  is  a calcium  ion  influx  inhibi- 
tor (slow  channel  blocker  or  calcium  antagonist). 

INDICATIONS  AND  USAGE 

1.  Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM  is 
indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the  treat- 
ment of  spontaneous  coronary  artery  spasm  presenting  as  Prinz- 
metal's variant  angina  (resting  angina  with  ST-segment  elevation 
occurring  during  attacks). 

2.  Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 

CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus  syn- 
drome except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1.  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refractory 
periods  without  significantly  prolonging  sinus  node  recovery  time, 
except  in  patients  with  sick  sinus  syndrome.  This  effect  may 
rarely  result  in  abnormally  slow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or  third-degree  AV 
block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal’s  angina 
developed  periods  of  asystole  (2  to  5 seconds)  after  a single  dose 
of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemo- 
dynamic studies  in  humans  with  normal  ventricular  function 
have  not  shown  a reduction  in  cardiac  index  nor  consistent 
negative  effects  on  contractility  (dp/dt).  Experience  with  the  use 
of  CARDIZEM  alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very  limited.  Cau- 
tion should  be  exercised  when  using  the  drug  in  such  patients 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4.  Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  iniury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metabo- 
lized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and  higher 
in  rats  were  associated  with  histological  changes  in  the  liver  which 
were  reversible  when  the  drug  was  discontinued.  In  dogs,  doses  of 
20  mg/kg  were  also  associated  with  hepatic  changes;  however,  these 
changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there  may  be 
additive  effects  in  prolonging  AV  conduction  when  using  beta-blockers 
or  digitalis  concomitantly  with  CARDIZEM  (See  WARNINGS.) 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict  the 
effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 


volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin  levels 
up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 24-month 
study  in  rats  and  a 21-month  study  in  mice  showed  no  evidence  of 
carcinogenicity.  There  was  also  no  mutagenic  response  in  in  vitro 
bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed  in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  conducted 
in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging  from  five  to 
ten  times  greater  (on  a mg/kg  basis)  than  the  daily  recommended 
therapeutic  dose  has  resulted  in  embryo  and  fetal  lethality.  These 
doses,  in  some  studies,  have  been  reported  to  cause  skeletal  abnor- 
malities. In  the  perinatal/postnatal  studies,  there  was  some  reduction 
in  early  individual  pup  weights  and  survival  rates.  There  was  an 
increased  incidence  of  stillbirths  at  doses  of  20  times  the  human  dose 
or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  (diltiazem  hydrochloride)  in  pregnant  women  only  if  the 
potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk  Because  many  drugs  are  excreted  in  human  milk,  exercise 
caution  when  CARDIZEM  is  administered  to  a nursing  woman  if  the 
drug's  benefits  are  thought  to  outweigh  its  potential  risks  in  this 
situation 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not  been 
established. 


ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than  that 
reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology  of 
calcium  influx  inhibition.  In  many  cases,  the  relationship  to  CARDIZEM 
has  not  been  established.  The  most  common  occurrences,  as  well  as 
their  frequency  of  presentation,  are;  edema  (2.4%).  headache  (2.1%), 
nausea  (1.9%),  dizziness  (1.5%),  rash  (1.3%),  asthenia  (1.2%).  AV 
block  (1.1%).  In  addition,  the  following  events  were  reported  infre- 
quently (less  than  1%)  with  the  order  of  presentation  corresponding  to 
the  relative  frequency  of  occurrence. 


Cardiovascular; 
Nervous  System; 
Gastrointestinal 

Dermatologic. 

Other; 


Flushing,  arrhythmia,  hypotension,  bradycardia, 
palpitations,  congestive  heart  failure,  syncope. 
Paresthesia,  nervousness,  somnolence,  tremor, 
insomnia,  hallucinations,  and  amnesia. 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensitivity. 
Polyuria,  nocturia 


The  following  additional  experiences  have  been  noted 
A patient  with  Prinzmetal's  angina  experiencing  episodes  of  vaso- 
spastic angina  developed  periods  of  transient  asymptomatic  asystole 
approximately  five  hours  after  receiving  a single  60-mg  dose  of 
CARDIZEM 

The  following  postmarketing  events  have  been  reported  infrequently 
in  patients  receiving  CARDIZEM:  erythema  multiforme;  leukopenia;  and 
extreme  elevations  of  alkaline  phosphatase,  SGOT.  SGPT,  LDH,  and  CPK 
However,  a definitive  cause  and  effect  between  these  events  and 
CARDIZEM  therapy  is  yet  to  be  established 


0VERD0SAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited.  Single 
oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated  by  healthy 
volunteers.  In  the  event  of  overdosage  or  exaggerated  response,  appro- 
priate supportive  measures  should  be  employed  in  addition  to  gastric 
lavage.  The  following  measures  may  be  considered 
Bradycardia  Administer  atropine  (0.60  to  1.0  mg).  If  there  is 

no  response  to  vagal  blockade,  administer  iso- 
proterenol cautiously. 


High-Degree 
AV  Block 

Cardiac  Failure 

Hypotension 


Treat  as  for  bradycardia  above.  Fixed  high- 
degree  AV  block  should  be  treated  with  cardiac 
pacing. 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician. 

The  oral  LDso's  in  mice  and  rats  range  from  415  to  740  mg/kg  and 
from  560  to  810  mg/kg,  respectively.  The  intravenous  LDso's  in  these 
species  were  60  and  38  mg/kg,  respectively.  The  oral  LD50  in  dogs  is 
considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was  seen  in 
monkeys  at  360  mg/kg  The  toxic  dose  in  man  is  not  known,  but  blood 
levels  in  excess  of  800  ng/ml  have  not  been  associated  with  toxicity. 
DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coronary  Ar- 
tery Disease  or  Angina  Pectoris  at  Rest  Due  to  Coronary  Artery 
Spasm.  Dosage  must  be  adjusted  to  each  patient's  needs.  Starting 
with  30  mg  four  times  daily,  before  meals  and  at  bedtime,  dosage 
should  be  increased  gradually  (given  in  divided  doses  three  or  four 
times  daily)  at  one-  to  two-day  intervals  until  optimum  response 
is  obtained.  Although  individual  patients  may  respond  to  any  dos- 
age level,  the  average  optimum  dosage  range  appears  to  be  180  to 
240  mg/day.  There  are  no  available  data  concerning  dosage  require- 
ments in  patients  with  impaired  renal  or  hepatic  function.  If  the  drug 
must  be  used  in  such  patients,  titration  should  be  carried  out  with 
particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1.  Sublingual  NTG  may  be  taken  as  required  to  abort  acute  anginal 
attacks  during  CARDIZEM  therapy. 

2.  Prophylactic  Nitrate  Therapy  — CARDIZEM  may  be  safely  co- 
administered with  short-  and  long-acting  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effective- 
ness of  this  combination. 

3.  Beta-blockers,  (See  WARNINGS  and  PRECAUTIONS.) 

HOW  SUPPLIED 

CARDIZEM  30-mg  tablets  are  supplied  in  bottles  of  100  (NDC  0088- 
1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088-1771- 
49).  Each  green  tablet  is  engraved  with  MARION  on  one  side  and  1771 
engraved  on  the  other.  CARDIZEM  60-mg  scored  tablets  are  supplied  in 
bottles  of  100  (NDC  0088-1772-47)  and  in  Unit  Dose  Identification 
Paks  of  100  (NDC  0088-1772-49).  Each  yellow  tablet  is  engraved  with 
MARION  on  one  side  and  1772  on  the  other.  Issued  4/1/84 

See  complete  Professional  Use  Information  before  prescribing. 
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AND 

OCCUPATIONAL 
HEALTH  RISKS: 


Awareness  and  concern  about  the 
existence  of  hazardous  sub- 
stances in  work,  school,  and 
community  environments  and  the  impact  of  toxic 
substances  on  health  have  been  increasing  in  the 
scientific  and  lay  communities.1 3 The  Environmental 
Protection  Agency  (EPA)  estimated  that  52,000  haz- 
ardous waste  dump  sites  exist  across  the  country, 
1,200  of  which  pose  significant  imminent  danger  to 
human  health.4  The  U.S.  Public  Health  Service  has 
estimated  that  up  to  390,000  workers  contract  work- 
related  diseases  annually.5 

One  of  the  results  of  the  heightened  awareness  of 
these  problems  is  an  ever-increasing  barrage  of  ques- 
tions from  a concerned  public.  As  stated  in  the  Novem- 
ber 1981  issue  of  The  Environment  “The  proliferation 
of  potentially  dangerous  substances  and  technologies, 
the  enormous  numbers  of  people  subject  to  injury  and 
illness,  together  with  unprecedented  public  interest 
and  awareness,  have  exerted  significant  pressure  to 
protect  and  inform  both  the  working  population  and 
the  general  public.”6  In  this  light,  the  national  need  for 
accurate  public  information  about  environmental  and 
occupational  health  becomes  imperative. 

When  focusing  on  the  state  of  New  Jersey,  the  need 
for  information  increases  significantly.  New  Jersey 
ranks  high  in  population  density  and  chemical  pro- 
duction; had  the  highest  white  male  and  second  high- 
est white  female  cancer  mortality  rates  in  the  United 
States  during  1950  to  1969;  is  among  the  top  five 
states  in  the  number  of  abandoned  dump  sites;  is 


highest  in  the  number  of  EPA  priority  dump  sites;  and 
has  serious  threats  to  its  water  and  air  resources  from 
indiscriminate  use  and  disposal  of  toxic  substances. 
To  the  extent  that  the  chemical  effluvia  and  other  en- 
vironmental and  occupational  hazards  of  our  modem 
era  are  impacting  chronically  on  our  health,  it  is  in 
New  Jersey  that  the  impact  is  likely  to  be  the  greatest. 

PROGRAM  DESCRIPTION 

A program  that  strives  to  educate  the  public  about 
environmental  and  occupational  health  risks  is  being 
designed  by  the  Office  of  Consumer  Health  Education, 
Department  of  Environmental  and  Community  Medi- 
cine, UMDNJ-Rutgers  Medical  School.  Known  as  the 
Environmental  and  Occupational  Health  Information 
Program  (EOHIP),  the  program  has  the  unique  op- 
portunity to  develop  a model  that  represents  the  per- 
spectives of  very  diverse  sectors  involved  in  these  is- 
sues, and  yet  present  the  public  with  reliable  infor- 
mation that  can  be  used  to  make  sound  decisions. 

Guiding  the  development  of  the  Program  is  an  Ad- 

*From  the  Office  of  Consumer  Health  Education,  Department 
of  Environmental  and  Community  Medicine,  UMDNJ-Rutgers 
Medical  School,  where  Dr.  Gotsch  is  the  Director  of  EOHIP 
and  Assistant  Professor,  Department  of  Environmental  and 
Community  Medicine;  Ms.  Demak  is  the  Program  Manager 
of  EOHIP  and  Instructor,  Department  of  Environmental  and 
Community  Medicine;  and  Ms.  Erhardt  is  the  Program  As- 
sociate of  EOHIP.  Correspondence  may  be  addressed  to  Dr. 
Gotsch,  Director,  Office  of  Consumer  Health  Education,  De- 
partment of  Environmental  and  Community  Medicine, 
UMDNJ-Rutgers  Medical  School,  Piseataway,  NJ  08854. 
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visoiy  Committee  composed  of  leaders  that  represent 
private  industry;  state,  local,  and  federal  government; 
media;  major  health  organizations;  voluntary  en- 
vironmental groups;  and  labor.  Senator  Bill  Bradley 
serves  as  the  Honorary  Chairman  and  Dr.  Arthur 
Krosnick  is  the  Chairman. 

Program  Components.  Six  primary  approaches  are 
being  planned  to  meet  the  need  for  information  ex- 
perienced by  each  target  group,  and  to  reach  the  public 
with  reliable  information  so  that  it  can  make  sound 
decisions  about  these  issues.  The  components  are: 

• Resource  Center  for  dissemination  of  environ- 
mental and  occupational  health  information. 

• Environmental  and  occupational  health  articles 
for  distribution  through  major  New  Jersey  employers. 

• Environmental  and  occupational  health  infor- 
mation services  for  local  governmental  and  voluntary 
environmental  organizations. 

• Environmental  and  occupational  health  infor- 
mation programs  in  New  Jersey  schools. 

• Environmental  and  occupational  health  services 
to  small  industry. 

• Continuing  education  in  environmental  and  oc- 
cupational health  for  physicians. 

Resource  Center.  Due  to  the  public’s  heightened 
awareness  of  environmental  and  occupational  health 
risks,  an  increasing  number  of  questions  and  requests 
for  information  are  being  generated  by  lay  and  pro- 
fessional employees  in  industry  along  with  the  general 
public.  This  need  for  information,  however,  is  not 
being  met  adequately,  as  those  with  questions  often 
do  not  know  where  or  to  whom  to  turn  for  answers. 
The  goal  of  this  program  component  is  to  provide  the 
public  and  professionals  with  current  information 
about  the  prevention  and  control  of  environmental  and 
occupational  health  risks,  and  to  do  so  from  a reliable 
and  easily  accessible  source. 

Technical  assistance  and  information  is  dis- 
seminated through  responses  to  telephone  and  mail 
inquiries  to  the  Resource  Center.  A toll-free  telephone 
inquiry  line  (INFOline)  has  been  established  to  provide 
information  and/or  referral  services  for  a concerned 
public.  In  addition,  brief,  informational  brochures 
called  INFOsheets  are  being  developed.  The  INFOsheets 
each  address  a different  topic  of  concern  to  the  public 
and  are  written  in  straightforward  question-and- 
answer  format.  Each  INFOsheet  is  authored  by  a 
prominent  scientist.  INFOsheets  will  be  disseminated 
directly  to  the  public  through  requested  mailings  and 
will  be  made  available  through  major  New  Jersey  em- 
ployers and  health  care  settings. 

A Directory  of  Organizational  Resources  is  being 
compiled  for  statewide  and  national  dissemination. 
This  directory  will  assist  the  program  in  referring 
callers  and  other  interested  parties  to  an  appropriate 
agency.  It  also  will  be  a helpful  document  for  use  by 
many  of  the  groups  targeted  by  this  program  for  as- 
sistance. 

All  program  activities  are  being  conducted  with  the 
benefit  of  data  obtained  through  a statewide  survey  of 
New  Jersey  residents,  conducted  under  the  auspices 
of  the  Task  Force  of  this  program  component. 


Assessment  of  public  concern  and  knowledge  about 
various  environmental  and  occupational  health  issues 
continues  to  allow  the  program  to  develop  with  a 
sound  base  of  information  and  thus  meet  the  needs 
of  its  audience.  In  addition,  telephone  interviews  were 
conducted  with  a sample  of  health  and  safety  pro- 
fessionals across  the  state  to  determine  their  interests 
and  need  for  educational  materials. 

Health  Articles  for  Major  New  Jersey  Employers. 
The  goal  of  this  component  is  to  provide  New  Jersey 
employees  and  their  families  with  indepth  information  j 
on  selected  environmental  and  occupational  health  is- 
sues. These  articles,  generated  by  a variety  of  en- 
vironmental and  occupational  safety  and  health  ex- 
perts, will  be  featured  in  house  organs  of  the  state’s 
major  employers  and  disseminated  by  the  employers 
to  the  homes  of  the  employees.  The  articles  will  be 
geared  to  the  lay  audience  and  written  in  readily 
understandable  language.  Inquiries  will  be  en- 
couraged, and  the  Department  of  Environmental  and 
Community  Medicine  will  respond  to  questions  stimu- 
lated by  the  published  articles,  providing  supplemental 
information  via  materials  available  through  the  Re- 
source Center. 

Services  for  Local  Governmental  and  Voluntary 
Environmental  Organizations.  Environmental 
groups,  including  local,  county,  and  municipal  groups, 
will  be  provided  with  technical  assistance  and  en- 
vironmental/occupational health  information  services 
through  this  component.  Current  activities  include  an 
interest  and  needs  assessment  survey  of  all  local  gov- 
ernmental groups  and  voluntary  environmental  or- 
ganizations around  the  state.  A consultant  services 
network  is  being  developed  to  aid  professionals  and 
the  public  in  obtaining  current  and  reliable  infor- 
mation and  advice.  Furthermore,  substantive  infor- 
mation will  be  disseminated  to  these  target  groups 
through  regular  articles  in  the  program  newsletter  and 
through  these  organizations’  newsletters  or  other  com- 
munications to  their  membership. 

New  Jersey  School  Program.  In  1978,  under  con- 
tract with  the  Federal  Bureau  of  Health  Education,  the 
National  Center  for  Health  Education  (NCHE)  was  as- 
signed national  leadership  of  the  School  Health  Educa- 
tion Project.  Now  entitled  Growing  Healthy,  the  project 
tackled  the  task  of  improving  and  expanding  health 
education  in  the  schools  of  America  and  is  being  im-i 
plemented  for  children  from  kindergarten  through 
grade  seven.  The  curriculum  currently  is  being  used 
in  the  United  States  in  approximately  700  school  dis- ' 
tricts  involving  2,800  schools,  19,000  teachers,  and 
600,000  students.  Of  all  the  health  education  curricula  i 
presently  being  used  by  other  schools.  Growing 
Healthy  is  the  only  health  education  curriculum  that 
has  been  validated  by  the  U.S.  Department  of  Educa- 
tion. 

The  “Community  Health  Management  Unit”  of  the) 
Growing  Healthy  curriculum  is  being  reviewed  to 
evaluate  this  unit  regarding  the  accuracy  and  time-i 
liness  of  environmental  and  occupational  health  is-! 
sues.  The  goal  of  this  component  is  to  provide  an  en- 
vironmental and  occupational  health  curriculum  to 
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The  need  for  accurate  public  information  about  environmental  and 
occupational  health  now  becomes  imperative. 


educators  and  students  in  grades  K-7.  Following  a 
pilot-test  of  the  curriculum,  the  revised  unit  will  be 
available  for  national  dissemination. 

Health  Services  to  Small  Industries.  Companies 
with  100  or  fewer  employees  are  not  large  enough  to 
have  staff  responsible  for  addressing  the  environmen- 
tal/oecupational  health  and  safety  concerns  of  em- 
ployees. This  component  intends  to  develop,  conduct, 
and  evaluate  educational  programs  for  employees  of 
small  industries.  The  goal  of  this  component  is  to  bet- 
ter inform  managers  and  employees  regarding  preven- 
tive health  education  and  safety  strategies,  and  to  as- 
sist them  to  make  more  effective  decisions  concerning 
lifestyle  changes  in  health-related  behavior  and  safety 
practices. 

In  the  spring  of  1985,  the  Task  Force  for  this  compo- 
nent surveyed  managers  of  companies  in  New  Jersey 
with  between  25  and  100  employees,  in  order  to  assess 
the  type  and  extent  of  their  need  for  information  they 
are  experiencing.  Analysis  of  these  data  will  allow  this 
program  component  to  establish  helpful  educational 
sessions  for  managers,  as  well  as  to  develop  a desktop 
reference  which  will  help  meet  their  need  for  succinct 
information  about  safety  and  health  issues  and  which 
will  guide  them  to  other  useful  resources  within  the 
state  and  elsewhere. 

Continuing  Education  for  Physicians.  The  Academy 
of  Medicine  of  New  Jersey  and  the  UMDNJ-Office  of 
Continuing  Education  currently  offer  continuing 
education  programs  for  physicians  in  hospital-based 
settings.  This  component  provides  for  the  development 
of  a series  of  “mini-sessions”  on  environmental  and 
occupational  health  issues  affecting  the  diverse 
specialties  of  medicine  to  be  incorporated  into  these 
programs.  The  goal  of  this  component  is  to  help  com- 
munity physicians  better  meet  the  needs  of  their  pa- 
tients and  thus  improve  the  quality  of  health  care  for 
New  Jersey. 

Current  activities  of  this  component  include  the  de- 
velopment of  two  curricula  for  such  “mini-sessions,” 
focusing  now  on  reproductive  health  effects  of  en- 
vironmental or  occupational  hazards,  and  on  occupa- 
tional lung  disease.  All  curricula  use  a case  approach, 
and  are  designed  for  the  practicing  physician  who  may 
have  little  background  in  environmental  or  occupa- 
tional health  but  who  has  a need  for  such  information 
in  order  to  diagnose  and  treat  patients. 

REPLICATION 

Integral  to  the  goals  and  success  of  this  program  is 
an  effort  to  achieve  replication  of  the  program  in  other 
parts  of  the  nation.  Toward  this  end,  the  components 


of  this  program  will  be  disseminated  through  several 
mechanisms: 

• A report  describing  the  results  of  the  six  compo- 
nents will  be  published.  Recipients  will  include  ap- 
propriate leaders  in  industry,  labor,  education,  govern- 
ment, health,  voluntary  environmental  groups,  and 
community  service.  One  important  vehicle  for  the  dis- 
semination of  this  report  will  be  the  1 4 regional  Educa- 
tional Resource  Centers  (ERCs)  supported  by  NIOSH. 
The  report  will  be  disseminated  through  professional 
newsletters  and  journals,  publications  of  citizens’ 
groups,  union  publications,  and  other  media.  Finally, 
opportunities  will  be  sought  for  presenting  the  report 
at  meetings  of  professional  groups. 

• Curricula  for  all  training  programs  conducted  as 
part  of  the  program  will  be  printed  and  made  available 
to  appropriate  agencies  through  the  distribution  of  an 
informational  flyer  that  will  be  designed  to  describe  the 
curricula  Additional  marketing  techniques  will  in- 
clude advertisements  in  professional  newsletters  and 
journals,  and  exhibits  at  professional  conferences  and 
seminars. 

A national  conference  will  be  held  to  share  the 
models  and  explore  future  options.  The  conference  will 
consist  of:  a keynote  address  on  the  future  direction 
of  environmental  and  occupational  health:  an  overview 
of  the  model  program  as  a whole  and  highlights  of  the 
six  components:  and  six  concurrent  workshops  each 
providing  an  indepth  review  of  one  component. 

The  Environmental  and  Occupational  Health  Infor- 
mation Program  is  based  in  New  Jersey  and  strives  to 
meet  the  needs  of  this  state's  residents  for  clear,  re- 
liable information  on  environmental  and  occupational 
health  issues.  At  the  same  time,  just  as  related  health 
concerns  are  a national  problem,  so  too  is  the  need  for 
information.  This  program  seeks  to  develop  as  a model 
for  the  nation. 
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Cavitary  Pneumonia:  An  Unusual 
Presentation  of  Cystic  Fibrosis 


Steven  L.  Phillips,  m.d.,  Purnendu  Sen,  m.d.,  Elliot  Frank,  m.d.,  neptune* 


Cysticfibrosis  can  present  as  acute  pneumonia  in  otherwise 
healthy  young  adults.  Clues  include  unexplained  pulmonary 
cavitation , chronic  sinusitis , and  sputum  cultures  with 
Staphylococcus  or  Pseudomonas.  A high  index  of  suspicion  is 
critical  to  facilitate  early  diagnosis  and  minimize  complications. 


The  term  cystic  fibrosis  (CF) 
engenders  a vision  of  a poorly 
developed,  chronically  ill  child. 
Adult  cystic  fibrosis,  though  well  documented,  is  suffi- 
ciently uncommon  as  to  be  infrequently  considered, 
especially  in  patients  with  acute  illness.  We  en- 
countered a well-developed  athletic  man  who  pre- 
sented with  pneumonia  and  was  found  to  have  cystic 
fibrosis.  His  case  illustrates  valuable  clues  to  diagnosis 
and  the  importance  of  establishing  a correct  diagnosis 
for  appropriate  management,  screening,  and  counsel- 
ing. 

CASE  REPORT 

A 30-year-old  black  male  was  admitted  to  the  hospi- 
tal because  of  chest  pain,  cough,  and  fever. 

He  was  well  until  seven  days  prior  to  admission, 
when  he  developed  a cough  productive  of  green 
sputum  with  associated  fever  and  chills.  Right-sided 
chest  pain  developed  and  he  came  to  the  hospital. 

The  patient  was  an  office  worker  with  no  known 
exposure  to  tuberculosis,  dogs,  cats,  or  farm  animals. 
He  denied  smoking,  drinking  alcohol,  intravenous 
drug  usage,  diabetes  mellitus,  recent  or  prior  respira- 
tory tract  infection,  or  any  major  systemic  disease.  He 
did  give  a history  of  childhood  asthma 
Physical  examination  revealed  a muscular  black 
man  in  mild  respiratory  distress.  The  temperature  was 


102.6°F,  pulse  was  80  per  minute;  respirations  were 
20  per  minute;  and  blood  pressure  was  120/80  mm  Hg. 
No  lymphadenopathy  was  found.  Marked  digital  club- 
bing, which  he  claimed  to  have  had  since  childhood, 
was  present.  Examination  of  the  chest  disclosed  in- 
creased fremitus  with  dullness  and  rhonchi  in  the 
right  mid-lung  field  as  well  as  bilateral  inspiratory  and 
expiratory  wheezing.  The  remainder  of  the  examin- 
ation was  normal. 

The  urine  was  negative.  The  hematocrit  was  41.6 
percent;  white  cell  count  was  20,000  with  44  percent 
neutrophils,  4 percent  band  forms,  46  percent  lympho- 
cytes, 5 percent  monocytes,  and  1 percent  eosinophils. 
The  platelet  count  was  477,000  and  the  erythrocyte 
sedimentation  rate  100  mm  per  hour.  The  prothrom- 
bin time  and  partied  thromboplastin  time  were  normal. 
A stool  specimen  was  negative  for  occult  blood.  Total 
protein  was  8.5  gm/ dl  (albumin  3.5  gm/ dl  and  globulin 
5.0  gm/dl);  LDH  was  251  U/l  (normal  60  to  200  U/l): 
and  alkaline  phosphatase  154  U/l  (normal  30  to  115 
U/l).  Amylase  was  66  U/l  (normal  44  to  128  U/l)  and 
lipase  was  16  U/dl  (normal  4 to  24  U/dl).  The  re- 
mainder of  a 20-ehannel  automated  chemistry  profile 
was  normal. 


*From  Jersey  Shore  Medical  Center,  Neptune.  Correspon- 
dence may  be  addressed  to  Dr.  Frank,  Department  of  Medi- 
cine, Jersey  Shore  Medical  Center.  1945  Corlies  Avenue.  Nep- 
tune, NJ  07753. 
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Figure — Admission  chest  x-ray  showing  extensive  cavitary 


pneumonia. 

An  electrocardiogram  was  normal.  X-ray  films  of  the 
chest  disclosed  a cavitary  infiltrate  involving  the  entire 
right  middle  lobe  (Figure).  Multiple  air  fluid  levels  were 
present.  Microscopic  examination  of  expectorated 
sputum  showed  no  acid-fast  bacilli,  but  did  disclose 
many  pleomorphic  gram-negative  bacilli,  gram- 
positive cocci  and  polymorphonuclear  leukocytes.  Cul- 
tures of  blood,  urine,  and  sputum  were  obtained. 
Cefazolin  was  administered. 

On  day  three  of  hospitalization,  the  patient’s  fever 
continued.  Ampieillin  was  added  to  the  therapeutic 
regimen.  The  sputum  culture  yielded  heavy  growth  of 
P.  aeruginosa  and  S.  aureus.  By  day  five,  the  patient 
was  afebrile  and  remained  so  throughout  his  hospital- 
ization. 

Sinus  x-rays  disclosed  maxillaiy,  antral,  and  frontal 
opacification.  Pulmonary  function  tests  just  prior  to 
discharge  showed  that  the  first-second  vital  capacity 
(FEV1)  was  1.82  1 (predicted  3.58  1),  and  vital  capacity 
(VC)  2.74  1 (predicted  4.33  1),  peak  flow  241  1/min  (pre- 
dicted, 515  1/min),  total  lung  capacity  (TLC)  3.89  1 (pre- 
dicted 5.74  1),  residual  volume  (RV)  1.42  1 (predicted 
1.41  1),  and  single-breath  diffusion  capacity  for  carbon 
dioxide  14.9  ml/min  per  mm  Hg  (predicted  30.4 
ml/mm  per  mm  Hg).  Sweat  chloride  tests  by  the  pilo- 
carpine iontophoresis  method  disclosed  values  of  90 
mEq/1  on  the  right  arm,  and  92  mEq/1  on  the  left  arm 
(normal  0 to  40  mEq  per  liter).  Semen  analysis  was 
refused. 

DISCUSSION 

Cystic  fibrosis,  the  most  lethal  genetic  disease  in  the 
United  States,  is  transmitted  as  an  autosomal  re- 


TABLE  1 

Clinical  Clues  to  the  Diagnosis  of 
Cystic  Fibrosis  in  Adults 

Pseudomonas  aeruginosa  in  sputum 
Recurrent  lower  respiratory  infections 
Bronchiectasis 

Asthma  or  COPD  with  a deteriorating  course 
Pancreatic  insufficiency — unexplained 
Meconium  ileus  equivalent 
Intussusception 
Biliary  cirrhosis— unexplained 
Pancreatitis — unexplained 
Obstructive  azoospermia 
Sibling  with  cystic  fibrosis 
Infertility  in  women — thick  cervical  mucous 
Heat  prostration 
Nasal  polyposis 
Chronic  sinusitis 

TABLE  2 

Causes  of  Elevated  Sweat  Chloride 
Cystic  fibrosis 

Untreated  adrenal  insufficiency 
Untreated  nephrogenic  diabetes  insipidus 
Hypothyroidism 
G-6-P-D  deficiency 
Ectodermal  dysplasia 

i 

cessive  trait.1  It  occurs  in  1 of  1,500  to  2,000  live  white 
births  and  1 of  17,000  black  births,  with  5 percent  of 
the  general  white  population  being  carriers  of  this 
gene.  The  disease  primarily  affects  exocrine  glands  but 
the  basic  defect  is  unknown.  Most  clinical  manifesta- 
tions are  secondaiy  to  obstruction  of  organ  passages 
by  thick  mucous  secretions  with  resultant  chronic  ob- 
structive pulmonary  disease  (COPD)  and  malabsorp- 
tive  complications.  There  is  elevated  sweat  sodium  re- 
absorption at  the  cell  membrane  level.2  In  contrast  to 
children  with  cystic  fibrosis,  adults  presenting  with 
cystic  fibrosis  most  often  are  of  normal  height  and 
weight,  and  COPD,  not  pancreatic  insufficiency, 
usually  dominates  the  clinical  picture.3  Interestingly, 
Kraemer  et  al.  have  suggested  that  the  severity  of 
chronic  pulmonary  disease  and  not  pancreatic  insuffi- 
ciency is  most  closely  associated  with  growth  and  de- 
velopment.4 

The  criteria  for  diagnosis  in  adults  are  similar  to 
those  in  children:  the  presence  of  elevated  sweat 
chloride  and  sodium  levels  (>50  to  60  mEq/1)  and 
either  chronic  pulmonaiy  disease  or  pancreatic  insuf- 
ficiency. Suggestive  and  supportive  findings  include: 
nasal  polyposis,  cirrhosis,  heat  stroke,  sputum  cul- 
tures containing  P.  aeruginoscy  intussusception, 
chronic  sinusitis,  sterility  in  the  male,  and  reduced 
fertility  in  the  female.3  A family  history  of  cystic  fibrosis 
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is  also  helpful  (Table  1).  Even  healthy  individuals  have 
a slight  increase  in  the  mean  sweat  electrolyte  concen- 
trations after  the  age  of  15  to  20  years.  However,  the 
sweat  chloride  and  sodium  concentrations  are  excel- 
lent discriminants  for  cystic  fibrosis  even  in  older  pa- 
tients.5 Only  a few  other  diseases  give  abnormal  sweat 
test  results,  primarily  untreated  adrenal  insufficiency 
and  renal  diabetes  insipidus.6  In  these  cases,  sweat 
electrolytes  are  only  slightly  increased  to  between  60 
to  80  mEq/1  (Table  2). 

Therapy  is  based  on  the  need  for  relieving  bronchial 
obstruction,  combating  infection  and  treating  malab- 
sorption when  present.  This  may  require  regular  chest 
physical  therapy  for  removal  of  tenacious  sputum. 
During  exacerbations,  appropriate  antibiotics,  as  de- 
termined by  sputum  culture  and  sensitivity,  must  be 
administered  in  full  dosage  for  not  less  than  10  to  15 
days  and  at  times,  upwards  of  four  months.7  Broncho- 
dilators  are  given  only  if  pulmonary  function  tests 
demonstrate  a reversible  component  to  bronchial  ob- 
struction. Patients  should  be  followed  regularly.  Serial 
lung-function  tests  may  provide  an  objective  measure- 


ment which  generally  correlate  with  patient’s  clinical 
status.3  Sperm  counts  are  indicated  for  men  with 
cystic  fibrosis  who  may  be  contemplating  fatherhood 
and  all  siblings  of  cystic  fibrosis  patients  should  be 
screened  and  receive  appropriate  counseling. 
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Lyme  Disease  Masquerading  as  Juvenile 
Rheumatoid  Arthritis 


David  M.  Sagransky,  m.d.,  linwood* 


Four  patients  are  described  who  met  clinical  criteria  for  juvenile 
rheumatoid  arthritis  and  eventually  were  discovered 
serologically  to  have  Lyme  disease.  Treatment  with  penicillin 
resolved  longstanding  arthritic  manifestations  in  all  patients. 


The  cause  of  Lyme  disease  has 
been  recognized  as  an  etiology 
of  inflammatory  arthritis  since 
1975.1  The  disease  usually  begins  with  a characteristic 
skin  rash  known  as  erythema  chronicum  migrans 
which  is  followed  by  the  development  of  systemic 
manifestations  such  as  fever,  malaise,  headache,  and 
stiff  neck.2  Weeks  to  months  later,  cardiac,  neurologic, 
and/or  articular  manifestations  may  develop.3'5  Treat- 
ment with  penicillin  or  tetracycline  subsequently  was 
discovered  to  decrease  the  duration  of  the  rash  and  to 
prevent  or  shorten  the  duration  of  subsequent 
arthritis.67  In  1982,  the  etiologic  agent  of  Lyme  disease 
was  found  to  be  a spirochete  transmitted  by  the  bite 
of  the  tick  Ixodes  dammini.8  Since  the  discovery  of  the 
causative  organism,  it  has  become  possible  to  perform 
serologic  tests  to  aid  in  the  diagnosis  of  the  dis- 
ease.910 In  1983,  the  New  Jersey  State  Department  of 
Health  began  testing  clinical  serum  specimens  for  the 
organism,  now  known  as  Borrelia  burgdorferi.  I found 
four  patients  previously  diagnosed  as  having  juvenile 
rheumatoid  arthritis  who  were  seropositive  for  Lyme 
disease. 

CASE  REPORT  1 

The  patient  was  1 1 years  old  when  first  seen  in  May 
1981  for  evaluation  of  pain  in  the  left  knee  and  ankle 
of  one  week  duration.  Five  cc  of  fluid  previously  was 
aspirated  by  an  orthopedic  surgeon  from  the  ankle  and 
found  to  contain  22,000  white  blood  cells/high  power 


field  with  80  percent  polymorphonuclear  neutrophils. 
Cultures  were  negative.  The  patient  denied  tick  bites, 
rashes,  fever,  ocular,  or  intestinal  complaints.  Physical 
examination  revealed  synovitis  of  the  left  knee  and  left 
ankle.  Sedimentation  rate  was  36  mm/hr  (Wintrobe) 
but  complete  blood  count,  rheumatoid  factor,  and  anti- 
nuclear antibody  were  normal  or  negative. 

Pauciarticular  juvenile  rheumatoid  arthritis  was 
diagnosed  and  2500  mg  aspirin  daily  was  prescribed. 
The  patient  experienced  episodic  remissions  and  ex- 
acerbations of  arthritis  over  the  next  four  years  affect- 
ing both  knees,  both  ankles,  and  the  right  wrist  In 
February  1985,  a serum  specimen  was  sent  for  Lyme 
disease  and  was  positive  at  a titre  of  1:1024.  He  subse- 
quently was  treated  with  phenoxymethyl  penicillin  500 
mg  four  times  daily  for  two  weeks.  There  has  been  total 
resolution  of  clinical  arthritis  for  the  past  nine  months 
of  followup. 

CASE  REPORT  2 

A 3-year-old  female  developed  pain  and  swelling  of 
the  right  knee  in  August  1984.  A east  was  applied  to 
the  knee  by  an  orthopedic  surgeon  after  x-rays  were 
negative  and  joint  fluid  showed  400  white  blood  cells/ 
high  power  field  with  96  percent  polymorphonu- 


*Dr.  Sagransky  is  Attending  Physician  and  Chief,  Division  of 
Rheumatology,  Shore  Memorial  Hospital,  Somers  Point.  Cor- 
respondence may  be  addressed  to  Dr.  Sagransky,  1701  New 
Road,  Linwood,  NJ  08221. 
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clear  neutrophils.  Symptoms  resolved  until  November 
1 984  when  the  left  knee  swelled  for  one  week  and  then 
resolved  spontaneously.  In  December,  the  right  wrist 
became  swollen  and  painful.  There  was  no  history  of 
tick  bites,  rashes,  stiff  neck,  or  intestinal  or  ocular 
complaints.  Sedimentation  rate  was  35  mm/hr  (Win- 
trobe)  and  antinuclear  antibody  was  positive  at  a titre 
of  1:80  (no  pattern  reported).  Rheumatoid  factor  was 
negative.  White  cell  count  was  10,400  and  Hgb  was 
12.5  g.  In  January  1985,  an  acute  synovitis  of  the  right 
knee  developed.  Pauciarticular  juvenile  rheumatoid 
arthritis  was  considered  most  likely  on  the  basis  of  sex, 
age,  and  positive  ANA  test.  Therapeutic  doses  of 
aspirin  were  begun  and  ophthalmology  consultation 
was  suggested.  Synovitis  persisted  and  serology  test 
for  Lyme  disease  was  performed  and  was  reported  posi- 
tive at  a titre  of  1:1024.  Treatment  with  oral  penicillin 
returned  the  knee  to  normal  within  one  week  and 
there  has  been  no  further  joint  symptomatology  in  the 
following  ten  months  of  followup. 

CASE  REPORT  3 

A 15-year-old  male  developed  pain  in  the  right 
shoulder  and  elbow  in  Januaiy  1984.  Complete  blood 
count,  SMA  12,  and  rheumatoid  factor  were  normal  or 
negative  at  that  time.  The  patient  noted  intermittent 
pain  and  swelling  of  these  joints  and  was  referred  to 
an  orthopedic  surgeon.  X-rays  were  negative  and 
aspiration  begun  for  probable  juvenile  rheumatoid 
arthritis.  Pain  and  swelling  of  the  elbow  persisted  and 
the  patient  was  referred  to  me  in  March  1985.  There 
was  no  history  of  rash,  fever,  gastrointestinal,  genito- 
urinaiy,  or  ocular  complaints.  There  was  a history  of 
multiple  tick  bites  as  the  patient  lived  in  a wooded 
area.  Temperature  at  the  time  of  examination  was 
99.5°F.  The  right  elbow  was  warm,  swollen,  tender,  and 
maintained  in  a flexed  position.  No  fluid  was  ob- 
tainable from  the  joint.  Lyme  disease  serology  was  or- 
dered and  penicillin  was  prescribed.  The  elbow  became 
normal  in  seven  days  and  there  have  been  no  recur- 
rences in  eight  months  of  followup.  Blood  serology  test 
was  positive  1:1024  for  Lyme  disease. 

CASE  REPORT  4 

The  patient  was  a 15-year-old  female  who  developed 
pain  and  swelling  of  the  left  knee  after  striking  the 
knee  on  a car  bumper  in  the  fall  of  1981.  She  was  seen 
by  an  orthopedic  surgeon  who  aspirated  30  cc  of 
hemorrhagic  fluid  from  the  knee.  The  fluid  white  cell 
count  was  4300  with  91  percent  polymorphonuclear 
neutrophils.  ANA  test  and  rheumatoid  factor  were  ob- 
tained and  were  negative.  Sedimentation  rate  was  70 
mm/hr  (Zeta,  normal  40  to  54).  The  pain  and  swelling 
resolved,  only  to  recur  in  February  1982.  The  knee  was 
aspirated  again  and  aspirin  was  prescribed.  Because 
of  persistent  swelling,  arthroscopy  and  biopsy  were 
performed  in  May  1982.  No  meniscal  tears  were  ob- 
served and  the  biopsy  revealed  chronic  synovitis.  When 
I saw  the  patient  in  consultation,  she  denied  fever, 
rashes,  stiff  neck,  gastrointestinal,  genitourinary,  or 
ocular  complaints.  There  was  no  history  of  tick  bites. 
Examination  was  notable  for  synovial  proliferation  of 
both  knees.  Routine  blood  and  urine  studies  were  nor- 
mal. The  patient  was  treated  initially  with  aspirin 
which  was  ineffective  and  then  placed  on  Tolectin®. 


Diagnosis  at  this  point  was  felt  to  be  pauciarticular 
juvenile  rheumatoid  arthritis.  Ophthalmologic  exam- 
inations were  performed  every  six  months  and  revealed 
no  signs  of  uveitis.  The  patient  noted  intermittent  pain 
and  swelling  of  the  knees  but  did  relatively  well  on 
Tolectin®  and  Naprosyn®.  Serology  test  for  Lyme  dis- 
ease was  ordered  in  March  1985  and  was  positive  at 
a titre  of  1:2048.  Penicillin  was  prescribed  with  im- 
provement in  symptoms  and  discontinuance  of  anti- 
inflammatory medications. 

DISCUSSION 

The  four  patients  all  met  diagnostic  criteria  for 
pauciarticular  juvenile  rheumatoid  arthritis.11  No 
patient  or  parent  offered  a history  of  erythema 
chronicum  migrans  or  systemic  symptoms  suggestive 
of  Lyme  disease.  It  is  possible  that  the  rash  or  symp- 
toms were  felt  to  be  insignificant  and  were  forgotten 
by  the  time  articular  symptoms  developed.  All  patients 
developed  chronic  recurrent  arthritis  that  resolved, 
often  dramatically,  after  treatment  with  oral  penicillin. 

This  experience  suggests  that  many  patients  who 
carry  a diagnosis  of  juvenile  rheumatoid  arthritis  may 
indeed  have  Lyme  disease;  therefore,  all  such  children 
should  be  tested  serologically.  These  results  also  may 
extend  to  the  adult  population  where  cases  of 
seronegative  rheumatoid  arthritis  or  other  inflam- 
matory arthritides  should  be  considered  for  Lyme  dis- 
ease especially  if  the  patients  live  in  or  near  wooded 
areas.  Failure  to  respond  to  treatment  with  prior  anti- 
biotic regimens  does  not  rule  out  Lyme  disease  from 
diagnostic  consideration  as  some  patients  may  require 
high-dose  intravenous  penicillin  for  adequate  treat- 
ment.12 The  absence  of  rash,  associated  symptoms,, 
summer  onset,  or  history  of  tick  bite  should  not  dis- 
courage consideration  of  this  treatable  and  probably 
curable  disease. 
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1985. 
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Review  Article:  Prolactinoma  and 
Bromocriptine  Therapy 


Robert  A.  Skaf,  m.d.,  camden* 


New  diagnostic  modalities  which  allow  for  an  early  detection  of 
prolactinomas  and  longer  patient followup  have  taught  us  more 
about  the  natural  history  of  the  disease.  We  review  the  role  of 
bromocriptine  in  the  treatment  of  women  with  prolactinoma. 


Unlike  more  common  pituitary 
hormones,  prolactin  received 
very  little  attention  until  the  last 
20  years.  A doubt  existed  as  to  the  human  pituitary's 
ability  to  produce  this  peptide.  The  availability  of  only 
a crude  bioassay,  “pigeon-crop  technique,”  handi- 
capped any  significant  investigation  effort  concerning 
this  hormone.  The  insensitivity  of  the  majority  of  assay 
techniques  for  both  steroid  and  peptide  hormones  en- 
cumbered a major  thrust  into  the  nuances  of  these 
biological  entities  until  the  fifth  and  sixth  decades  of 
the  20th  century  when  new  vistas  for  the  investigation 
of  steroid  and  peptide  hormones  opened.  Fundamental 
developments  such  as  the  ability  to  iodinate  peptide 
hormones  through  the  techniques  pioneered  by  Hun- 
ter and  Greenwood  and  of  the  classic  work  of  Beverly 
Murphy  in  the  area  of  steroids  opened  new  areas  for 
the  reproductive  endocrinologist.  Techniques  soon 
were  described  for  the  measurement  of  both  steroids 
and  peptides  in  minute  quantities  of  blood  at  pico- 
gram  concentrations.1  This  vast  improvement  in  the 
measuring  capabilities  led  to  an  initial  and  ever-clearer 
picture  of  the  hormonal  milieu  found  in  varying  repro- 
ductive environments,  both  in  the  normal  and  aber- 
rant state.2  This  new  information  has  had  broad  appli- 
cations in  the  diagnostic  and  therapeutic  manage- 
ment of  infertility  and  various  endocrine  maladies. 

As  medical  technology  progressed  in  sophistication 
and  availability,  it  became  apparent  that  the  natural 


incidence  of  prolactin-secreting  pituitary  adenomas, 
and  resultant  infertility,  was  far  higher  than  originally 
assumed.  The  discovery  of  the  dopamine  agonist, 
bromocriptine,  gave  the  clinician  a therapeutic  agent 
capable  of  reducing  the  systemic  concentration  of 
prolactin  and  allowing  for  the  natural  ovulatory  pro- 
cess to  occur.  As  is  not  unusual  in  medicine,  thera- 
peutic solutions  are  the  progeny  of  new  clinical  man- 
agement dilemmas.  Women  taking  bromocriptine  to 
induce  ovulation  often  do  not  discontinue  the  drug 
until  pregnancy  is  confirmed.  Thus,  the  fetus  is  ex- 
posed during  its  early  developmental  weeks.  Further- 
more, patients  who  experience  an  exacerbation  of  neu- 
rologic symptoms  secondary  to  the  pituitary  hyper- 
trophy and  hyperplasia  associated  with  pregnancy 
may  be  required  to  take  bromocriptine  throughout 
their  pregnancy.  Each  clinical  situation  prompts  new 
questions.  What  effect,  if  any,  does  bromocriptine  have 
on  early  fetal  development?  Does  bromocriptine  inter- 
fere with  the  normal  course  of  pregnancy?  Can  this 
drug  be  given  safely  throughout  pregnancy  if  neces- 
sary to  control  the  symptoms  related  to  an  adenoma? 
What  are  the  risks  to  both  mother  and  fetus  of  treat- 
ment versus  nontreatment?  Prior  to  attempting  to 

*From  the  Department  of  Obstetrics  and  Gynecology, 
UMDNJ-Rutgers  Medical  School.  Correspondence  may  be  ad- 
dressed to  Dr.  Skaf,  Division  of  Reproductive  Endocrinology, 
Cooper  Hospital-University  Medical  Center,  One  Cooper  Plaza, 
Camden,  NJ  08103. 
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answer  these  questions,  it  is  important  to  know  the 
natural  history  of  the  untreated  prolactinoma.  Do 
these  adenomas  affect  pregnancy?  And,  does  preg- 
nancy affect  the  adenoma?  Critical  to  the  answer  of  the 
questions  is  an  understanding  of  the  role  of  prolactin 
in  the  normal  physiology  of  the  female  reproductive 
system. 

PHYSIOLOGY  OF  PROLACTIN 

Prolactin  has  many  roles;  its  varied  biological  ac- 
tivities in  the  nonmammalian  vertebrate  have  been 
extensively  studied  through  the  years.3  However,  it  was 
not  until  the  last  decade  that  the  importance  of  prolac- 
tin in  the  regulation  of  human  reproductive  function 
became  well  established.  Kamberi  et  al.45  postulated 
that  prolactin  secretion  was  regulated  by  a balance 
between  two  competitive  mechanism(s):  an  inhibitory, 
catecholaminergic  pathway,  and  a stimulatory, 
serotoninergic  (indolaminergic)  pathway.45 

Prolactin  is  a polypeptide  hormone  secreted  primar- 
ily by  the  pituitary  in  the  nongravid  state.6  It  is  manu- 
factured by  lactotrophs,  acidophilic  staining  cells  scat- 
tered throughout  the  anterior  pituitary  gland,  but 
more  often  located  in  the  lateral  wings.  Prolactin  also 
is  produced  by  the  chorionic  decidual  tissue  of  the 
placenta  in  the  gravid  state.  This  placental  prolactin 
is  immunologically  and  physiologically  indistin- 
guishable from  pituitary  prolactin.7 

In  contrast  to  the  other  pituitary  hormones,  prolac- 
tin is  primarily  under  inhibitory  control.  This  control 
is  exerted  by  prolactin  inhibitory  factor  (PIF),  which  is 
secreted  by  the  hypothalamus.  PIF  is  under 
dopaminergic  control  and  investigators  believe  that  it 
is  dopamine  itself,  for  there  are  dopamine  receptors  on 
the  lactotrophs.  Any  agent  that  enhances  dopa- 
minergic activity  will  suppress  prolactin,  e.g.  Ddopa, 
bromocriptine,  apomorphine.  Conversely,  agents 
which  antagonize  dopaminergic  activity,  e.g.  pheno- 
thiazine,  butyrophenones,  increase  prolactin  concen- 
trations which  may  result  in  galactorrhea  Other  neu- 
rotransmitters also  stimulate  prolactin  secretion 
although  the  mechanisms  involved  are  poorly  under- 
stood. Drugs  which  are  H2  (histaminic)  antagonists, 
serotonin  precursors,  or  catecholamine  depletors  can 
elevate  prolactin  concentrations.  Prolactin  secretion 
also  may  be  enhanced  by  estrogen  which  directly 
stimulates  the  lactotrophs,  as  does  thyrotropin-releas- 
ing hormone  (TRH).  Physiologic  stimuli  for  prolactin 
include  pregnancy,  nipple  stimulation,  chest  wall 
stimulation  including  injury  and  infections,  sexual  in- 
tercourse, exercise,  and  stress. 

Prolactin  is  secreted  in  episodic  bursts  which  have 
an  increased  nocturnal  frequency.8  The  daytime  con- 
centrations in  normoprolactinemic  women  are  approx- 
imately 12  ng/ml  with  the  level  doubling  during  sleep. 
In  the  gravid  woman,  there  is  a progressive  increase 
in  prolactin  concentration.  As  pregnancy  progresses, 
the  ratio  of  sleep  to  wake  levels  progresses  toward 
unity.  This  blunting  of  the  nocturnal  rise  in  prolactin 
is  most  pronounced  after  the  second  trimester.  In  preg- 
nancy, the  blunting  appears  to  represent  a point  of 
maximal  stimulation  of  the  lactotroph  coincidental  to 
the  rising  estrogen  concentration.  In  contrast,  in 
women  with  hyperprolactinemia  secondary  to 
pituitary  adenoma,  the  observed  midtrimester  blunt- 


ing occurs  from  the  onset  of  pregnancy  and  even  into 
the  nongravid  state.  Why  this  happens  is  not  certain; 
it  still  could  be  an  adenoma  response  to  estrogen. 
There  do  not  appear  to  be  any  differences  in  the  con- 
centration of  serum  progesterone  or  unconjugated 
estradiol  between  normoprolactinemic  and  hyper- 
prolactinemic gravid  women.8 

The  major  action  of  prolactin  in  humans  is  to  stimu- 
late breast  development  and  milk  production.  Prolac- 
tin is  necessary  for  the  lobuloalveolar  development  of 
the  breast  and  the  formation  of  the  milk  proteins, 
casein  and  alpha-lactalbumin.  During  pregnancy, 
prolactin,  in  conjunction  with  estrogen,  progesterone, 
placental  lactogen,  insulin,  and  cortisol,  contribute  to 
additional  breast  development  and  milk  production.  A 
prolactin  elevation  alone  does  not  lead  to  an  increase 
in  breast  size.  Hence,  males  with  hyperprolactinemia 
may  experience  galactorrhea,  but  gynecomastia  is  not 
a very  common  symptom. 

The  other  actions  of  prolactin  are  not  understood  as 
clearly  as  is  its  role  in  breast  development.  Elevated 
concentrations  of  prolactin  either  may  inhibit 
secretion  of  gonadotropins  or  may  inhibit  their  effects 
in  gonads.  In  normal  women,  prolactin  levels  decline 
just  prior  to  ovulation  with  an  increase  at  true  mid- 
cycle. It  also  is  known  that  prolactin  inhibits 
progesterone  synthesis  in  vitro,  but  this  has  not  been 
borne  out  by  clinical  trials.9  How  these  facts  fit  into 
the  association  of  hyperprolactinemia  with  ovulatory 
infertility  and  the  inadequate  luteal  phase  is  not 
known  exactly. 

Prolactin  also  is  postulated  to  have  other  functions. 
It  may  play  a role  in  stimulating  pulmonary  phos- 
pholipids and  surfactant  synthesis  in  the  fetal  lung. 
The  earlier  studies  describing  decrease  in  prolactin 
concentration  with  oral  water  loading  have  been  re- 
futed subsequently,  negating  a possible  role  in  the 
maintenance  of  water  and  electrolyte  balance.9 

Prolactin  has  many  actions  in  other  species.  It 
stimulates  hepatic  lipogenesis  in  birds,  and  serves  as 
an  osmoregulator  in  fish.  In  the  rat,  prolactin  is  re- 
quired for  maintenance  of  the  secretory  activity  of  the 
corpus  luteum.  In  mice,  high  levels  of  prolactin  have 
been  associated  with  mammary  tumors.  However,  it  is 
not  known  if  any  of  these  effects  are  important  in 
humans. 

DIAGNOSIS  OF  PROLACTINOMAS 


Prolactin  is  measured  by  a sensitive  radio- 
immunoassay with  the  usual  upper  limit  of  25  ng/ml. 
Unless  the  concentration  is  markedly  elevated,  a single 
value  cannot  be  given  significant  credence.  A simple 
event,  such  as  venipuncture,  may  elevate  the  level. 

Concentrations  greater  than  100  ng/ml  are  highly 
suggestive  of  a pituitary  adenoma  However,  prolac- 
tinomas can  exist  with  prolactin  levels  of  only  30  to 
50  ng/ml,  so  mildly  elevated  levels  do  not  rule  out  the 
possibility  of  a pituitary  adenoma 

Elevated  prolactin  levels,  in  and  of  themselves,  chief- 
ly are  problematic  to  women  who  wish  to  conceive.  To 
a woman  who  is  already  pregnant,  what  are  her  risks 
when  hyperprolactinemia  is  present?  Secondly,  in  a 
pregnant  hyperprolactinemic  individual,  should  the 
physician  attempt  to  lower  the  concentration  of  prolac- 
tin? Thirdly,  in  the  hyperprolactinemic  woman  with  a 
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bromocriptine-induced  pregnancy,  would  the  in- 
creased prolactin  levels  occurring  after  discontinua- 
tion of  the  drug  traumatically  affect  the  endocrine  en- 
vironment of  the  fetus?  There  is  no  evidence  to  date 
that  an  abnormally  high  prolactin  level  has  a negative 
effect  on  the  fetus  or  interferes  with  the  normal  course 
of  pregnancy.10 

It  has  been  estimated  that  between  20  to  30  percent 
of  all  women  with  amenorrhea,  with  or  without  galac- 
torrhea have  a prolactin-secreting  adenoma  of  the 
pituitary.  Pituitaiy  adenomas  comprise  approximately 
10  percent  of  all  intracranial  tumors;  60  percent  of 
pituitaiy  adenomas  are  prolactin  secreting.  Prolac- 
tinomas are  classified  by  size  with  microadenomas 
being  less  than  10  mm  and  macroadenomas  greater 
than  10  mm. 

Galactorrhea  may  be  the 
symptom  bringing  the 
patient  to  the  physician. 

Patients  usually  seek  medical  assistance  due  to 
amenorrhea  or  infertility  but  galactorrhea  may  be  the 
heralding  symptom  which  brings  the  patient  to  seek 
medical  attention.  March  and  colleagues  studied  43 
such  females:  all  had  galactorrhea;  1 had  normal 
menses,  8 were  oligomenorrheic,  and  34  had  secondary 
amenorrhea"  Other  symptoms  include  failure  to  lu- 
bricate and  dyspareunia  which  are  secondary  to  de- 
creased estrogen  as  well  as  headache,  nausea  emesis, 
and  visual  defects  which  may  result  from  an  enlarging 
intracranial  mass.  However,  it  must  be  kept  in  mind 
that  these  tumors  often  are  completely  asymptomatic; 
Burrow  and  colleagues  found  them  in  as  many  as  27 
percent  of  all  unselected  autopsy  specimens.12 

The  serum  concentrations  of  prolactin  in  patients 
with  prolactinomas  are  quite  variable  and  always  may 
not  be  closely  correlated  with  the  size  of  the  tumor.11 13 
One  must  be  very  suspicious  of  an  adenoma  when 
prolactin  levels  are  greater  than  100  ng/ml.  In  patients 
with  mildly  elevated  prolactin  levels,  some  authors 
have  advocated  the  use  of  the  TRH  stimulation  test  as 
a guide.14  Recent  reports  demonstrated  that  an  ab- 
normal response,  i.e.  failure  to  elevate  prolactin  con- 
centrations, may  suggest  a prolactinoma  long  before 
there  is  radiographic  evidence.  Although  the  test  is 
quite  sensitive,  there  may  be  many  false  positive  re- 
sults.15 

If  one  still  is  suspicious  of  a pituitary  adenoma, 
radiologic  testing  is  indicated.  In  the  past,  one  would 
initiate  an  investigation  with  plain  skull  films  with 
sella  turcica  magnification  proceeding  to  sellar 
tomography,  angiography,  and  pneumocephalography. 
The  early  CT  scans  gave  little  additional  information; 
however,  as  the  resolution  of  the  CT  scanners  has 
improved,  the  CT  scan  has  become  the  primary  tool  of 
diagnosis.  Today,  the  thin  section  coronal  CT  scan 
with  intravenous  contrast  has  become  the  primary 
diagnostic  modality.16  In  fact,  it  is  noteworthy  that  in 
the  March  study,  in  2 of  the  43  patients  with 
documented  adenomas,  an  increase  in  the  size  of  the 
adenomas  was  demonstrated  by  the  CT  where  tomo- 
grams demonstrated  no  change." 


Although  the  best  evidence  for  the  existence  of  an 
adenoma  is  histologic  confirmation,  surgery  is  not 
often  indicated  on  these  patients.  Hence,  few  diagnoses 
are  confirmed  by  tissue  study. 

THE  EFFECT  OF  PREGNANCY  ON 
MICROADENOMAS 

The  natural  history  of  the  prolactin-secreting 
pituitaiy  adenoma  demonstrates  it  to  be  a very  slow- 
growing  tumor."  16  In  the  male  and  nongravid  female 
with  asymptomatic  radiologic  evidence  of  sellar 
enlargement  at  the  time  of  diagnosis,  the  median  time 
to  treatment  is  15  years.  Patients  who  were  sympto- 
matic on  presentation  had  a median  time  to  treatment 
of  six  months.17  March  et  al.  followed  43  women  with 
symptoms  and  radiologic  evidence  of  a pituitaiy  tumor 
without  extra-sellar  extension  for  a period  of  3 to  20 
years.  Only  2 women  demonstrated  an  increase  in  size 
of  the  tumor,  and  these  took  place  at  4 to  6 years  after 
initial  diagnosis.  One  of  the  patients  was  six  months' 
postpartum. 

It  is  only  in  the  pregnant  female  that  one  must  worry 
about  a sudden  increase  in  the  size  of  the  pituitary. 
The  pituitary  normally  increases  in  size  in  the  gravid 
female,  with  50  percent  of  this  growth  due  to  an  in- 
crease in  the  number  of  lactotrophs.17  In  the  patient 
with  an  adenoma,  this  enlargement  may  be  sufficient 
to  cause  pressure  upon  adjacent  intracranial  struc- 
tures. This  pressure  can  lead  to  headaches  and  visual 
field  defects. 

Magyar  and  Marshall  compiled  information  on  91 
pregnancies  in  73  females  with  untreated  prolac- 
tinomas. They  found  that  headache  was  experienced 
in  23  percent,  visual  changes  in  25  percent,  and  emesis 
in  3 percent.  A total  of  61  percent  developed  neither 
headache  nor  visual  disturbances  during  pregnancy. 
Symptoms  were  severe  enough  to  warrant  surgical, 
radiological,  or  medical  intervention  in  24  patients 
with  22  receiving  either  surgery  or  radiation.17 

The  probability  of  these  symptoms  occurring  ap- 
pears to  be  related  to  the  size  of  the  tumor  before 
pregnancy.  Gemzell  and  Wang  found  that  5.5  percent 
of  pregnant  women  with  untreated  pituitary  micro- 
adenomas experience  complications  relating  to  the 
adenoma  as  compared  with  35.7  percent  of  the  women 
with  macroadenomas.13  None  of  the  25  patients  with 
microadenoma  studied  by  Jewelewicz  and  Vande-Wiele 
experienced  headache  or  visual  symptoms.18 

Permanent  sequelae  usually  do  not  occur.  After  de- 
livery, as  the  pituitary  decreases  in  size,  headache  and 
visual  changes  usually  abate.1319  Of  the  24  patients 
who  warranted  intervention  as  cited  in  Magyar  and 
Marshall’s  study,  5 patients  experienced  residual  prob- 
lems which  included  diabetes  insipidus,  postoperative 
anosmia,  and  a slight  visual  field  defect.  Only  the  visual 
field  defect  was  a direct  result  of  the  adenoma;  the 
diabetes  insipidus  and  anosmia  resulted  from  the  sur- 
gery and/or  irradiation. 

There  does  not  appear  to  be  any  untoward  effect  on 
the  fetus  secondaiy  to  the  untreated  prolactinoma.19 
The  spontaneous  abortion  incidence  is  comparable  to 
that  found  in  the  general  population  with  most  infants 
being  bom  full  term  without  an  increased  incidence 
of  anomalies.1319 
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TREATMENT  OF  PROLACTINOMAS  PRIOR 
TO  PREGNANCY 

The  real  treatment  dilemma  is  whether  to  remove 
the  adenoma  in  the  asymptomatic  nonpregnant  female 
in  order  to  avoid  complications  during  pregnancy.  In 
a study  of  78  pregnancies,  in  73  women  with  pituitary 
tumors  treated  prior  to  conception,  1 woman  required 
an  operation  during  pregnancy.17  Headaches  occurred 
in  4 percent  and  visual  changes  in  5 percent — a some- 
what reduced  incidence  compared  to  those  without 
prior  treatment.  This  would  lead  one  to  believe  that 
surgical  treatment  prior  to  conception  should  be  the 
preferred  management.  However,  there  is  a 50  percent 
recurrence  rate  of  hyperprolactinemia  within  three  to 
five  years  after  surgical  removal  of  prolactinomas. 

In  a study  by  Serri  et  al.,  15  percent  of  patients  with 
microadenomas  and  68  percent  of  those  with  macro- 
adenomas failed  to  show  a return  to  normal  levels  of 
prolactin  immediately  postoperatively.  In  those  pa- 
tients with  a microadenoma  and  whose  prolactin  in- 
itially returned  to  normal,  50  percent  had  a recurrence 
of  hyperprolactinemia  after  a mean  period  of  4 +/-1.3 
years.  Among  patients  with  a macroadenoma  with  a 
return  to  a normal  prolactin  concentration,  four  out 
of  the  five  patients  experienced  a recurrence  after  2.5 
+/-.6  years.20  Thus,  surgery  does  alleviate  visual 
changes  and  headaches,  but  it  does  not  guarantee  con- 
tinued normoprolactinemia 

There  is  little  advantage  to  giving  irradiation.  Ex- 
ternal pituitaiy  irradiation  alone  does  not  give  good 
results  as  the  reduction  of  prolactin  concentration  is 
slow  and  often  incomplete.  Internal  irradiation  with 
yttrium  implants  may  result  in  loss  of  vision,  brain 
necrosis,  and  the  development  of  sarcoma19 

BROMOCRIPTINE  THERAPY 

Prolactinomas  also  can  be  treated  medically  with 
bromocriptine.  Bromocriptine,  a semi-synthetic  ergot 
alkaloid,  was  approved  for  clinical  use  in  the  United 
States  in  1978.  It  is  a specific  dopamine  receptor 
agonist  which  rapidly  can  inhibit  prolactin  secretion. 
After  oral  administration,  bromocriptine  is  absorbed 
rapidly  via  the  gastrointestinal  tract  with  94  percent 
of  the  compound  undergoing  first  pass  metabolism. 
Peak  levels  are  achieved  in  1 to  3 hours  after  ingestion, 
and  serum  prolactin  levels  remain  suppressed  up  to 
14  hours  after  a single  dose.  The  major  route  of 
elimination  is  biliary,  with  98  percent  excreted  in  the 
feces.21 

Common  side  effects  include  headache,  nausea, 
nasal  congestion,  and  dizziness.  Orthostatic 
hypotension  occurs  in  a little  over  25  percent;  although 
less  than  1 percent  experience  associated  syncope.21 
These  side  effects  are  more  common  during  initiation 
of  the  therapy  and  may  be  minimized  by  starting  the 
patient  on  a small  dose,  i.e.  half  a tablet  ( 1 .25  mg)  daily 
given  with  meals.  Awareness  and/or  mood  changes 
occur  in  less  than  1 percent  of  those  taking  the  medi- 
cation. Hallucinations  are  rare  and  have  been  reported 
in  patients  with  pre-existing  Parkinson's  disease. 
Although  bromocriptine  is  a dopamine  agonist,  it  ex- 
erts little  influence  on  motor  functions  which  are  de- 
pendent on  dopamine. 

Bromocriptine  is  contraindicated  in  patients  with 
mental  disturbances,  coronary  artery  disease,  or  pe- 


ripheral vascular  disease.  It  currently  is  approved  for 
use  in  the  treatment  of  amenorrhea/ galactorrhea  as- 
sociated with  hyperprolactinemia  prevention  of  lacta- 
tion after  parturition  or  stillbirth,  Parkinson’s  disease, 
and  acromegaly.  It  has  not  been  approved  for  treat- 
ment of  demonstrable  prolactin-secreting  pituitaiy 
tumors. 

As  a dopamine  agonist  bromocriptine  exerts  a direct 
effect  on  the  dopamine  receptor  of  the  lactotrophs  in 
the  anterior  pituitary  gland.  It  also  is  postulated  that 
it  may  stimulate  the  hypothalamus  to  secrete  PIF.4522 
In  the  case  of  infertility  secondary  to  increased  prolac- 
tin, when  bromocriptine  has  decreased  prolactin  to 
normal  levels,  ovulation  will  occur  in  80  percent  of  the 
patients. 

Bromocriptine  is  used  in  the  treatment  of  prolac- 
tinomas not  only  to  reduce  prolactin  levels  but  actually 
to  decrease  tumor  size.  Bonneville  et  al.  followed  pa- 
tients with  microadenoma  with  CT  scan,  and  demon- 
strated that  bromocriptine  led  to  a decrease  in  size  of 
the  tumor  in  1 1 patients;  six  tumors  disappeared  com- 
pletely, while  five  tumors  were  reduced  at  least  50  per- 
cent. Four  showed  no  change  in  size.23 

McGregor  et  al.  report  a case  of  a young  man  with 
a widespread  locally  invasive  prolactin-secreting 
pituitary  adenoma  He  was  treated  with  surgery  and 
irradiation,  but  persistently  had  elevated  prolactin,  de- 
creased testosterone  and  cortisol,  impotence,  head- 
ache, nausea  vomiting,  and  deteriorating  vision.  Three 
months  after  bromocriptine  therapy  was  begun,  the 
patient  was  asymptomatic.  Corticosteroid  levels  im- 
proved. Prolactin  levels  remained  elevated  but  were 
markedly  reduced.  Repeat  scan  showed  complete  re- 
gression of  the  extrasellar  tumor  mass.24 

Bromocriptine  reduces  tumor  size,  and  even  causes 
cellular  necrosis  in  animals.  Experimental  studies  in 
rats  demonstrated  decreased  mitotic  activity  and  DNA 
synthesis  of  the  bromocriptine-treated  rat  pituitar- 
ies.25  The  mechanism  by  which  the  drug  may  function 
as  an  antitumor  agent  in  humans  is  not  well  under- 
stood. 

The  effect  of  bromocriptine  does  not  persist  long 
after  treatment  is  discontinued.  Once  bromocriptine  is 
stopped,  prolactin  levels  and  pituitary  volume  may 
begin  to  rise  again.  Elevation  of  prolactin  can  occur 
veiy  dramatically.  Thomer  et  al.  reported  two  cases  of 
prolactinomas  with  suprasellar  extensions  who  were 
initially  treated  with  bromocriptine  and  experienced 
an  80  percent  reduction  of  prolactin  and  decreased 
tumor  size.  After  one  year  of  therapy,  bromocriptine 
was  discontinued.  In  one  patient,  serum  prolactin  in- 
creased from  2 ng/ml  to  2580  ng/ml,  just  13  days  after 
cessation  of  bromocriptine.  Neurologic  symptoms  re- 
appeared on  day  10,  and  on  day  13,  he  demonstrated 
a bitemporal  hemianopsia  Bromocriptine  was  re- 
instituted and  within  three  days  his  vision  began  to 
improve.  Prolactin  levels  fell  to  1 ng/ml  one  month 
following  reinstitution  of  bromocriptine.  The  other  pa- 
tient experienced  no  symptoms  after  therapy  was 
stopped,  but  prolactin  levels  rose  to  1040  ng/ml.  Radio- 
graphic  studies  revealed  tumor  expansion.  Bromocrip- 
tine was  started  again;  prolactin  levels  and  tumor  size 
decreased.26 

Obviously,  bromocriptine  did  not  obtain  a per- 
manent cure  in  these  patients,  but  these  examples 
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stress  the  caution  which  must  be  exercised  when 
withdrawing  a patient  from  bromocriptine.  However, 
the  dramatic  "rebound”  described  by  Thomer’s  pa- 
tients is  more  relevant  to  those  individuals  with 
macroadenoma;  numerous  patients  with  micro- 
adenomas have  stopped  using  bromocriptine  due  to 
pregnancy  with  few  reports  of  any  adverse  effects. 

The  efficacy  of  bromocriptine  in  the  treatment  of 
prolactinomas,  particularly  microadenoma  is  not  dis- 
puted. However,  whether  it  should  be  used  as  the  sole 
treatment  on  a chronic  basis  for  macroadenoma  or  in 
conjunction  with  transphenoidal  surgeiy  continues  to 
be  debated.  Many  investigators  do  advocate  using 
bromocriptine  preoperatively  to  shrink  tumor  size 
although  resulting  fibrosis  may  make  surgeiy  more 
difficult. 

BROMOCRIPTINE  USE  DURING  PREGNANCY 

The  primary  issue  regarding  bromocriptine  therapy 
is  its  safety  during  pregnancy.  The  question  is  an  ex- 
tremely relevant  one  as  many  patients  are  placed  on 
bromocriptine  to  induce  ovulation.  Although  most 
women  discontinue  therapy  once  pregnancy  has  been 
confirmed,  the  fetus  has  been  exposed  to  bromocrip- 
tine for  three  to  four  weeks.  In  order  to  circumvent  this 
problem,  some  physicians  advise  their  patients  to  stop 
taking  the  drug  once  ovulation  occurs  as  indicated  by 
basal  body  temperature  and  resume  bromocriptine 
with  the  onset  of  menses. 

There  is  no  evidence  that  bromocriptine  has  any 
adverse  effect  on  pregnancy.27  In  those  cases  in  which 
bromocriptine  was  admininstered  throughout  preg- 
nancy and  the  puerperium,  the  course  of  the  preg- 
nancies and  condition  of  the  newborns  usually  were 
normal.28  30  Turkalj  et  al.  surveyed  1,410  pregnancies. 
There  were  11.1  percent  spontaneous  abortions,  0.8 
percent  induced  abortions,  0.9  percent  extrauterine 
pregnancies,  and  1.8  percent  twins;  2 patients  had 
three  hydatiform  moles  (0.2  percent).  Only  2 percent 
of  the  children  had  a major  congenital  anomaly  and 
2.5  percent  had  a minor  congenital  anomaly.  There 
were  no  significant  differences  in  dose  or  duration  of 
treatment  among  those  patients  who  experienced  com- 
plications and  those  who  did  not.31  The  complication 
rate  is  not  significantly  different  from  that  of  the  gen- 
eral population.  As  regards  the  occurrence  of  the  three 
hydatiform  moles,  two  occurred  in  1 white  female  and 
1 Japanese  woman.  The  figures  are  compatible  with 
the  incidence  rate  of  this  entity  published  for  different 
racial  populations.  (0.03  percent  to  0.05  percent  and 
0.2  percent  and  0.5  percent  for  Westerners  and  Asians, 
respectively). 

Though  animal  studies  have  shown  that  bromocrip- 
tine can  shorten  the  luteal  phase  and  depress  plasma 
progesterone,  it  has  not  acted  as  an  abortifacient.32 
Spontaneous  abortion  rates  in  clinical  studies  of 
bromocriptine  have  not  been  increased.  There  has 
been  concern  that  bromocriptine  might  alter  the  nor- 
mal fetoplacental  endocrine  function.  Bromocriptine 
does  significantly  lower  serum  prolactin  levels  in  the 
fetus,  though  it  does  not  affect  amniotic  fluid  levels  of 
prolactin.1028  This  would  lead  one  to  conclude  that 
bromocriptine  does  cross  the  placenta  and  affect  fetal 
pituitary  secretion  of  prolactin.  It  does  not  affect 
secretion  of  prolactin  from  the  chorionic  decidual  tis- 


sue which  would  be  compatible  with  the  above-de- 
scribed findings  of  unaltered  amniotic  prolactin  con- 
centrations. Maternal  growth  hormone  levels  were 
within  the  normal  range  as  were  urinaiy  estriol  con- 
centrations.30 These  results  seem  to  confirm  that 
bromocriptine  does  not  interfere  with  the  endocrine 
function  of  the  feto-placental  unit. 

Although  studies  confirm  the  safety  of  bromocrip- 
tine in  the  acute  use  in  pregnancy,  i.e.  no  changes  in 
the  observed  rate  of  congenital  anomalies,  there  are  no 
data  that  allude  to  long-term  effects  on  older  children. 
These  infants  do  not  appear  to  be  predisposed  to  res- 
piratoiy  distress  syndrome,  an  important  point  in  light 
of  its  postulated  role  in  surfactant  synthesis.30  A sur- 
prising finding  is  that  some  women  on  continuous 
bromocriptine  therapy  throughout  pregnancy  and 
the  puerperium  have  been  able  to  nurse  their 
children.1013 

As  surgical  treatment  of  prolactinomas  prior  to  con- 
ception has  a high  rate  of  recurrence,  surgery  should 
be  reserved  for  patients  who  experience  severe  com- 
plications. Medical  management,  i.e.  bromocriptine, 
can  be  used  for  microadenomas  and  macroadenomas. 
In  our  institution,  we  instruct  patients  to  register 
basal  body  temperature  and  discontinue  bromocrip- 
tine as  soon  as  the  pregnancy  test  turns  positive. 
Bromocriptine  should  not  be  used  during  pregnancy 
unless  the  patient  develops  related  neurologic  symp- 
toms that  become  severe.  Hyperprolactinemic  preg- 
nant women  should  be  considered  high  risk  and 
monitored  veiy  closely  for  evidence  of  tumor  enlarge- 
ment. 
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Clinical  Note:  Spontaneous  Migration 
of  a Hickman  Catheter 


Leonard  Galler,  m.d.,  Robert  Goldberg,  m.d.,  James  Wilson,  m.d.,  somers  point* 


We  present  a report  of  a Hickman  catheter  spontaneously 
migrating  out  of  a subclavian  vein  in  an  antegrade  fashion.  We 
recommend  indwelling  subclavian  catheters  be  checked 
periodically  by  chest  x-ray  to  prevent  the  possibility  of 
extravasation  of  infusions. 


We  are  reporting  a case  of  spon- 
taneous migration  of  a Hickman 
catheter  out  of  the  subclavian 
vein  without  retraction  of  the  catheter  through  the 
skin  tunnel. 

Our  patient  required  a Hickman  catheter  for  instilla- 
tion of  chemotherapeutic  drugs  to  treat  her  advanced 
uterine  carcinoma  Using  a right  subclavicular  ap- 
proach and  a peel-away  catheter,  the  Hickman  catheter 
was  placed  and  brought  out  through  the  usual  sub- 
cutaneous tunnel  just  distal  to  the  sternum.  A chest 
x-ray  confirmed  the  position  of  the  catheter  tip  to  be 


Figure  1 — Chest  x-ray  confirming  the  position  of  the  catheter 
tip  to  be  just  at  the  level  of  the  superior  vena  cava. 


Figure  2 — A repeat  chest  x-ray  showing  that  the  catheter  had 
migrated  out  through  the  subclavian  vein. 


just  at  the  level  of  the  superior  vena  cava  (Figure  1). 
The  patient  eared  for  the  catheter  at  home.  After  a two- 

*From  Shore  Memorial  Hospital.  Somers  Point.  Correspon- 
dence may  be  addressed  to  Dr.  Galler,  110  Harbor  Lane, 
Somers  Point,  NJ  08244. 
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month  period,  she  was  readmitted  for  chemotherapy. 
At  that  time,  difficulty  was  noted  with  a saline  infusion 
through  the  Hickman  catheter:  pain  and  obvious  swell- 
ing occurred  over  the  right  subclavicular  and  right 
axillaiy  areas.  A repeat  chest  x-ray  (Figure  2)  showed 
that  the  catheter  had  migrated  out  through  the  subcla- 
vian vein  and  was  lying  in  the  subcutaneous  tissue. 
The  catheter  could  not  be  palpated  on  physical  exam- 
ination. The  patient  denied  any  excessive  use  of  her 
right  arm,  and  did  not  recall  any  hyperextension  or 
hyperadduction  maneuvers.  There  was  no  retraction  of 
the  catheter  from  its  original  insertion  position  in  the 
subcutaneous  tunnel.  The  Hickman  catheter  was  re- 
moved and  a replacement  catheter  inserted  on  the  left 
side. 

COMMENT 

A review  of  the  literature  revealed  no  previous  occur- 
rences of  spontaneous  migration  of  a Hickman 


catheter  in  a retrograde  fashion.  An  article  by  Wolf, 
Albin,  and  Winnem  discusses  spontaneous  migration 
of  a central  venous  catheter,  but  in  a distal  fashion 
with  the  catheter  moving  from  the  superior  vena  cava 
to  the  ventricle.1  We  feel  that  some  mechanical  element 
was  in  play  in  our  situation,  thus  causing  the  catheter 
to  be  retracted  out  of  the  vein.  Because  this  occurred, 
we  are  suggesting  that  indwelling  Hickman  catheters 
be  checked  periodically  by  chest  x-ray  for  their  position 
prior  to  any  major  infusion  of  chemotherapeutic 
agents.  This  certainty  would  be  more  applicable  in 
those  catheters  not  used  over  an  extended  period  of 
time.  This  may  avoid  a potential  catastrophic  occur- 
rence of  chemotherapeutic  agents  inadvertently  placed 
subcutaneously  because  of  a migrated  catheter  tip. 

REFERENCE 

1.  Wolf  S,  Albin  M,  Winnem  B:  Spontaneous  migration  of 
a central  venous  catheter  and  its  repositioning:  Technical 
note.  Neurosurgery  VI:652-653,  1980. 
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Special  Address:  Golden  Merit 
Award  Ceremony 

Ralph  J.  Fioretti,  m.d.,  rochelle  park 


This  speech  was  presented  at  the  Golden  Merit  Award  Ceremony 
at  the  220th  Annual  Meeting  of  the  Medical  Society  of  New  Jersey . 


Ladies  and  gentlemen,  allow  me 
to  extend  a particular  greeting 
to  these  wonderful  physicians 
before  us,  who  have  come  here  today  with  their  fami- 
lies and  friends,  to  be  honored  with  the  Golden  Merit 
Award. 

Doctors,  this  year  marks  50  years  of  dedicated  ser- 
vice to  your  profession,  to  your  society,  and  to  your 
patients.  Indeed,  these  have  been  the  golden  years. 

You  all  have  had  to  work  very  hard;  for  some  it  was 
more  difficult  than  others.  I realized  as  I looked  over 
your  names  and  the  counties  from  which  you  prac- 
ticed, that  you  were  attending  college  and  medical 
school  during  the  Depression  years.  In  your  lifetime, 
you  have  learned  many  things  that  we  hope  young 
physicians  today,  in  their  time,  will  learn  from  you. 
Much  of  this  wisdom  did  not  come  from  textbooks. 

For  instance,  in  medical  school  we  all  learned  the 
same  fundamentals  that  young  doctors  are  learning 
today.  We  all  learned  how  a virus  was  spread— but  you, 
in  your  many  years  of  practice,  learned  through  com- 
passion, why  a tear  is  shed. 

I have  heard  it  said  that  medicine  probably  never 
will  be  like  it  was  in  the  years  that  you  practiced. 
Because  of  the  interference  of  the  federal  government 
and  corporate  America,  with  their  emphasis  on  cost 
containment  they  are  turning  their  backs  on  the  poor 
and  the  vulnerable  patient.  But  you  never  forgot  them. 


Four  of  the  recipients  of  the  Golden  Merit  Award. 


You  never  turned  them  away. 

When  you  were  youngsters,  the  Surgeon  General 
told  us  that  four  diseases  were  major  killers — 
diphtheria,  tuberculosis,  gastroenteritis,  and  polio. 
These  four  killers  in  your  lifetime  have  been  brought 
under  control.  Antibiotics  and  medical  technology  now 
save  many  lives.  But  through  your  extraordinary  com- 
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passion  and  caring,  you  were  able  to  give  patients  and 
their  families  an  understanding  and  devotion  which 
they  always  remembered.  You  helped  in  all  these  vic- 
tories. You  did  your  part. 

You  also  went  off  to  war,  or  held  down  the  homefront 
in  your  community  that  desperately  needed  doctors.  A 
great  deal  of  the  respect  that  remains  for  the  medical 
profession  today  is  due  in  large  measure  to  the  work 
you  have  done  during  the  past  50  years. 

This  is  a great  day  of  celebration  and  thanksgiving. 
Many  of  your  colleagues  are  not  alive  for  this  re- 
markable milestone.  And  so  we  are  grateful  that  you 
are  here  with  us,  in  order  that  we  can  salute  you,  and 
all  those  who  came  to  be  with  you  here  today.  Some 


have  traveled  a great  distance.  We  are  all  proud  of  you. 
We  hold  you  in  high  esteem. 

For  all  you  have  meant  to  the  profession  of  medicine, 
as  President,  it  is  my  great  privilege  to  offer  you  the 
congratulations  and  respect  of  the  10,000  members  of 
the  Medical  Society  of  New  Jersey. 

And  I would  like  to  pass  on  an  old  familiar  blessing: 
“May  you  have  warm  friends  on  a cold  day;  a full  moon 
on  a dark  night;  and  may  the  road  be  downhill  all  the 
way  to  your  home.” 

And  now,  until  we  meet  again,  may  you  glow  in  God’s 
grace,  and  grow  in  God’s  love,  for  all  you  have  done  for 
mankind. 

Thank  you  for  the  golden  years! 


i 
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Office  of  Consumer  Health  Education 
Department  of  Environmental 
and  Community  Medicine 
Rutgers  Medical  School 
University  of  Medicine  and 
Dentistry  of  New  Jersey 

ENVIRONMENTAL  AND 
OCCUPATIONAL  HEALTH 
INFOLINE 

IS  A WAY  TO  HELP  YOU  GET  INFORMATION 
ABOUT  ENVIRONMENTAL  OR  JOB-RELATED 
HEALTH  ISSUES.  WE’LL  TRY  TO  ANSWER  YOUR 
QUESTIONS  OR  REFER  YOU  TO  ANOTHER 
ORGANIZATION  THAT  MAY  BE  ABLE  TO  HELP. 

CALL  TOLL-FREE 
800-223-4630 

9 AM  TILL  4 PM 
Monday  through  Friday 

The  kinds  of  questions  we  can  best  respond  to  are  for 
information  about  environmental  or  job-related  health  topics, 
NOT  for  specific  medical  problems.  And  sometimes  a 
clear  answer  may  not  be  known — even  by  scientists  or  doctors — 
but  we’ll  do  our  best  to  get  you  the  available  facts. 


INFOline  is  a service  of  the  Environmental  and  Occupational  Health 
Information  Program  (EOHIP)  Office  of  Consumer  Health  Education 
Department  of  Environmental  and  Community  Medicine 
UMDNJ-Rutgers  Medical  School 
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DOCTORS’ 

Notebook 


Trustees'  Minutes;  UMDNJ 
Notes;  Current  Legislation; 
Organ  Procurement  for 
Transplantation;  MSNJ’s 
Campaign  Against 
Drunken  Driving;  New 
Members;  AIDS  Information 
Hotline;  Physicians 
Seeking  Location  in 
New  Jersey 


Trustees’  Minutes 
April  30,  1986 

A regular  meeting  of  the  Board  of 
Trustees  was  held  on  Wednesday, 
April  30,  1986,  in  Lancaster,  Penn- 
sylvania. Detailed  minutes  are  on  file 
with  the  secretary  of  your  county  so- 
ciety. A summary  of  significant  ac- 
tions follows: 

Report  of  Executive  Director  . . , 

(1)  Legislation  . . . 

(a)  Tort  Reform  . . . Noted  that  Re- 
publican leadership  of  the  New  Jer- 
sey Assembly  has  launched  a tort  re- 
form package  embracing  many  of 
the  concepts  advanced  by  MSNJ;  As- 
sembly vote  is  expected  in  June  and 
Senate  action  should  follow  within 
18  months. 

(b)  HMO  . . . Noted  that  Mr. 
Maressa  has  a sponsor  for  the  HMO 
legislation  that  would  in  effect  turn 
an  HMO  cover  into  an  indemnity 
coverage. 

(c)  Preadmission  Certification  . . . 

Was  informed  that  an  arrangement 
has  been  made  with  the  Insurance 
Department  to  have  an  individual  in 
charge  of  licensing,  discipline,  and 
complaints  assigned  to  work  with 
MSNJ  on  all  preadmission  require- 
ments. 
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(2)  Membership  Recruitment  Pro- 
gram . . . Noted  that  in  June  county 
societies  will  mail  invitational  pack- 
ages to  all  physicians  who  do  not 
belong  to  organized  medicine. 

(3)  MSNJ  Financial  Statements 

. . . Approved  the  financial  state- 
ments for  the  period  ending  March 
31,  1986. 

(4)  Medicaid  Physician  Reim- 
bursement Fees  . . . Noted  that  the 
Department  of  Human  Services 
would  appreciate  any  support  MSNJ 
can  furnish  in  reference  to  request- 
ing the  legislature  to  appropriate 
funds  to  selectively  increase  Medi- 
caid fees  for  physician  services. 

(5)  Program  with  N.JHA  on  Joint 
Ventures  . . . Noted  that  under  dis- 
cussion is  a program  to  be  coordi- 
nated with  the  New  Jersey  Hospital 
Association  which  would  target  hos- 
pital medical  staffs  and  physicians 
to  receive  serviceable  information  on 
joint  ventures. 

(6)  Second  Level  Appeals  for 
Medicaid  Patients  . . . Voted  to  de- 
cline the  invitation  to  submit  a cur- 
riculum vitae  of  a physician  rep- 
resentative for  a physician  panel  for 
second  level  appeals  for  Medicaid  pa- 
tients. 

(7)  Judicial  Committee  Review  of 
Fee  Complaints  . . . Noted  that  as  a 
result  of  MSNJ  concern,  the  Director 
of  the  Bureau  of  Competition  of  the 
Federal  Trade  Commission  has 
called  for  a complete  restudy  of  this 
issue,  and  directed  that  this  infor- 
mation be  called  to  the  attention  of 
Reference  Committee  “A”  for  con- 
sideration with  Resolution  #19. 

Council  on  Legislation  . . . Ap- 
proved all  the  positions  on  bills  of 
medical  importance  recommended 
by  the  Council  on  Legislation  with 
the  exception  of  A-l  133  and  AR-33. 
(Note:  The  list  of  bills  begins  on  page 
Tr  40). 

Committee  on  Publication  , , , 

Voted  to  reject  the  following  rec- 
ommendation and  to  preserve  the 
current  editorial  policy: 

That  all  material  intended  for  publi- 
cation in  NEW  JERSEY  MEDICINE  shall 
be  subject  to  review  by  the  Editor  and 
staff,  who  shall  be  the  final  authority 
concerning  revisions,  deletions,  or  ad- 
ditions to  material  submitted. 

Committee  on  Conservation  of 
Vision.  . . Approved  the  following 
recommendation: 


That  the  1986  Eye  Health  Screening  Pro- 
gram be  held  the  week  of  September  22, 
1986. 

Committee  on  Medical  Student 
Loan  Fund  . . . Noted  that  of  the  51 
applications  received,  47  loans  were 
granted,  for  a total  of  $94,000. 


Trustees’  Minutes 
May  4,  1986 

A reorganization  meeting  of  the 
Board  of  Trustees  was  held  on  Sun- 
day, May  4,  1986,  at  the  Americana  i! 
Host  Farm  Resort,  Lancaster,  Penn- 
sylvania Detailed  minutes  are  on  file 
with  the  secretary  of  your  county  so- 
ciety. A summary  of  significant  ac- 
tions follows: 

Reorganization  . . . 

(1)  Introduction  of  New  Members 
. . . Welcomed  officially  Herman  M. 
Robinson,  M.D.,  and  R.  Gregory 
Sachs,  M.D.,  both  of  the  First  Dis- 
trict, as  newly  elected  members  of 
the  Board  of  Trustees. 

(2)  Meeting  Schedule  . . . Voted  to 
continue  meeting  regularly  at  10  a.m. 
on  the  third  Sunday  of  each  month 
at  MSNJ  headquarters. 

Standing  Committee  on  Finance 
and  Budget . . . Approved  the  follow- 
ing appointments  to  the  Committee 
on  Finance  and  Budget:  Harry  M. 
Carnes,  M.D.,  Chairman;  Michael  M. 
Heeg,  M.D.,  Vice-Chairman;  and  Carl 
Restivo,  Jr.,  M.D. 

Referrals  from  1986  House  of  Del- 
egates (pages  Tr  1 to  Tr  66,  this 
issue)  . . . 

(1)  Resolution  #19 — Voluntary 
Peer  Review  of  Fee  Disputes  (page 
Tr  14)  ...  Voted  to  withhold  action 
on  Resolution  #19  until  July  meet- 
ing, pending  receipt  of  Federal  Trade 
Commission's  opinion. 

(2)  Resolution  # 14— Formation  of 
a Negotiating  Entity  for  Physicians 
(page  Tr  14)  ...  Directed  that  in 
response  to  Resolution  #14,  staff 
formalize  a statement  for  distribu-  j 
tion  to  the  membership,  explaining 
the  mechanism  in  effect  which 
utilizes  the  Board  of  Trustees 
and/or  the  Executive  Committee  as 
the  negotiating  entity,  and  indicat- 
ing that  the  evaluation  of  quality  as- 
surance issues  in  health  care  con- 
tracts can  be  accomplished  through 
the  existing  negotiating  mecha- 
nism. 

(3)  Resolution  #28 — Task  Force 
on  Negotiations  (page  Tr  16)  ... 
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Voted  to  postpone  action  on  Reso- 
lution *28,  pending  the  report  of  the 
Statewide  HMO/IPA  Feasibility 
Committee. 

(4)  Resolution  *43— Uniform 
Preadmission  Certification  Guide- 
lines (page  Tr  18)  ...  Agreed  to  post- 
pone action  on  Resolution  #43, 
pending  the  outcome  of  the  As- 
sembly bill. 

(5)  Resolution  #13 — Interim 
Meeting  of  MSNJ  House  of  Del- 
egates (page  Tr  29)  . . . Referred  Res- 
olution #13  to  the  Executive  Com- 
mittee and  staff  for  discussion  of  an 
appropriate  date  for  the  interim 
meeting,  and  report  to  the  Board  in 
July. 

(6)  Resolution  #11 — Investigation 
of  Prudential  Insurance  Company’s 
Methods  of  Medicare  Reimburse- 
ment (page  TR  35) . . . Referred  Reso- 
lution *1 1 to  the  Council  on  Medical 
Services  for  implementation. 

(7)  Resolution  *37 — Membership 
in  a Professional  Society  as  a Re- 
quirement for  Hospital  Privileges 
(page  Tr  37)  . . . Referred  Resolution 
*37  and  all  material  pertaining  to 
the  Resolution  to  the  Hospital  Medi- 
cal Staff  Section  for  consideration 
and  report. 

(8)  Statewide  HMO/IPA  Feasibili- 
ty Committee  . . . Adopted  the  rec- 
ommendations from  this  Committee 
requesting  that  MSNJ  contract  for 
an  alternate  delivery  system  im- 
plementation study  and  if  the  study 
warrants  proceeding  to  implementa- 
tion, the  Board  of  Trustees  call  a 
special  session  of  the  House  of  Del- 
egates to  present  the  results  of  the 
study  and  get  final  approval  of  the 
House  of  Delegates. 

(9)  Resolution  *22 — Coalition  for 
Liability  Tort  Reform  (page  Tr  55) 

. . . Accepted  Resolution  #22  as  in- 
formative. 

(10)  Resolution  *23 — Tort  Re- 
form (page  Tr  55)  . . . Directed  that 
a special  report  of  MSNJ’s  efforts  to 
achieve  tort  reform  be  published  in 
NEW  JERSEY  MEDICINE. 

(11)  Resolution  *25 — End  Dis- 
criminatory Freeze  (page  Tr  56)  . . . 

Referred  the  first  Resolved  to  the 
AMA  delegation  for  action  and  the 
second  Resolved  to  the  AMA  Del- 
egation for  development  of  a reso- 
lution to  be  introduced  at  the  AMA 
Annual  Meeting  in  June,  and 
directed  that  a communication  be 
sent  to  the  Health  Care  Financing 
Administration,  New  Jersey  Con- 


gressmen, and  the  National  Council 
for  Senior  Citizens. 

(12)  Resolution  *29 — Medical  As- 
sistants, Subcutaneous  Injections, 
and  Performance  of  Skin  Tests 

(page  Tr  57)  . . . Referred  Resolution 
#29  to  the  State  Board  of  Medical 
Examiners  for  implementation. 

(13)  Resolution  *30 — Equality  in 
Testing  Foreign  Medical  Graduates 

(page  Tr  57)  ..  Referred  Substitute 
Resolution  *30  to  the  AMA  Del- 
egation for  development  of  a reso- 
lution to  be  introduced  at  the  AMA 
Annual  Meeting. 

(14)  Resolution  *17 — Veterans’ 
Care  (page  TR  63)  ...  Referred  Reso- 
lution * 1 7 to  the  AMA  Delegation  for 
development  of  an  appropriate  reso- 
lution to  be  introduced  at  the  AMA 
Annual  Meeting. 

Unfinished  Business  . . . Voted  to 
proceed  with  legislation  concerning 
HMO  indemnification  bill. 


UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 
President 

When  UMDNJ  was  created  in 
1970,  one  of  its  missions  was  to 
bring  New  Jersey  equal  to  its  neigh- 
bors in  the  delivery  of  health  ser- 
vices and  the  quality  of  health  pro- 
fessions education.  The  mission  was 
and  is  to  convert  New  Jersey  from 
medical  dependency  fostered  by 
years  without  medical  schools  and 
teaching  hospitals  into  the  position 
of  medical  leadership.  UMDNJ  can- 
not accomplish  this  mission  alone; 
rather,  it  must  work  closely  with  the 
state  government,  with  the  state’s 
hospitals,  and  with  the  state’s  medi- 
cal community. 


With  this  in  mind,  UMDNJ  has 
joined  several  major  hospitals  in  the 
formation  of  two  not-for-profit  cor- 
porations, with  the  intent  of  pooling 
resources  within  New  Jersey  to 
provide  better  health  care  for  New 
Jersey.  One  of  these  new  corpora- 
tions— University  Health  System  of 
New  Jersey,  Ine.— joins  UMDNJ  with 
its  four  core  teaching  hospitals:  Rob- 
ert Wood  Johnson  University  Hospi- 
tal in  New  Brunswick  (which  was 
known  until  July  1 as  Middlesex 
General-University  Hospital);  Cooper 
Hospital/University  Medical  Center 
in  Camden;  UMDNJ-University  Hos- 
pital in  Newark;  and  Kennedy  Me- 
morial Hospitals-University  Medical 
Center,  which  has  divisions  in  Strat- 
ford, Cherry  Hill,  and  Washington 
Township. 

The  University  Health  System  will 
develop  and  operate  new  health  care 
delivery  systems  by  sharing  collec- 
tive resources  and  reaching  beyond 
its  network  to  forge  new  partner- 
ships with  other  hospitals,  provider 
institutions,  alternate  health  care 
systems,  physicians,  third-party 
payors,  employers,  government,  and 
consumers.  Specifically,  the  new  cor- 
poration: will  develop  joint  business 
ventures;  will  reduce  emphasis  on 
institutional  care;  will  explore  new 
ambulatory  care  opportunities  and 
home  health  care  alternatives;  will 
establish  and  expand  new  primary 
care  network  relationships;  and  will 
regionalize  new  technology  and 
specialized  care. 

The  creation  of  this  corporation  is 
a logical  next  step  for  UMDNJ,  for  it 
very  much  reflects  our  history  and 
tradition  as  a university — an  in- 
stitution founded  and  thriving 
today  because  of  our  commitment  to 


ARE  YOU  MOVING? 

If  so,  please  send  a change  of  address  to  NEW  JERSEY 
MEDICINE,  Medical  Society  of  New  Jersey,  Two  Princess 
Road,  Lawrenceville,  NJ  08648,  at  least  six  weeks  before 
you  move. 

Name 

Address 

City  State Zip 


VOL.  83— NUMBER  7— JULY  1986 


467 


the  partnership  principle.  And  it  is 
the  corporation’s  intent  to  attract 
other  member  hospitals. 

The  University  Health  System  will 
seek  venture  capital  in  its  efforts  to 
establish  new  medical  programs  and 
delivery  systems  aimed  at  meeting 
consumer  and  other  demands  of  the 
health  care  marketplace.  As  the 
academic  health  centers  of  New  Jer- 
sey, the  corporation’s  members  have 
much  to  offer,  particularly  in  the 
area  of  tertiary  care,  where  we 
provide  a level  of  service  second  to 
none  at  a cost  considerably  lower 
than  those  of  major  medical  centers 
out  of  state. 

Compared  to  our  counterparts  in 
New  York  City  and  Philadelphia,  for 
instance,  the  member  hospitals  of 
our  corporation  are  less  expensive 
by  50  percent  or  better  when  it 
comes  to  many  of  the  region's  so- 
phisticated health  care  services.  We 
also  have  determined  that  91  per- 
cent of  New  Jersey's  7.3  million 
population  live  within  50  minutes 
travel  time  of  one  of  the  corpora- 
tion’s hospitals.  These  are  the  kinds 
of  assets  that  the  corporation  will 
market  in  its  new  program  develop- 
ment effort. 

The  other  new  corporation.  Uni- 
versity Lithotripsy  Affiliates,  Inc.,  is 
a joint  venture  of  UMDNJ  and  Saint 
Barnabas  Medical  Center  in  Liv- 
ingston. ULA  to  be  governed  by  a 
board  of  trustees  equally  representa- 
tive of  Saint  Barnabas  and  the  Uni- 
versity, will  operate  a $2  million 
lithotriptor  at  UMDNJ-University 
Hospital.  The  lithotripsy  service  will 
be  integrated  into  the  urology  pro- 
gram at  UMDNJ,  and  thus  will  pro- 
vide educational  training  as  well  as 
a noninvasive  means  of  eliminating 
painful  kidney  stones.  An  estimated 
8,600  new  cases  of  kidney  stones 
occur  annually  in  New  Jersey;  of 
these,  about  3,500  ordinarily  would 
require  surgical  treatment.  But  cur- 
rent studies  indicate  that  40  to  70 
percent  of  these  cases — perhaps 
2,500  patients — will  respond  suc- 
cessfully to  lithotripsy. 

The  medical  profession  is  chang- 
ing more  rapidly  than  ever  before, 
from  upheavals  in  the  economics  of 
health  care  delivery  to  startling  im- 
provements in  technology  and  re- 
search. UMDNJ,  through  a commit- 
ment to  public/private  sector  coop- 
eration, is  poised  to  make  sure  that 
hospitals,  doctors,  and  patients 
enjoy  state  of  the  art  medicine. 


Current  Legislation 

The  Board  of  Trustees  of  the  Medi- 
cal Society  of  New  Jersey  approved 
the  recommended  positions  on  the 
bills  of  medical  interest  as  shown  in 
the  Transactions  of  the  Annual 
Meeting  (page  Tr  40). 


Resolution  #1  — 

Organ  Procurement  for 
Transplantation 
(1986  Annual  Meeting) 

The  following  policy  was  adopted 
by  the  House  of  Delegates  at  the 
1986  MSNJ  Annual  Meeting: 

“That  physicians  be  strongly 
urged  to  request  organ  donation  of 
the  family  or  next  of  kin  in  brain- 
dead  patients,  and  document  the  re- 
quest in  the  chart." 

Kudos  for  MSNJ’s 
Campaign  Against 
Drunken  Driving 

In  the  May  1986  issue  of  the 
AMA’s  Newsletter  Connections,  rec- 
ognition was  given  to  MSNJ’s  public 
affairs  director,  Martin  E.  Johnson, 
for  the  quality  of  the  paid  advertise- 
ments on  a variety  of  topics,  and  in 
particular,  the  recent  campaign  to 
counter  drunken  driving. 

Mr.  Johnson  noted  that  advertise- 
ments have  appeared  in  the  regional 
editions  of  national  magazines  such 
as  Sports  Illustrated  and  Time,  stat- 
ing that  unlikely  as  those  choices 
might  seem,  a given  issue  of  such 
publications  is  handled  and  read  for 
a longer  period  of  time  than  a news- 
paper. 

New  Members 

NEW  JERSEY  MEDICINE  would 
like  to  welcome  the  following  new 
members  to  the  Medical  Society  of 
New  Jersey: 

Atlantic  Comity 

Joseph  S.  Harhay,  M.D.,  Northfield 
Bennett  E.  Ojserkis,  M.D.,  Northfield 
Alexander  M.  Pagnani,  M.D., 

Somers  Point 

Bergen  County 

Joseph  P.  Cassotta,  Jr.,  M.D., 

Fort  Lee 

Robert  C.  Ferber,  M.D., 

Hasbrouck  Heights 
Sharon  Fried,  M.D.,  Englewood 


Massoud  Kashani,  M.D.,  Englewood 
Paul  C.  Krisa  M.D.,  Clifton 
Brenda  G.  Kuhn,  M.D.,  Hackensack 
John  J.  LoCurto,  Jr.,  M.D., 
Hackensack 

Salvatore  Napoli,  M.D.,  Englewood 
MarkW.  Peterson,  M.D.,  Fort  Lee 
Ulises  C.  Sabato,  M.D.,  Englewood 
Joseph  C.  Schuster,  M.D.,  Teaneck 
Ronald  A.  Stem,  M.D.,  Montvale 
Teresa  Suarez,  M.D.,  Tenafly 
Michael  A.R  Villani,  M.D., 

Hasbrouck  Heights 

Burlington  County 

Walter  A D 'Alonzo,  Jr.,  M.D., 

Mount  Holly 

Lawrence  J.  Gessman,  M.D., 

Browns  Mills 

Fernando  R Gomez-Rivas,  M.D., 
Browns  Mills 

Paul  R Lanza  M.D.,  Burlington 
Gregoiy  Noto,  M.D.,  Browns  Mills 
Robert  P.  Siefring,  M.D.,  Mount  Holly 
Emma  L.  Simpson,  M.D., 

Mount  Holly 

Evacueto  P.  Tangco,  M.D.,  Riverside 

Camden  County 

Christopher  T.  Bom,  M.D.,  Camden 
Jeffrey  R Chomey,  M.D.,  Voorhees 
Polina  Karmazin,  M.D.,  Berlin 
Alan  J.  Mushnick,  M.D.,  Voorhees 
Sonya  Naryshkin,  M.D.,  Cheny  Hill 
Gerald  A Nissenbaum,  M.D., 

Camden 

Leonidas  W.  Raisis,  M.D.,  Voorhees 
Richard  S.  Ross,  M.D.,  Sewell 
Thomas  G.  Stackhouse,  M.D., 
Marlton 

Cape  May  County 

Lenn  J.  Chalfin,  M.D.,  Cape  May 
Court  House 

Joseph  E.  Pirog,  M.D.,  Cape  May 
Court  House 

Essex  County 

Donato  A Colavita  M.D.,  West 
Orange 

Pedro  E.  Cordero,  M.D.,  Union 
Stephen  J.  Heller,  M.D.,  West  Orange 
Arnold  I.  Pallay,  M.D.,  Montclair 
Robert  P.  Penney,  M.D.,  Newark 
Michael  P.  Tillem,  M.D.,  West  Orange 
Maria  B.  Viscuso,  M.D.,  Livingston 


Hunterdon  County 

Richard  L.  Kunis,  M.D.,  Flemington 
Joseph  A Schwenkler,  M.D., 
Flemington 


Mercer  County 

Seymour  N.  Herschberg,  M.D., 
Trenton 
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Manolo  V.  Mempin,  M.D., 

West  Trenton 
Philip  M.  Torrance,  II,  M.D., 
Princeton 

Middlesex  County 

Kishan  C.  Agarwal,  M.D.,  Edison 
Andrew  B.  Covit,  M.D.,  South  River 
Dennis  F.  Devereux,  M.D., 

New  Brunswick 
Michael  H.  Fleisher,  M.D., 

New  Brunswick 
Stephen  D.  Germond,  M.D., 

New  Brunswick 

Linda  Z.  Korman,  M.D.,  Woodbridge 
Ellis  S.  Lenger,  M.D., 

East  Brunswick 
Meenakshi  Kukreja  M.D.,  Iselin 
Michael  D.  Robinson,  M.D., 
Metuchen 

Donald  D.  Robinson,  M.D., 

Perth  Amboy 

Syed  Q.  Shamim,  M.D.,  Somerset 
Tasneem  F.  Shamim,  M.D.,  Somerset 
Grazyna  Szenkiel,  M.D., 

Perth  Amboy 

Monmouth  County 

Hany  A,  Bade,  III,  M.D.,  Long  Branch 
Paul  W.  Bamiekel,  M.D.,  Neptune 
Nicola  Di  Guglielmo,  M.D.,  Neptune 
Kenneth  A.  Grossman,  M.D.,  Red 
Bank 

Thomas  K.  O’Brien,  M.D.,  Neptune 
John  L.  Saporito,  M.D.,  Long  Branch 
Mark  J.  Seigel,  M.D.,  Freehold 
Gary  O.  Siemons,  M.D., 

North  Brunswick 

Morris  County 

Gary  W.  Anderson,  M.D., 

East  Hanover 

Durgesh  Hajela  M.D.,  Glen  Ridge 
Sadhana  Kumar,  M.D.,  Parsippany 
Reid  A.  Lachman,  M.D.,  Bayside,  NY 
Philip  M.  Scaduto,  M.D.,  Belleville 
Ita  Scolniek,  M.D.,  Rockaway 
Arthur  L.  Sheppell,  M.D.,  Kearny 
Fred  M.  Silverberg,  M.D.,  Short  Hills 
Michael  P.  Stein,  M.D.,  Randolph 
Jin-Mei  Woan,  M.D.,  Randolph 

Ocean  County 

Frank  E.  Machiavema,  M.D., 

Point  Pleasant 
Barbara  P.  Schnieder,  M.D., 

Toms  River 

Passaic  County 

Karen  Cortellino,  M.D.,  Wayne 
Adelina  M.  Emmi,  M.D.,  Paterson 
Steve  A.  Lequerica  M.D.,  Clifton 
Roger  Steinfeld,  M.D.,  Paterson 
Kenneth  B.  Svensson,  M.D.,  Clifton 
Stanley  A,  Szwed,  M.D.,  Clifton 


Carlos  A.  Tello-Valcarcel,  M.D., 
Paterson 

Salem  County 

Satish  K.  Mittal,  M.D.,  Pennsville 

Somerset  County 

David  L.  Bortniker,  M.D.,  Somerville 
Stuart  R Eisenberg,  M.D.,  Watehung 
Linda  Hsueh,  M.D.,  Bridgewater 
Gordon  E.  Melville,  M.D.,  Somerville 
William  A.  Ruda  M.D.,  Bridgewater 
Alan  G.  Salz,  M.D.,  Bridgewater 

Sussex  County 

William  S.  Randazzo,  M.D.,  Franklin 

Union  County 

Epifanio  Calcara,  M.D.,  Summit 
Edward  M.  Connor,  M.D.,  Newark 
Solon  E.  Davis,  M.D.,  Summit 


AIDS  Information  Hotline 

The  Medical  Society  of  New  Jersey 
in  cooperation  with  the  Academy  of 
Medicine  of  New  Jersey’s  AIDS  Rov- 
ing Symposium  has  prepared  a list- 
ing of  physicians  who  are  knowl- 
edgeable and  experienced  in  the 
diagnosis  and  treatment  of  the  AIDS 
patient. 

These  physicians  have  volun- 
teered to  be  a resource  to  physicians 
who  have  questions  regarding  AIDS, 
particularly  as  it  relates  to  the 
rendering  of  care  to  the  AIDS  pa- 
tient. 

Spartaco  Bellamo,  M.D. 

330  Clinton  St. 

Hoboken,  NJ  07030 
(201)  656-7824 

Roger  Cooper,  M.D. 

St.  Michael’s  Medical  Center 
268  Dr.  Martin  Luther  King,  Jr.  Blvd. 
Newark,  NJ  07102 
(201)  877-5000 

Richard  Dixon,  M.D. 

Helene  Fuld  Medical  Center 
750  Brunswick  Ave. 

P.O.  Box  2428 
Trenton,  NJ  08638 
(609)  394-6031 

William  Farrer,  M.D. 

St.  Elizabeth’s  Hospital 
225  Williamson  St. 

Elizabeth,  NJ  07207 
(201)  527-5010 

Isabel  Guerro,  M.D. 

20  Apple  Way 
Marlton,  NJ  08053 
(609)  723-4221  ex.  228 

Howard  Holtz,  M.D. 

UMDNJ-NJ  Medical  School 
100  Bergen  St. 

Newark,  NJ  07 1 03 
(201)  456-4952 


Edward  Johnson,  M.D. 

St.  Michael’s  Medical  Center 
268  Dr.  Martin  Luther  King,  Jr.  Blvd. 
Newark,  NJ  07 102 
(201)  877-5000 

Rajendra  Kapila  M.D. 

185  Central  Ave. 

East  Orange,  NJ  07018 
(201)  456-4802 

Donald  Louria  M.D. 

UMDNJ-NJ  Medical  School 
1 00  Bergen  St. 

Newark,  NJ  07 1 03 
(201)  456-4422 

Stephen  Manocchio,  M.D. 

St  Mary’s  Hospital 
308  Willow  Ave. 

Hoboken,  NJ  07030 
(201)656-7824 

Dominic  Mauriello,  M.D. 

75  Bentley  Ave. 

Jersey  City,  NJ  07306 
(201)  332-6387 

Mary  Ann  Michelis,  M.D. 

Hackensack  Medical  Center 
30  Prospect  Ave. 

Hackensack,  NJ  07601 
(201)  441-2065 

John  Middleton,  M.D. 

Old  Bridge  Regional  Hospital 
Division  of  Raritan  Bay  Medical  Center 
1 Hospital  Plaza 
Old  Bridge,  NJ  08857 
(201)  442-3700 

Anthony  Minnefor,  M.D. 

St  Joseph’s  Hospital  and  Medical  Center 
703  Main  St. 

Paterson,  NJ  07503 
(201)977-2181 

Jeremias  Murillo,  M.D. 

Newark  Beth  Israel  Medical  Center 
201  Lyons  Ave. 

Newark,  NJ  07 1 1 2 
(201)  926-7328 

James  Oleske,  M.D. 

UMDNJ-NJ  Medical  School 
1 00  Bergen  St. 

Newark,  NJ  07 103 
(201)  456-5066 

Robert  Palinkas,  M.D. 

UMDNJ-NJ  Medical  School 
1 00  Bergen  St. 

Newark,  NJ  07 103 
(201)  456-4300 

George  Perez,  M.D. 

St.  Michael’s  Medical  Center 
268  Dr.  Martin  Luther  King,  Jr.  Blvd. 
Newark,  NJ  07 102 
(201)  877-5000 

Richard  Porwancher,  M.D. 

St.  Francis  Medical  Center 
601  Hamilton  Ave. 

Trenton,  NJ  08629 
(609)  599-5000 

M.  Christine  Reyelt,  M.D. 

St.  Joseph’s  Hospital  and  Medical  Center 
703  Main  St. 

Paterson,  NJ  07503 
(201)  977-2000 

John  Salaki,  M.D. 

60  Franklin  St. 


VOL.  83— NUMBER  7— JULY  1986 


469 


Morristown,  NJ  07960 
(201)  540-8484 

Pemendu  Sen,  M.D. 

Jersey  Shore  Medical  Center 
1945  Corlies  Ave. 

Neptune,  NJ  07753 
(201)  775-5500 

John  Sensakovic,  M.D. 

St.  Michael’s  Medical  Center 
268  Dr.  Martin  Luther  King,  Jr.  Blvd. 
Newark,  NJ  07 102 
(201)  877-5487 

Leon  Smith,  M.D. 

St.  Michael’s  Medical  Center 
268  Dr.  Martin  Luther  King,  Jr.  Blvd. 
Newark,  NJ  07 1 02 
(201)  877-5000 

Flor  Tecson-Tumang,  M.D. 

Veterans  Administration  Medical  Center 
South  Center  and  Tremont  Ave. 

East  Orange,  NJ  07019 
(201)  676- 1000  ex.  532 

Jules  Titelbaum,  M.D. 

Newark  Beth  Israel  Medical  Center 
201  Lyons  Ave. 

Newark,  NJ  07 1 1 2 
(201)  926-7328 

New  Jersey  Department  of  Health  AIDS 

HOTLINE 

1-800-624-2377 

Mon.-Fri.  8:45  am  -4:30  p.m. 

(609)  588-3520 
(201)  266-1910 

New  Jersey  AIDS  HELPLINE 
Mon.-Fri.  7:00pm.-1  1:00  p.m. 

(201)  596-0767 

Physicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  oppor- 
tunities for  practice  in  New  Jersey. 
The  information  listed  below  has  been 
supplied  by  the  physician.  If  you  are 
interested  in  any  further  information 
concerning  these  physicians,  we  sug- 
gest you  make  inquiries  directly  to 
them. 

ANESTHESIOLOGY— Julio  Araoz,  M.D., 
4 Avon  Way,  Parlin,  NJ  08859.  San  An- 
dres (Bolivia)  1959.  Board  eligible.  Any 
type  practice.  Available. 

Lee  A Balaklaw,  M.D.,  575  Easton  Ave., 
Apt.  6-M,  Somerset,  NJ  08873.  Far 
Eastern  University  (Philippines)  1980. 
Board  eligible.  Group  or  partnership. 
Available  July  1987. 

Yellagondahalli  V.  Janardhan,  M.D.,  18 
Agatha  Dr.,  Edison,  NJ  08817. 
Bangalore  (India)  1971.  Board 
certified.  Group,  partnership,  fee  for 
service.  Available. 

Ashokkumar  J.  Patel,  M.D.,  500  Cen- 
tral Ave.,  Apt.  1113,  Union  City,  NJ 
07087.  M.P.  Shah  (India)  1977.  Board 
eligible.  Group,  partnership,  solo,  hos- 
pital based.  Available. 

CARDIOLOGY — Mian  Arshad  Jan,  M.D., 
6901  Old  York  Rd„  Apt.  B-208,  Phila- 


delphia PA  19126.  Khyber  Medical 
(Pakistan)  1974.  Also,  internal  medi- 
cine. Board  eligible.  Board  certified 
(IM).  Group  or  partnership.  Available. 

EMERGENCY  MEDICINE— Julian  A. 
Sellek,  M.D.,  1501  S.  Greenway,  Coral 
Gables,  FL  33134.  Salamanca  (Spain) 
1963.  Also,  family  practice.  Board 
eligible.  Board  certified  (FP).  Group, 
solo,  partnership.  Available. 

ENDOCRINOLOGY— Michael  J.  Miller, 

M.D.,  2375  Hudson  Ter.,  Apt.  3-E,  Fort 
Lee,  NJ  07024.  SUNY-Downstate  1981. 
Also,  internal  medicine.  Board  eligible. 
Board  certified  (IM).  Group  or  partner- 
ship. Available. 

FAMILY  MEDICINE — James  Ditaranto, 
D.O.,  3901  Manayunk  Ave.,  Philadel- 
phia PA  19128.  Osteopathic  (Philadel- 
phia) 1984.  Board  eligible.  Group  or 
partnership.  Available. 

Lawrence  S.  Gordon,  M.D.,  1016  Spin- 
naker Way,  Apt.  G-l,  Melbourne,  FL 
32935.  Rutgers  1982.  Board  certified. 
Group,  partnership,  solo.  Available. 
Natalia  Moishezon,  M.D.,  207  Christie 
St.,  Leonia  NJ  07605.  Moscow  1964. 
Board  eligible.  Group,  partnership,  in- 
dustry. Available. 

Jeffrey  C.  Schultz,  M.D.,  301  Victoria 
Dr.,  Monroeville,  PA  15146.  University 
of  Massachusetts  1983.  Board  eligible. 
Group.  Available. 

GASTROENTEROLOGY— Richard  J. 
Fastiggi,  M.D.,  10  Silver  Stirrup  Ct„ 
Timonium,  MD  21093.  UMDNJ  1977. 
Board  certified  (IM).  Solo,  partnership, 
group.  Available. 

Prasad  Satyanarayana  Maturu,  M.D., 
8863  17th  Ave.,  Brooklyn,  NY  11214. 


Mysore  Medical  (India)  1977.  Board 
eligible.  Group  or  partnership.  Avail- 
able. 

Brian  C.  Weiner,  M.D.,  24  Bowling 
Green  PL,  Staten  Island,  NY  10314. 
SUNY-Downstate  1981.  Board  cer- 
tified. Group  or  partnership.  Available. 

INTERNAL  MEDICINE— Walter  M. 
Bakun,  M.D.,  199  Casterline  Rd„  Den- 
ville,  NJ  07834.  St.  George's  University 
(Grenada)  1983.  Board  eligible.  Group, 
partnership,  solo.  Available. 

Eli  R Goldner,  M.D.,  2841  W.  Rose- 
mont,  Chicago,  IL  60659.  Rome  (Italy) 
1980.  Board  eligible.  Group,  HMO, 
partnership.  Available. 

Arpad  C.  Heinrich,  M.D.,  360  W. 
Pleasantview  Ave.,  Hackensack,  NJ 
07601.  Temesehwar  (Transylvania) 
1980.  Board  eligible.  Solo,  partner- 
ship, group.  Available. 

Mian  Arshad  Jan,  M.D.,  6901  Old  York 
Rd.,  Apt.  B-208,  Philadelphia  PA 
19126.  Khyber  Medical  (Pakistan) 
1974.  Also,  cardiology.  Board  certified. 
Board  eligible  (CARD).  Group  or  part- 
nership. Available. 

Gerald  B.  Miele,  M.D.,  293  Demott  St., 
Mineola  NY  1 1501.  Rush  1983.  Board 
eligible.  Solo  or  partnership.  Available. 
Michael  J.  Miller,  M.D.,  2375  Hudson 
Ter.,  Apt.  3-E,  Fort  Lee,  NJ  07024. 
SUNY-Downstate  1981.  Also  en- 
docrinology. Board  certified.  Board 
eligible  (ENDOCRIN).  Group  or  part- 
nership. Available. 

Vijay  Mittal,  M.D.,  35-44  28th  St.,  Apt. 
5-C,  Long  Island  City,  NY  11106.  All- 
India  1978.  Board  eligible.  Group  or 
solo  (part-time).  Available. 

Makkena  Ramachandra  Rao,  M.D., 
501  Indian  Creek  Dr.,  Wilkes-Barre,  PA 
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The  Journal  of  the 
Medical  Society  of  New  Jersey 

presents 

300  YEARS  OF 
MEDICINE  IN  NEW  JERSEY 

We  axe  celebrating  the  history  of  medicine  in  New  Jersey.  This 
special  issue  illuminates  the  beginnings  of  our  health  care  system  and 
the  growth  of  medical  care:  essays  highlight  those  talented  individuals 
who  devoted  themselves  to  this  system,  and  commentaries  present  the 
development  of  specialized  care  in  associated  fields  of  medicine.  Plus 
a special  photography  section  highlighting  three  statewide  exhibits. 

Copies  of  this  issue  are  available  by  sending  $5.00  (cheek  or  money 
order)  to  MSNJ,  Two  Princess  Road,  Lawreneeville,  NJ  08648.  All  MSNJ 
members  will  receive  one  copy  of  this  issue. 

Name . 
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Enclose  a $5.00  check  or  money  order  Jor  each  copy. 
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18702.  Guntur  Medical  (India)  1974. 
Board  eligible.  Group  or  partnership. 
Available. 

Danuta  Silber,  M.D.,  340  West  End 
Ave..  New  York,  NY  10023.  UMDNJ 
(PGY-3),  Poland  1979.  Board  eligible. 
Group  or  partnership.  Available. 

NEUROLOGY—  Pandurang  R Miskin, 
M.D.,  5315  Minnehaha  Ave.,  #105, 
Minneapolis,  MN  55417.  Minnesota 

1986.  Board  eligible.  Group  or  part- 
nership— individual  or  multispeeialty. 
Available. 

Kirit  Chandulal  Shah,  M.D.,  50  S.  Mor- 
rison, Apt.  , Memphis,  TN  38104. 
Grant  Medical  College  (India)  1973. 
Board  eligible.  Board  certified  (IM). 
Partnership  or  group.  Available  Sep- 
tember 1986. 

Hal  Tobias,  M.D.,  19456  NE  26th  Ave., 
Apt.  1 4,  North  Miami  Beach,  FL  33 1 80. 
Saekler  (Israel)  1981.  Board  eligible. 
Group,  partnership,  solo.  Available. 

OBSTETRICS/GYNECOLOGY— Richard 
S.  Bercik,  M.D.,  7 Crossgate  Rd.,  Jersey 
City,  NJ  07305.  UMDNJ  1983.  Board 
eligible.  Group  or  solo.  Available  July 

1987. 

Alan  Cohen,  M.D.,  2335  Chamey  Rd„ 
University  Heights,  OH  44118.  Domi- 
nica 1982.  Board  eligible.  Group,  part- 
nership, solo.  Available. 

Robert  Courtney,  D.O.,  1004  Hartley 
Ct„  Sicklerville,  NJ  08081.  NY  College 
of  Osteopathic  Medicine  1981.  Also 
gynecologic  oncology.  Board  eligible. 
Any  type  practice.  Available. 

D.  L.  Johnson,  M.D.,  7216  Montrose 
Rd.,  Woodbury,  MN  55125.  Minnesota 
1977.  Board  eligible.  Group  or  part- 
nership. Available. 

PEDIATRICS— Ying-Jen  Chen,  M.D., 
200-03  48th  Ave.,  Bayside,  NY  1 1364. 
Taipei  Medical  College  (Taiwan)  1973. 
Board  eligible.  Partnership,  solo, 
group.  Available. 

PULMONARY — Raymond  Mantovani, 
M.D.,  89  Fleet  PI.,  Mineola  NY  11501. 
Universidad  Centro  de  Estudios 
Teenicos  (Dominican  Republic)  1981. 
Board  eligible.  Group,  partnership, 
solo,  hospital  based.  Available. 

SURGERY,  GENERAL— Bernard  Hen- 
son, M.D.,  1275  15th  St.,  Apt.  16-0, 
Fort  Lee,  NJ  07024.  Guadalajara  (Mex- 
ico) 1979.  Board  eligible.  Partnership 
or  group.  Available. 

Patrick  P.  Montefusco,  M.D.,  4 

Montfort  Dr„  Huntington,  NY  11743. 
Georgetown  1977.  Board  certified. 
Partnership.  Available. 

Subhash  R Patel,  M.D.,  25824  Lincoln 
Terrace  Dr.,  Apt.  202,  Oak  Park,  Ml 
48237.  Bombay  (India)  1979.  Also, 
vascular  and  noncardiac  thoracic. 
Board  certified.  Group,  solo,  partner- 
ship. Available. 

SURGERY,  PLASTIC— Jerrold  Zeitel, 
M.D.,  240  E.  Montgomery  Ave.,  Apt.  16, 
Ardmore,  PA  19003.  Pennsylvania 
1980.  Board  eligible.  Group  or  part- 
nership. Available  July  1987. 
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LIPO-NSCIN 


Nicotinic  Acid  Therapy 


For  patient’s 

comfort/convenience 

in  choice  of 

3 strengths 


Gradual  Release 

LIPO-NIC1N®/300  mg. 


Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO-NICIN®/250  mg.  I|| 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 

LIPO-NICIN’/100  mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg 

DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN*1  100 
mg.  or  250  mg.  Is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 

Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding 


Write  for  literature  and  samples 

(BRcWJi'Jfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  p 
2500  West  Sixth  Street,  Los  Angeles,  California  90057  F 


CME  Calendar 


The  following  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  for 
further  information. 


This  list  is  compiled  through  the  coop- 
eration of  the  Committee  on  Medical 
Education  of  the  Medical  Society  of  New 
Jersey,  The  Academy  of  Medicine  of 
New  Jersey,  the  New  Jersey  Chapter  of 
the  American  Academy  of  Family  Physi- 
cians, and  the  Office  of  Continuing 
Medical  Education  of  the  UMDNJ.  For 
information  on  accreditation,  please 
contact  the  sponsoring  organization(s), 
indicated  by  italics— last  line  of  each 
item. 

MEDICINE 

September 

3 Systemic  Mastocytosis 

1:30-2:30  P.M. — Rutgers 
Community  Health  Plan,  57 
U.S.  Hwy.  #1,  New  Brunswick 
(Rutgers  Community  Health  Plan 
and  AMNJ) 

13  Fifth  Annual  Advances  in  Pain 

14  Management 

8 A.M.-5  P.M. — Vista  Hotel,  New  York 
(UMDNJ  and  AMNJ) 

25  Extracranial  Artery  Disease: 
Current  Thoughts 


5-6  P.M. — Shore  Memorial  Hospital, 
Somers  Point 

(Shore  Memorial  Hospital  and 
AMNJ) 

27  Prevention  and  Treatment  of 
Gastroesophageal  Reflux 

8 A.M.- 1 2:30  P.M. — NJ  Medical 
School,  Newark 
(UMDNJ  a nd  AMNJ) 

PEDIATRICS 

September 

24  Medical  and  Legal  Controversies 
in  Perinatal  Care 

8 A.M.-3: 1 5 P.M. — Newark  Beth 
Israel  Medical  Center 
(Newark  Beth  Israel  Medical 
Center) 

SURGERY 

August 

4 Surgical  Morbidity  and  Mortality 
1 1 Conference 

18  4:30-6:30  P.M. — Medical  Science 

25  Bldg.,  B-6 1 0,  NJ  Medical  School, 
Newark 

(UMDNJ) 


ACUPUNCTURE  !N 
CLINICAL  PRACTICE 

N.Y.  State  Boards  of  Medicine  & Dentistry  25-hour  ac- 
credited seminar  & workshop  on  the  latest  theories  & 
techniques  of  manual  and  electroacupuncture,  TENS  & 
simple  non-invasive  diagnostic  methods  (including 
cardiovascular  & neuromuscular  systems  & “Bi-Digital 
0-Ring  Test”),  applicable  toward  the  200-hour  require- 
ment for  acupuncture  certification,  will  be  given  for 
licensed  clinicians  (with  or  without  prior  training)  during 
the  weekend,  July  18,  19,  20,  1986,  Milford  Plaza  Hotel, 
45th  Street  and  8th  Avenue,  Manhattan.  The  2nd  Inter- 
national Symposium  on  Acupuncture  & Electro-Thera- 
peutics, with  over  50  world  leading  scientists  & clini- 
cians will  be  held  at  the  American  Museum  of  Natural 
History  & School  of  International  Affairs,  Columbia  Uni- 
versity, N.Y.C.,  Oct.  15-19,  1986.  Co-sponsored  by  the 
International  College  of  Acupuncture  & Electro- 
Therapeutics;  its  official  journal,  Acupuncture  & Elec- 
tro-Therapeutics Res.,  Int.  J.  (published  by  Pergamon 
Press  and  indexed  in  15  major  indexing  periodicals: 
Index  Medicus,  etc.);  Heart  Disease  Res.  Fndn;  Neu- 
roscience Dept.,  Long  Island  College  Hosp.;  Pharma- 
cology Dept.,  Chicago  Medical  School;  & Museum  of 
Nat.  Hist.;  etc.  Also  eligible  for  AMA/CME  credit.  For 
info,  on  meetings  or  submission  of  papers,  contact  Y. 
Omura,  M.D.,  Sc.D.,  800  Riverside  Drive  (8-1),  NYC 
10032.  Tel:  (212)  781-6262  or  (212)  Wa8-0658,  or  P. 
Shinnick,  Ph.D.  (201)  246-8557. 


Jefferson  Medical  College 
of 

Thomas  Jefferson  University 

prosonts 

PREOPERATIVE  CONSULTATION: 

THE  SURGICAL  PATIENT  WITH  MEDICAL  PROBLEMS 

Wednesday  thru  Friday 
September  17-19,  1986 
at 

The  Warwick  Hotel 
Philadelphia,  Pennsylvania 

Description:  This  course  is  designed  for  internists,  family  prac- 
titioners, surgeons,  anesthesiologists,  nurse  anesthetists,  and 
other  primary  care  physicians  who  desire  practical  information 
on  perioperative  assessment  and  patient  care.  A detailed 
course  syllabus  and  reference  materials  will  be  distributed. 
Objectives:  To  provide  physicians  involved  in  medical 
preoperative  consultation  a review  of  disease  processes  which 
affect  the  morbidity  and  mortality  of  patients  undergoing  sur- 
gery and  a rational  approach  to  management  of  these  prob- 
lems. Through  the  use  of  State  of  the  Art  Reviews,  Therapeutic 
Updates,  and  Core  Consultative  Seminars,  a distinguished 
faculty  will  discuss  the  multisystem  approach  to  assessment 
of  operative  risk  and  maximization  of  perioperative  care.  Case 
oriented  workshops  will  provide  an  informal  environment  for 
faculty/participant  interaction  and  discussion. 

Fee  Schedule:  $360.00  for  Physicians 

$260.00  for  Nurse  Anesthetists,  Residents  and 
Fellows 

CME  Credit:  17  credit  hours  in  Category  1 
For  further  information  and  registration,  contact! 
the  Office  of  Continuing  Medical  Education,  Jef- 
ferson Medical  College,  1025  Walnut  Street,  Phila- 
delphia, PA  19107— (215)  928-6992. 
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NEW  JERSEY  MEDICINE 


LETTERS  TO  THE 

Editor 


MSNJ  and  NJHA 

March  19,  1986 

Dear  Dr.  Krosnick 

I write  in  reference  to  NEW  JER- 
SEY MEDICINE'S  recent  editorial 
“An  Unholy  Alliance.”  This  subject 
was  discussed  at  length  by  our  Ex- 
ecutive Committee,  and  I am  re- 
sponding to  you  on  behalf  of  the  Ex- 
ecutive Committee. 

The  editorial  suggests  that  the 
New  Jersey  Hospital  Association 
(NJHA)  has  been  engaged  in  HMO 
development  activities  which  will  be 
intentionally  damaging  to  the  indi- 
vidual physician  and  to  hospital- 
medical  staff  relationships.  On 
behalf  of  our  member  hospitals,  we 
take  exception  to  this  suggestion. 

NJHA  has  devoted  considerable 
energies  to  developing  a relationship 
with  the  Medical  Society  of  New  Jer- 
sey built  on  open  communication 
and  the  honest  exchange  of  ideas 
and  opinion  on  issues  of  mutual 
concern  to  our  organizations.  To 
this  end,  a representative  of  the 
Medical  Society  enjoys  an  ex  officio 
position  on  the  NJHA  Board  of 


Trustees  and  the  NJHA  President 
regularly  attends  the  Society’s  board 
meetings.  Further,  the  executive 
committees  of  our  organizations 
meet  jointly  on  a periodic  basis. 

That  NJHA  would  engage  in 
clandestine  activities  that  might 
negate  the  positive  outcomes  we 
have  achieved  through  enhanced 
communication  between  our  or- 
ganizations is  unthinkable.  If,  in  the 
future,  an  issue  of  concern  arises,  we 
urge  that  it  become  an  agenda  item 
at  a joint  meeting  of  our  respective 
organizations  before  it  becomes  the 
subject  of  one  of  your  editorials. 

(signed)  Sergius  B.  Gambal 
Chairman,  NJHA 

April  18,  1986 

Dear  Dr.  Krosnick 

Thank  you  for  sharing  with  me 
Mr.  Gambal’s  letter  of  March  19, 
1986,  regarding  the  article  I wrote 
entitled,  “An  Unholy  Alliance.” 

The  article  is  factual.  The  facts  are 
clear.  The  New  Jersey  Hospital  As- 
sociation has  conducted  and  is  con- 
tinuing to  discuss  the  formation  of 
a statewide  hospital-based  HMO 
network  with  the  AFDCIO.  The  Pres- 
ident of  the  NJHA  was  questioned  by 
our  Board  on  several  occasions  re- 
garding the  details  of  those  proceed- 
ings. He  stated  he  had  no  details  to 
provide  to  us.  Newspaper  stories  re- 
lated to  those  events  led  me  to  con- 
clude that  someone  in  the  NJHA 
must  have  the  details,  since  it  was 
reported  that  they  authorized  an 
expenditure  of  $250,000  for  this 
project. 

We  have  requested  information, 
and  they  have  not  brought  it  forth. 
The  intent  of  the  article  was  to 
stimulate  medical  staffs  to  discuss 
the  project  with  their  adminis- 
trators, since  the  NJHA  did  not  ap- 
pear to  want  to  discuss  it  with  us. 

I cannot  and  will  not  condone  the 
NJHA  or  hospital  administrators  de- 
signing and  developing  HMO  sys- 
tems with  the  AFL-CIO  without  early 
and  frequent  participation  in  those 
matters  by  the  Society  and  the  doc- 
tors to  be  affected.  I’m  sorry  if  that 
offends  anyone,  but  it  is  a position 
from  which  I will  not  retreat.  Doc- 
tors— not  hospitals — provide  medi- 
cal care. 

Thank  you  for  this  opportunity  to 
respond. 

(signed)  Vincent  A.  Maressa 
Executive  Director,  MSNJ 


Central  Pontine 
Myelinolysis 

March  31,  1986 

Dear  Dr.  Krosnick 

With  regard  to  the  article  entitled 
“Central  Pontine  Myelinolysis”  pub- 
lished in  NEW  JERSEY  MEDICINE, 

I feel  that  the  last  paragraph  under 
the  discussion  is  misleading. 

The  authors  of  this  article  state 
that  the  goal  of  treatment  should  be 
directed  toward  reversal  of  the  elec- 
trolyte disturbance  and  reduction  of 
cerebral  edema  They  neglect  to 
emphasize  that  the  cause  of  this 
fatal  neurological  problem  is  due  to 
rapid  reversal  of  the  hyponatremic 
state.  It  therefore  is  necessary  to 
clarify  this  by  reiterating  the  neces- 
sity to  slowly  equilibrate  electrolyte 
homeostasis  over  a period  of  no  less 
than  48  hours  without  use  of  hyper- 
osmolar solutions.  If  strict  guide- 
lines are  not  followed  under  these 
circumstances,  these  severely 
chronic  hyponatremic  patients  will 
succumb  to  CPM. 

I thank  you  for  your  attention  and 
if  you  should  require  more  detailed 
input,  please  contact  me  at  my  office, 
(signed)  Samuel  D.  Schenker,  M.D. 

March  17,  1986 

Dear  Dr.  Krosnick 

I am  writing  you  in  regard  to  an 
article  which  appeared  in  the  March 
1986  issue  entitled,  “Central  Pon- 
tine Myelinolysis:  Role  of  CT  in  the 
Diagnosis.”  As  a neuroradiologist 
practicing  in  New  Jersey,  I was  quite 
dismayed  to  read  this  article.  Cen- 
tral pontine  myelinolysis  has  re- 
ceived a fair  amount  of  coverage  in 
neuroradiology  and  neurology  litera- 
ture; however,  it  has  received  very 
little  publication  in  journals  such  as 
yours,  which  are  geared  toward  the 
general  practitioner.  I,  therefore, 
found  it  veiy  disconcerting  to  see 
this  article  which  I feel  contains  a 
major  flaw. 

Central  pontine  myelinolysis  is  a 
disease  which  is  predominantly 
found  in  alcoholics  with  hypona- 
tremia and  is  felt  to  be  secondary  to 
or  is  largely  contributed  to  by  a rapid 
correction  of  the  hyponatremia  In 
the  article  as  published,  there  was 
no  mention  that  central  pontine 
myelinolysis  may  be  an  iatrogenic 
disease.  It  should  have  been 
stressed.  As  written,  the  article 
would  seem  to  advocate  aggressive 
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reversal  of  electrolyte  imbalances. 
This  would  predispose  the  patient  to 
additional  risk  to  develop  central 
pontine  myelinolysis  and  the  article 
as  published  may  actually  be 
dangerous  to  those  who  are  not 
aware  of  this.  I,  therefore,  feel  that 
the  editors  should  correct  this  and 
publish  a clarification  of  this  point. 
I do  note  that  in  their  instance,  the 
patient  was  not  hyponatremic;  how- 
ever, this  association  does  hold  in 
the  majority  of  patients  and  the  as- 
sociation with  the  rapid  reversal  of 
hyponatremia  also  holds  in  the  ma- 
jority of  patients  so  that  to  ignore 
this  point  is  wrong. 

There  are  additional  problems 
with  the  article  such  as  the  assump- 
tion that  all  multiple  sclerosis 
plaques  will  enhance;  however,  my 
point  here  is  that  there  is  dangerous 
misinformation  in  this  article  which 
may  put  your  readers’  patients  at 
risk. 

I hope  that  you  will  see  fit  to  cor- 
rect this  problem  as  quickly  as  pos- 
sible. Thank  you  for  your  attention, 
(signed)  Richard  E.  Fernandez,  M.D. 

April  24,  1986 

Dear  Dr.  Krosnick, 

Here  is  my  response  to  the  letters 
from  Drs.  Schenker  and  Fernandez: 

As  is  clearly  stated  and  referenced 
in  our  article,  the  goal  of  treatment 
for  CPM  should  be  directed  towards 
the  reversal  of  electrolyte  imbal- 
ances.1-2 Nowhere  in  this  article  is 
“aggressive”  reversal  advocated  but 
it  should  have  been  emphasized  that 
too  rapid  reversal  of  hyponatremia 
should  be  avoided.  Kandt  et  al. 
emphasize  that  “if  treatment  of 
hyponatremia  is  too  rapid,  CPM  may 
result,  and  if  too  slow,  an  encepha- 
lopathy with  convulsions  may  de- 
velop.” I thank  Dr.  Schenker  for  his 
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treatment  recommendations. 

With  respect  to  the  letter  from  Dr. 
Fernandez,  nowhere  in  our  article  is 
there  the  assumption  or  even  the 
implication  that  all  multiple  sclero- 
sis plaques  enhance. 

(signed)  James  C.  Koss,  M.D. 

REFERENCES 

1.  Kandt  RS,  Heidrich  FJ,  Moser  HW: 
Recovery  from  probable  central  pontine 
myelinolysis  associated  with  Addison’s 
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MI,  Quaglieri  CF:  Central  pontine 
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Medication 

Instructions 

April  23,  1986 

Dear  Dr.  Krosnick; 

Pharmaceutical  Latin  is  in  very 
limited  use  by  physicians  and,  prob- 
ably, this  is  just  as  well.  For  example, 
Q.D.  can  be  confused  with  QID.  Most 
practitioners  use  Latin  abbrevia- 
tions sparingly. 

PRN  (pro  renata),  however,  mean- 
ing “as  needed,”  commonly  is  used. 
Unfortunately,  PRN,  can  sometimes 
act  as  a serious  disfavor  to  some  pa- 
tients especially  in  hospitals.  Such 
instructions  do  not  mean  that  a Q 
4 h PRN  order  will  insure  the  offer 
of  medication  every  four  hours. 
Rather,  it  means  that  the  medi- 
cation will  be  offered  only  if  asked 
for  by  the  patient.  This  may  result  in 
the  patient  receiving  the  medication 
as  infrequently  as  once  a day  or  not 
at  all.  Of  course,  PRN  is  used  almost 
exclusively  for  pain  medicines.  PRN 
can  frustrate  the  desire  of  the 
prescriber  to  keep  the  patient  as  free 
from  pain  as  possible,  especially 
when  there  is  constant  distress  as  in 
some  terminal  illnesses.  Under  such 


circumstances,  two  things  can  hap- 
pen. Either  the  patient  will  keep  ask- 
ing for  the  drug  every  hour  or,  being 
confused  from  no  relief,  the  patient 
never  rings  for  the  nurse.  When  q 4 
h orders  are  written,  the  nurse  must 
offer  a dose  every  four  hours.  The 
patient  may  refuse.  Nurses  are  very 
busy  and  are  not  to  be  blamed  if 
under  PRN  they  do  not  offer  the 
medication  on  schedule.  They  do  ob- 
serve their  patients  regularly  and 
will  give  the  drug  if  it  is  evident  that- 
the  person  is  suffering,  providing  it 
is  the  proper  time. 

Another  consideration  is  the  fact 
that  the  physician  really  does  not 
know  the  patient’s  pain  threshold  or 
how  intense  the  pain  may  become, 
especially  in  the  terminally  ill.  He  or 
she  will  prescribe  from  an  imprecise 
judgment  as  to  how  much  is  needed, 
without  seriously  impairing  respira- ! 
tion  or  other  medical  considera- 1 
tions. 

It  would  seem  logical,  in  cases 
where  further  “treatment”  is  not 
possible,  that  directions  should  not 
be  rigidly  precise.  For  example  the  I 
following  could  be  more  logical  and 
humane:  “QID  or  q 2—3  h PRN.” 

Similarly,  when  terminal  patients 
are  sent  home,  flexible  orders  might 
be  given.  Otherwise  “cheating”  by 
family  members,  with  resulting 
guilt,  can  occur.  Also,  when  the  fam-  I 
ily  is  given  such  leeway  and  is  told 
to  report  regularly  to  the  office,  the 
physician  quickly  can  decide  wheth- 
er to  change  the  medication,  or  per-  j 
haps  that  the  patient  needs  to  be  { 
rehospitalized  for  parenteral  ther- 
apy. 

Sometimes,  such  seemingly  minor 
adjustment  can  mean  that  the  pa-  j 
tient  can  die  in  dignity  and  not  in 
agony. 

(signed)  Morris  Forer,  RP. 


NEW  JERSEY  MEDICINE 


BOOK  REVIEWS 


Current  Medical  Diagnosis 
and  Treatment;  Growth 
Disorders  in  Infants, 
Children,  and  Adolescents; 
Principles  of  Clinical 
Electrocardiography 


Current  Medical 
Diagnosis  and 
Treatment,  1986 

Krupp,  Chatton,  Tieme  (eds).  Los 
Altos,  CA  Lange  Medical  Publi- 
cations, 1986.  Pp.  1,166.  ($29.50) 

This  25th  edition  of  Current  Medi- 
cal Diagnosis  and  Treatment  estab- 
lishes itself  and  its  editors  as  a 
source  of  reliable  information  to  its 
intended  audience  of  family  physi- 
cians, internists,  general  surgeons, 
and  other  specialists  of  the  health 
sciences.  All  students  will  find  this 
book  a reliable  and  authoritative  in- 
troduction to  medicine,  with  ade- 
quate and  timely  references  at  the 
end  of  each  section  relevant  within 
the  past  five  years. 

This  new  edition  contains  the 
latest  information  on  AIDS,  includ- 
ing requirements  for  diagnosis,  as- 
sociated gastrointestinal  disorders, 
and  treatment  recommendations  for 
associated  infections.  Also,  the  chap- 
ter on  pulmonary  disorders  has 
been  updated  and  includes  sections 
on  pulmonary  embolism,  carcinoma 
of  the  lung,  and  respiratory  failure. 
There  are  new  chapters  on  poison- 


ing; immunological  disorders;  and 
timely  changes  in  the  therapy  of  dia- 
betes mellitus  and  the  dawn  phe- 
nomenon. 

As  with  past  editions,  the  book 
travels  well  overseas,  and  is  trans- 
lated into  many  languages  to  accom- 
modate students  of  the  health  sci- 
ences around  the  world. 

I consider  this  volume  an  excellent 
value. 

Harry  M.  Poppick,  M.D. 

Growth  Disorders  in 
Infants,  Children,  and 
Adolescents 

Marvin  L.  Rallison,  M.D.  New  York, 
IVY,  John  Wiley  & Sons,  Inc.,  1986. 
Pp.  476.  Illustrated 

This  single-authored  book  is  de- 
signed for  pediatricians,  family  prac- 
titioners, and  students.  It  offers  an 
adequate  review  of  problems  dealing 
with  growth,  both  normal  and  devia- 
tions associated  with  disease  states. 
The  material  covered  gives  one  a 
good  foundation  to  assess  clinical 
problems  encountered  in  everyday 
practice.  Where  more  comprehen- 
sive knowledge  is  demanded,  an  ex- 
tensive reference  bibliography  fol- 
lows each  chapter.  The  author  has 
drawn  on  experts  in  the  field  for  this 
bibliography  and  also  has  included 
in  his  text  (with  permission)  many 
of  the  classic  pictures,  figures,  and 
tables  on  growth  and  development. 
Reference  is  made  of  work  by 
notable  clinicians  such  as  Tanner, 
Prader,  and  Lowrey. 

The  text  is  basically  organized  to 
cover  the  normal  growth  of  the  fetus, 
infants,  children,  and  adolescents, 
and  to  cover  disorders  in  the  same 
order.  For  this  reason,  there  is  some 
redundancy  of  thought;  for  example, 
features  of  Tanner’s  syndrome  are 
mentioned  in  the  sections  dealing 
with  infants,  children,  and  adoles- 
cents. However,  this  repetition  can 
reinforce  one’s  learning  process.  Fi- 
nally, the  appendix  includes  tables 
with  classic  growth  information  for 
many  routine  and  esoteric  par- 
ameters. 

Notably  missing  in  the  book  is  re- 
search data  as  to  the  future  of  syn- 
thetic growth  hormone  and  its 
clinical  use.  Cruetzfeldt -Jakob  dis- 
ease is  mentioned  in  a cursory  man- 
ner with  no  mention  of  native 
growth  hormone  being  unavailable 
for  use  since  early  1985.  Also,  no 
mention  is  made  of  support  groups 


for  families  of  children  with  growth 
problems,  e.g.  LPA  and  HGF. 

This  handsomely  bound  volume 
is  recommended  reading  for  those 
involved  with  the  growth  of  children. 
The  appendix  and  bibliographies 
alone  are  invaluable. 

Frank  C.  Vanore,  M.D. 

Principles  oj  Clinical 
Electrocardiography. 
12th  Edition 

Mervin  J.  Goldman,  M.D.  Los  Altos, 
CA,  Lange  Medical  Publications, 
1986.  Pp.  460.  Illustrated  ($19) 

The  12th  edition  of  Goldman’s 
standard  text  of  electrocardiography 
has  been  revised  extensively  in  an 
effort  to  provide  contemporary  infor- 
mation. In  most  instances,  this  goal 
has  been  achieved.  Vector  analysis, 
rather  than  pattern  recognition,  is 
employed  in  a simplified,  but  not 
simplistic,  manner  to  portray  basic 
concepts  regarding  hypertrophy, 
conduction  defects,  and  infarction. 
The  book  is  replete  with  large  (actual 
tracing  size),  unadorned,  and  clear 
figures  which  illustrate  all  major 
considerations. 

Chapters  devoted  to  interpreta- 
tion of  the  electrocardiogram  (with 
numerous  “test  cases”),  the  cardiac 
vector,  and  an  introduction  to 
spatial  vectorcardiography,  are  out- 
standing and  deserve  careful  atten- 
tion. The  appendices,  which  com- 
prehensively categorize  most  clini- 
cally important  abnormalities,  alone 
are  worth  the  price  of  admission. 

Unfortunately,  in  an  attempt  to 
present  the  material  “in  a simplified 
manner,  rather  than  in  an  ex- 
haustive and  detailed  one,”  some 
subjects  have  been  shortchanged. 
These  include  basic  electrophysi- 
ology, pediatric  electrocardiography, 
cardiac  pacing,  and  “miscellaneous 
abnormal  electrocardiographic  pat- 
terns.” On  the  other  hand,  there  is 
an  unnecessarily  lengthy  disserta- 
tion, “Effect  of  Heart  Position  on  the 
Electrocardiogram.”  I hope  the  next 
edition  will  update  the  discussion  of 
antiarrhythmic  agents  and  the 
rather  elderly  references. 

Despite  these  shortcomings, 
Goldman’s  book  remains  as  a para- 
gon in  a sea  of  lesser  works.  I rec- 
ommend it  to  cardiac  nurses,  house 
staff,  and  general  internists. 

Edwin  L.  Rothfeld,  M.D. 
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Obituaries 


years,  president  for  1 year,  and  their 
chief  anesthesiologist  for  15  years. 
He  had  served  as  school  physician  in 
Bridgeton,  and  in  neighboring  town- 
ships, and  was  medical  consultant 
to  the  county  welfare  board.  Dr.  Lyon 
was  the  sixth  generation  of  his  fam- 
ily to  practice  medicine.  In  1969,  he 
was  one  of  the  physicians  receiving 
MSNJ’s  Golden  Merit  Award,  in  rec- 
ognition of  his  50  years  in  medicine. 

Dr.  Theodore  Martin 


degree  at  New  York  University 
School  of  Medicine  in  1924.  He  had 
been  chief  of  surgery  at  Newark  Beth 
Israel  Medical  Center  for  years,  and 
also  was  affiliated  with  Saint  Bar- 
nabas Medical  Center,  Livingston, 
and  Overlook  Hospital.  Dr.  Parson- 
net  was  a member  of  our  Essex 
County  component  and  was  board 
certified  in  his  specialty,  and  a Fel- 
low of  the  American  College  of  Sur- 
geons. During  World  War  II,  he 
served  in  the  medical  department  of 
the  United  States  Navy,  emerging 
with  the  rank  of  commander.  The 
Medical  Society  bestowed  its  Golden 
Merit  Award  on  Dr.  Parsonnet  in 
1974,  honoring  his  50  years  as  a 
physician. 

Dr.  J.  James  Pegues 

A Mount  Holly  neurologist,  Josiah 
James  Pegues,  M.D.,  died  at  Temple 
University  Hospital,  Philadelphia,  on 
March  22,  1986,  at  the  untimely  age  i 
of  57.  Bom  in  Chicago,  Dr.  Pegues 
was  graduated  from  Northwestern 
University  Medical  School,  Chicago, 
in  1952.  He  had  been  a member  of 
our  Burlington  County  component,  | 
of  which  he  currently  was  serving  as 
secretary,  and  also  was  a member  of  j 
the  American  Medical  Association,  j 
Dr.  Pegues  was  board  certified  in  his 
specialty,  and  had  been  a clinical  in- 
structor in  neurology  at  Deborah 
Heart  and  Lung  Center,  Browns 
Mills,  and  at  the  University  of  Penn- 
sylvania Hospital,  Philadelphia.  He 
also  was  on  the  staff  at  Deborah;  ! 
Zurbrugg  Memorial  Hospital,  River- 
side; and  Memorial  Hospital  of  Bur- 
lington County,  Mount  Holly.  Dr. 
Pegues  was  medical  director  of 
Githens  Cerebral  Palsy  Center, 
Mount  Holly. 

Dr.  Leonard  J.  Pellecchia 

Leonard  James  Pellecchia,  M.D.,  a 
Bloomfield  anesthesiologist  for  over 
30  years,  died  on  January  4,  1986, 
at  the  age  of  72.  A native  of  Newark 
Dr.  Pellecchia  received  his  medical 
degree  from  Loyola  University’s 
School  of  Medicine  in  1939.  He  had 
been  a member  of  our  Essex  County 
component  and  of  the  American 
Medical  Association.  Dr.  Pellecchia 
had  been  affiliated  with  Clara  Maass 
Memorial  Hospital,  Belleville,  at  the 
time  of  his  death.  During  World  War 
II,  he  had  served  in  the  medical 
corps  of  the  United  States  Army, 
with  the  rank  of  captain. 


Dr.  Edward  G.  Howe 

A retired  medical  insurance  exam- 
iner for  Prudential  Insurance  Com- 
pany, Edward  Gordon  Howe,  M.D., 
died  November  28,  1985,  at  the  age 
of  68.  Bom  in  Passaic,  Dr.  Howe  re- 
ceived his  medical  degree  from  Cor- 
nell University  Medical  College  in 
1 943.  He  was  a member  of  our  Essex 
County  component  and  of  the 
American  Medical  Association.  Dur- 
ing World  War  II,  Dr.  Howe  served 
with  the  medical  corps  of  the  United 
States  Army,  attaining  the  rank  of 
major. 

Dr.  Earl  C.  Lyon 

Earl  Crosby  Lyon,  M.D.,  a member 
of  the  staff  at  Bridgeton  Hospital  for 
over  50  years,  died  on  March  14. 
1986,  at  the  venerable  age  of  94. 
Bom  in  Absecon,  Dr.  Lyon  was 
graduated  from  Hahnemann  Medi- 
cal College  in  1919.  He  was  a mem- 
ber of  our  Cumberland  County  com- 
ponent, having  served  as  their  presi- 
dent, and  of  the  American  Medical 
Association.  Dr.  Lyon  had  been  sec- 
retary at  Bridgeton  Hospital  for  12 


A Glen  Rock  otolaryngologist  and 
ophthalmologist,  Theodore  Martin, 
M.D.,  died  March  10,  1986,  at  the  age 
of  76.  Bom  in  Chicago,  Dr.  Martin 
was  awarded  his  degree  at  Dalhou- 
sie  University  Faculty  of  Medicine, 
Halifax,  Nova  Scotia,  in  1935.  He  had 
been  a member  of  our  Passaic  Coun- 
ty component  and  of  the  American 
Medical  Association.  Dr.  Martin  was 
a Diplomate  in  both  ophthalmology 
and  otolaryngology,  and  was  a Fellow 
of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology.  He 
had  been  affiliated  with  Bergen 
Pines  County  Hospital,  Paramus; 
Valley  Hospital,  Ridgewood;  and 
Wayne  General  Hospital.  In  1985,  Dr. 
Martin  was  a recipient  of  MSNJ's 
Golden  Merit  Award,  honoring  his 
50  years  in  the  practice  of  medicine. 

Dr.  Albert  N.  Morgese 

An  orthopedic  surgeon,  Albert 
Nicholas  Morgese,  M.D.,  died  on  Feb- 
ruary 26,  1986,  at  the  age  of  only  61. 
A native  of  New  York  City,  Dr. 
Morgese  received  his  medical  degree 
from  Jefferson  Medical  College, 
Philadelphia,  in  1957.  He  had  been 
a member  of  our  Morris  County 
component  and  of  the  American 
Medical  Association.  Dr.  Morgese 
was  board  certified  in  his  specialty, 
and  a Fellow  of  the  American  College 
of  Surgeons,  of  the  International 
College  of  Surgeons,  and  of  the 
American  Academy  of  Orthopedic 
Surgeons.  He  had  been  affiliated 
with  Dover  General  Hospital,  St. 
Clare’s  Hospital,  Denville,  and  River- 
side General  Hospital,  Boonton. 

Dr.  Eugene  Parsonnet 

Eugene  Victor  Parsonnet,  M.D.,  a 
general  surgeon  who  practiced  in 
Newark  and  Millbum  for  over  30 
years,  died  March  6,  1986.  Bom  at 
the  turn  of  the  century,  in  Newark 
Dr.  Parsonnet  earned  his  medical 
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Dr.  Harry  Rhodes,  Jr. 

A retired  family  practitioner  in 
Hasbrouek  Heights,  who  had  been 
living  in  Stroudsburg,  Pennsylvania, 
Harry  Rhodes,  Jr.,  M.D.,  died  on  Feb- 
ruary 27,  1986,  at  only  69  years  of 
age.  A native  of  New  York  City,  Dr. 
Rhodes  received  his  medical  degree 
at  New  York  University  School  of 
Medicine  in  1941.  He  was  a member 
of  our  Bergen  County  component, 
and  was  founder  of  the  Hasbrouek 
Heights  Community  Blood  Associa- 
tion. Dr.  Rhodes  had  been  active  in 
community  affairs:  he  served  on  the 
Hasbrouek  Heights  board  of  educa- 
tion and  was  active  in  Lions  Club 
and  Kiwanis  activities.  During 
World  War  II,  he  served  in  the  medi- 
cal corps  of  the  United  States  Army 
in  Europe  for  five  years,  and  was 
awarded  the  Bronze  Star  for  bravery 
in  action. 


Dr.  Thomas  A.  Santoro 

A pathologist  and  specialist  in 
forensic  medicine  in  South  Orange, 
Thomas  A.  Santoro,  M.D.,  died  on 
February  28,  1986.  Bom  in  Newark, 
in  1 909,  Dr.  Santoro  was  graduated 
from  Jefferson  Medical  College  in 
1934.  He  had  been  a member  of  our 
Essex  County  component  and  was 
an  assistant  clinical  professor  in 
pathology  at  UMDNJ-New  Jersey 
Medical  School,  Newark.  Dr.  Santoro 
was  a Diplomate  in  Pathology- 
Pathologic  Anatomy.  In  1984,  he  was 
a recipient  of  MSNJ’s  Golden  Merit 
Award,  honoring  his  50  years  in 
medicine.  During  World  War  II,  Dr. 
Santoro  served  in  the  medical  corps 
of  the  United  States  Army. 

Dr.  William  R.  Sollami 

Acclaimed  as  “Doctor  of  the  Year” 
in  1985,  William  Richard  Sollami, 


M.D.,  died  on  March  8,  1986,  at  Hu- 
mana Hospital— Biscayne,  Miami, 
Florida  at  the  age  of  68.  Bom  in 
Yatesboro,  Pennsylvania  Dr.  Sol- 
lami, a general  surgeon,  received  his 
medical  degree  from  Hahnemann 
Medical  College  in  1943.  He  served 
the  Trenton  area  for  more  than  35 
years.  He  had  been  a member  of  our 
Mercer  County  component  and  of 
the  American  Medical  Association. 
Dr.  Sollami  was  a Fellow  of  the  Inter- 
national College  of  Surgeons  and  of 
the  American  Society  of  Abdominal 
Surgeons.  He  served  the  Helene  Fuld 
Medical  Center,  Trenton,  in  many 
capacities,  including  at  various 
stages  in  his  career:  secretary  of  the 
medical  staff,  secretary  to  the 
surgical  section,  medical  director, 
and  chief  of  the  department  of  sur- 
gery. During  World  War  II,  Dr. 
Sollami  was  with  the  medical  de- 
partment of  the  U.S.  Army. 
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New  Jersey  Medicine  is  the 
official  organ  of  the 
Medical  Society  of  New 
Jersey.  The  goals  are 
educational  and 
informational.  All  material 
published  in  New  Jersey 
Medicine  is  copyrighted  by 
MSNJ. 


CONTENT 

The  educational  content  of  each 
issue  appears  as  scientific  articles, 
based  on  research,  original  concepts 
relative  to  epidemiology  of  disease, 
and  treatment  methodology;  case  re- 
ports based  on  unusual  clinical  ex- 
periences; review  articles;  clinical 
notes,  succinct  items  on  some 
aspect  or  new  observation  or  tech- 
nique of  a case  experience;  and 
special  articles,  which  include  evalu- 
ations, policy  and  position  papers, 
and  reviews  of  nonscientific  sub- 
jects. Other  topics  include  commen- 
tary (critical  narration);  medical  his- 
tory; therapeutic  drug  information; 
pediatric  briefs;  nutrition  update; 
and  an  opinion  column.  Editorials 
are  prepared  by  the  Editor  and  by 
guest  contributors  on  timely  and  rel- 
evant subjects;  editorials  are  the  re- 
sponsibility of  the  author.  The  Doc- 
tors' Notebook  section  contains  or- 
ganizational, informational,  and  ad- 
ministrative items  from  MSNJ  and 
from  the  community.  Letters  to  the 
Editor  and  book  reviews  are  wel- 
come and  will  be  published  as  space 
permits.  The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis  and 
treatment  and  to  education  of  pa- 
tients and  professionals.  Preference 
will  be  given  to  professional  authors 
from  New  Jersey  and  to  out-of-state 
lecturers  who  submit  a suitable 


manuscript  based  on  a presentation 
made  in  New  Jersey. 

ASSIGNMENT  OF  COPYRIGHT 

In  compliance  with  the  Copyright 
Revision  Act  of  1976  (effective  Janu- 
ary 1,  1978),  a transmittal  letter  or 
a separate  statment  accompanying 
material  offered  to  New  Jersey 
Medicine  must  contain  the  follow- 
ing language  and  must  be  signed  by 
all  authors: 

“In  consideration  of  New  Jersey 
Medicine  taking  action  in  reviewing 
and  editing  my  submission,  the 
author(s)  undersigned  hereby  trans- 
fers, assigns,  or  otherwise  conveys 
all  copyright  ownership  to  the  Medi- 
cal Society  of  New  Jersey,  in  the 
event  that  such  work  is  published  in 
New  Jersey  Medicine. 

SPECIFICATIONS 

Submit  two  manuscripts  that 
must  be  typewritten  and  double- 
spaced on  8V2"  by  11"  paper. 
Statistical  methods  used  in  articles 
should  be  identified.  Acknowl- 
edgements will  be  made  only  for 
specific  preparation  of  an  essential 
part  of  the  manuscript. 

Authors  are  asked  to  seek  clarity, 
accuracy,  and  originality;  attention 
to  details  of  grammar,  spelling,  and 
typing  are  important. 

The  title  page  should  include  the 
full  name,  degrees,  and  affiliations  of 
all  authors,  and  the  name  and  ad- 
dress of  the  author  to  whom  reprint 
requests  should  be  sent. 

The  author  should  submit  a 40- 
word  abstract  to  be  used  at  the  be- 
ginning of  the  article. 

Tables  must  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
1 1"  sheets,  with  a title  and  number. 
Symbols  for  units  should  be  con- 
fined to  column  headings,  and  ab- 
breviations, properly  explained, 
should  be  kept  to  a minimum. 

Illustrations  should  be  pro- 
fessional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  Where  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or  publi- 
cation permission,  signed  by  the 
subject  or  responsible  person,  must 
be  included  with  the  photograph. 
Material  taken  from  other  publi- 
cations must  give  credit  to  the 


source;  written  permission  for  re- 
publication from  the  original  pub- 
lisher must  be  submitted.  The  cost 
of  color  photographs  must  be  borne 
by  the  author. 

Generic  names  should  be  used 
with  proprietary  names  indicated 
parenthetically  or  as  a footnote  with 
the  first  use  of  the  generic  name. 
Proprietary  names  of  devices  should 
be  indicated  by  the  registration  sym- 
bol—®. 

The  summary  of  the  article  should 
not  exceed  250  words;  it  should  con- 
tain only  essential  facts. 

References  should  not  exceed  35  ! 
citations  except  in  review  articles, 
and  should  be  cited  consecutively  in 
the  text  by  numbers  in  parentheses 
at  the  end  of  the  sentence.  The  refer- 
ence list  should  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
11"  sheets  in  the  numerical  order  in 
which  they  are  first  cited  in  the  text. 
The  style  of  reference  is  that  of  Index 
Medic  us: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  J Med  Soc  NJ 
74:1050-1052,  1977. 

2.  Dixon  WJ,  Massey  FJ:  Introduc- 
tion to  Statistical  Analysis.  New 
York,  NY,  McGraw-Hill,  1969,  pp. 
42-48. 

PUBLICATION  POLICY 

Receipt  of  each  manuscript  will  be 
acknowledged  and  a copy  delivered 
to  the  Editor  who  refers  the  paper  to 
one  or  more  members  of  the  Edi- 
torial Board.  The  final  decision  is  re-  ; 
served  for  the  Editor.  No  direct  con- 
tact between  the  reviewers  and  the  > 
authors  will  be  permitted,  but 
authors  will  be  informed  of  the  re-  j 
viewers’  comments.  The  publication 
lag  for  original  articles  may  be  six 
months  or  more.  Galley  proofs  will  I 
be  submitted  to  the  author  for  cor- 
rection of  typographical  errors. 

REPRINT  ORDERS 

Reprints  may  be  ordered  after  the 
author  is  notified  that  the  article 
has  been  selected  for  a specific  issue 
of  JMSNJ.  A check  for  the  cost  of 
reprints  including  remake  charge  if 
order  is  received  after  due  date  must 
accompany  the  order. 

COMMUNICATIONS 

All  communications  should  be 
sent  to  the  Editor,  New  Jersey  Medi- 
cine, MSNJ,  2 Princess  Road,  Law- 
renceville,  NJ  08648. 
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Transactions 

1986  House  of  Delegates 


1985  TRANSACTIONS 

At  its  first  session  on  May  1,  1986,  the  House  of  Delegates  approved  the  Transactions  of  the  1985  House  of  Delegates 
as  published  in  the  July  1985  Transactions  of  NEW  JERSEY  MEDICINE. 


ACTION  TO  LIMIT  DEBATE 

At  its  first  session  on  May  1,  1986,  the  House  of  Delegates  agreed,  upon  motion,  that  no  one  may  speak  more 
than  once  on  any  given  subject  except  in  rebuttal  or  by  express  permission  of  the  House,  and  that  floor  time 
in  each  instance  shall  be  limited  to  four  minutes  unless  exception  is  made  by  the  House. 


REPORTS  AND  RESOLUTIONS 

Reports  and  resolutions  and  the  actions,  thereon,  are  included  under  the  Reference  Committee  to  which  they 
were  assigned.  The  House  takes  action  only  on  the  resolved  sections  of  a resolution. 
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Topic 

Aging  Population  in  New  Jersey  

AIDS  

AMA  Delegation  

AMA  Membership  

Annual  Meeting,  Committee  on  

Annual  Meeting  Format/House  of  Delegates  Format, 

Changes  in — Resolution  #9  

Annual  Meeting  of  MSNJ — Resolution  #21  

Bedside  Reagent  Strip  Blood  Glucose  Determination  in  the 

Hospital — Resolution  #44E  

Budget  Plan,  1986  

Capitated  Reimbursement  Systems — Resolution  #41  

Certificate  of  Need  

Chart  Documentation  by  Nurses — Resolution  #4  

Coalition  for  Liability  Tort  Reform — Resolution  #22  

Cost  Containment,  Fairness  in — Resolution  #24  

Credentials  

Dental  Health,  Task  Force  for  Better  

Differential  Professional  Liability  Premiums — Resolution  #35  

DRG  and  PRO  Representation — Resolution  #18  

Election  Process  of  Trustees,  Change  in — Resolution  #27  

Emeritus  Membership  

Emeritus  Membership,  Nominations  for  

End  Discriminatory  Freeze— Resolution  #25  

Executive  Director  

Experience  Rating  of  Class  of  Practice— Resolution  #36  

Federal  Regulatory  Rate  Relief— Resolution  #31  

Fee  Disputes,  Voluntary  Peer  Review  of— Resolution  #19  

Finance  and  Budget  

Foreign  Medical  Graduates,  Equality  in  Testing — 

Resolution  #30  

Formation  of  a Negotiating  Entity 

for  Physicians  

Goracci,  Armando  F„  M.D 

Health  Care  Delivery  

HMO/IPA  Feasibility  Committee,  State  

HMO  Seminars  

Hospital  Preadmission  Review/Certification  

Impaired  Physicians,  Committee  on  

Insanity  Defense  

Interim  Meeting  of  MSNJ’s  House  of  Delegates — Resolution  #13  . 

IPA  

Judicial  Council  

Legislation,  Council  on  

Long-Range  Planning  and  Development,  Committee  on  

Mammography  Screening  by  Third-Party  Payers, 

Reimbursement  for — Resolution  #10  

Media  Seminar  

Medical  Assistants,  Subcutaneous  Injections,  Venipuncture,  and 

Performance  of  Skin  Tests— Resolution  #29  

Medical  Education  and  Licensure — Resolution  #33  

Medical  Fee  Equity — Resolution  #8  

Medical  Services,  Council  on  

Medical  Society  of  New  Jersey  Senior  Citizens  Forums — 

Resolution  #26  

Medical  Witnesses  

Medicare  Fee  Freeze  

Medicare  Means  Test  for  Medical  Appliances — Resolution  #7  


Reference 

Committee  Page 

“E”  60 

“E”  60 

“A”  8 

“B”  20 

“B”  24 

“B”  29 

“B”  30 

“E”  64 

“A”  8 

“C”  38 

“A"  6 

“D”  54 

“D”  55 

“D”  56 

“B”  20 

“E”  60 

“C”  36 

“C”  35 

“A”  16 

“B”  26 

“B”  26 

“D”  56 

“A"  9 

“C”  36 

“D”  58 

“A”  14 

“B”  22 

“D”  57 

“A”  14 

5 

“A”  6 

“D”  53 

“C”  31 

“C”  32 

“A”  12 

“E”  59 

“B”  29 

“A”  9 

“A”  7 

“D”  40 

“A”  10 

“E”  61 

“D”  51 

“D”  57 

“D”  58 

“C”  34 

“C”  31 

“A”  15 

“C”  32 

“A”  8 

“C”  34 
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Reference 

Committee 


Page 


Topic 

Medicare  or  Any  Third-Party  Assignment  as  a Condition  of 

State  Licensure — Resolution  #39  “D” 

Medicare  Reimbursement— Resolution  #6  “C” 

Membership  “B” 

Membership  Directory  “B” 

Membership  in  a Professional  Society  as  Requirement  for 

Hospital  Privileges — Resolution  *37  “C” 

Membership  Recruitment  “A” 

Mental  Health,  Council  on  “E” 

Negotiating  Entity  for  Physicians,  Formation  of— 

Resolution  * 14  “A” 

New  Jersey  Federation  of  Physicians  and  Dentists — 

Resolution  #32  “A” 

Nominating  Committee  “A" 

Nonpatient  Care,  Publicizing  Costs  of  “D” 

Organ  Procurement  for  Transplantation — Resolution  *1  “E” 

Prescriptions — Resolution  #3  “D” 

President  and  Chairman  of  the  Board  of  Trustees  “A” 

Prior  Approval  for  Admission  and/or  Procedures  for  Patients  “C” 

PRO  “A” 

PRO  Appeals,  Scheduling  of  “C” 

PRO/URO  Attestation — Resolution  #42  “C” 

Professional  Liability  Claims  without  Merit — Resolution  #2  “C” 

Prudential  Insurance  Company’s  Methods  of  Medicare 

Reimbursement,  Investigation  of— Resolution  *11  “C” 

Public  Health,  Council  on  “E” 

Public  Relations,  Council  on  “D” 

Quality  of  Care  “A" 

Quality  of  Care  in  New  Jersey  Hospitals 

—Resolution  *45E  “C” 


Reference  Committees: 

“A"  

“B”  

“C”  

“D”  

“E”  


Regional  Independent  Practice  Associations — Resolution  #40  “C” 

Relative  Value  Guidelines,  Development  of  “C” 

Resident  Seating  in  the  House  of 

Delegates  

Resolutions: 

* 1 “E” 

* 2 “C" 

* 3 “D” 

* 4 “D” 

* 5 “C” 

* 6 “C” 

* 7 “C” 

* 8 “C” 

* 9 “B” 

*10  “E” 

*11  “C” 

#12  “E” 

*13  “B” 

#14  “A” 

*15  “E” 

*16  “E” 

*17  “E” 

*18  “C” 

*19  “A” 

*20  “A” 

*21  “B” 

*22  "D” 


58 

33 

19 

20 

37 

9 

59 

14 

17 

10 

54 

61 

54 

6 

32 

6 

32 

38 

33 

35 

60 

51 

13 

39 

6 

19 

31 

40 

59 

37 

31 

5 

61 

33 

54 

54 

33 

33 

34 

34 

29 

61 

35 

62 

29 

14 

62 

63 

63 

35 

14 

15 

30 

55 
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Topic 

*23  

*24  

*25  

*26  1 

*27  

*28  

*29  

*30  

*31  

*32  

*33  

*34  

*35  

*36  

*37  

*38  

*39  

*40  

*41  

*42  

*43  

*44E 

*45E  

Secretaiy  

Settlement  of  Disputes  within  the  Organization  of  the 

Medical  Society  of  New  Jersey— Resolution  *20  

Smoking  in  Hospitals— Resolution  *12  

Smoking  Videotape,  Anti-  

State  HMO/IPA  Feasibility  Committee  

Student  Representation  on  Board  of  Trustees— Resolution  *34  .... 

Subluxation — Resolution  *5  

Task  Force  on  Negotiations— Resolution  *28  

Tort  Reform  

Tort  Reform— Resolution  *23  

Treasurer  

Uniform  Preadmission  Certificate  Guidelines — Resolution  *43  

Unifying  Membership  in  the  AMA,  MSNJ,  and  County  Medical 

Societies — Resolution  *38  

Union  Movement  

Veterans  Administration  Pilot  Project — Resolution  *16  

Veterans  Administration  Services — Resolution  *15  

Veterans’  Care— Resolution  *17  

Voluntary  Peer  Review  of  Fee  Disputes — Resolution  *19  

Windfall  Profits,  Prevention  of  


Reference 

Committee  Page 

“D”  55 

“D”  56 

“D”  56 

“A”  15 

“A”  16 

“A”  16 

“D”  57 

“D”  57 

“D”  58 

“A”  17 

“D”  58 

“A”  17 

“C”  36 

“C”  36 

“C”  37 

“B”  30 

“D”  58 

“C”  37 

“C”  38 

“C”  38 

“A”  18 

“E”  64 

“C”  39 

“B”  19 

“A”  15 

“E”  62 

“E”  60 

“D”  53 

“A”  17 

“C”  33 

“A”  16 

“A”  6 

“D”  55 

“B”  21 

“A”  18 

“B”  30 

“A”  9 

“E”  63 

“E”  62 

“E”  63 

“A”  14 

“C”  31 
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Memorial  Resolution 


Armando  F.  Goracci,  m.d.,  1916-1986 


Whereas,  the  Almighty  has  chosen  to  call  from  us  His 
loyal  servant,  Armando  F.  Goracci,  M.D.;  and 
Whereas,  as  a Fellow,  Officer,  and  AMA  Alternate  Del- 
egate of  the  Medical  Society  of  New  Jersey,  Doctor 
Goracci  served  the  members  of  this  Society  and  the 
people  of  New  Jersey;  and 
Whereas,  by  his  example  he  demonstrated  attri- 
butes of  a humanitarian,  and  a concerned  and  caring 
physician,  husband,  and  father;  now  therefore  be  it 


Resolved,  that  the  Medical  Society  of  New  Jersey 
expresses  its  profound  sorrow  at  the  death  of  Doctor 
Goracci,  and  extends  its  sympathy  to  his  beloved  fam- 
ily; and  be  it  further 

Resolved,  that  this  Resolution  be  spread  upon  the 
minutes  of  this  meeting  and  a copy,  suitably  prepared, 
be  presented  to  his  bereaved  family  in  heartfelt  sym- 
pathy. 

Received  by  the  House  with  sorrowful  concurrence. 


Specialty  Society  Representation: 
Board  of  Trustees 


Ralph  J.  Fioretti,  m.d.,  chairman,  rochelle  park 

Resident  Seating  in  the  House  of  Delegates.  A peti- 
tion for  seating  in  the  Medical  Society  of  New  Jersey 
House  of  Delegates  was  received  from  the  Medical  So- 
ciety of  New  Jersey  Resident  Association.  As  of  March 
15,  1986,  resident  membership  in  the  Society  was  206, 
with  an  expected  membership  of  more  than  220  by 
April  30,  1986.  Applying  the  criteria  established  in  the 
Bylaws,  the  following  recommendation  is  submitted  by 


the  Board  of  Trustees: 

RECOMMENDATION:  That  the  Medical  Society  oi 
New  Jersey  Resident  Association  be  granted  represen- 
tation in  the  House  of  Delegates. 

At  the  first  session,  the  House  of  Delegates  acted 
as  a committee  and  granted  representation  in  the 
House  of  Delegates  to  the  Medical  Society  of  New 
Jersey  Resident  Association. 
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Reference  Committee  “A” 


Reports:  PRESIDENT  AND  CHAIRMAN  OF  THE 
BOARD  OF  TRUSTEES 
JUDICIAL  COUNCIL 
AMA  DELEGATION 
EXECUTIVE  DIRECTOR 
COMMITTEE  ON  LONG-RANGE  PLANNING 
AND  DEVELOPMENT 
COMMITTEE  ON  IMPAIRED  PHYSICIANS 
BOARD  OF  TRUSTEES’  ITEM 
RESOLUTIONS  *14,  *19,  *20,  *26,  *27,  *28, 
*32,  *34,  *43 


Members: 

Joseph  N.  Micale,  M.D.,  Chairman,  Hudson 
Christopher  T.  Reilly,  M.D.,  Bergen 
Leticia  V.  deCastro,  M.D.,  Middlesex 
Michael  R.  Ramundo,  M.D.,  Passaic 
Mark  T.  Olesnicky,  M.D.,  Essex 
Harold  R.  Reeve,  M.D.,  Alternate,  Burlingtor 


President  and 

Chairman  of  the  Board  of  Trustees 


Ralph  J.  Fioretti,  m.d.,  rochelle  park 

(Reference  Committee  “A”) 

This  past  year  has  seen  major  efforts  on  the  part  of 
the  membership  bringing  the  message  of  the  quality 
of  care  to  the  senior  citizens.  Our  Task  Force  Coalition 
with  Senior  Citizens  has  worked  very  hard  to  stimulate 
members  to  become  involved.  Some  counties  have 
done  a great  deal;  others  have  done  very  little.  The 
message  of  the  rationing  of  health  care  also  has  been 
heard.  We  cite  the  statistics  of  the  federal  govern- 
ment— witness  the  report  of  the  Heinz  Committee  on 
Aging  with  all  the  horror  stories.  The  media  has  taken 
up  the  cry  of  cost  versus  quality.  The  Task  Force,  under 
the  capable  leadership  of  A.  Ralph  Kristeller,  M.D.,  has 
accomplished  a great  deal  and  more  needs  to  be  done. 

The  PRO,  As  a result  of  our  position  on  inap- 
propriate criteria  and  quality  of  care,  the  PRO  has 
written  a memorandum  to  hospitals  to  stop  pressuring 
and  coercing  physicians  into  inappropriate  dis- 
charges. Yet,  this  same  PRO  was  the  orginator  of  the 
pressure  on  hospitals.  We  are  confident  that  we  have 
started  to  build  a real  coalition  between  the  senior 
citizens  and  the  Medical  Society.  We  have  pointed  out 
many  of  the  inadequacies  of  the  PRO  criteria 

Political  Action.  There  is  an  awareness  by  members 
to  be  more  involved  in  the  political  process.  We  have 
played  a greater  role  in  the  election  of  members  of  the 
Assembly.  By  the  time  this  is  read,  hopefully,  the 
climate  at  the  Health  Department  will  have  changed, 
with  the  Medical  Society  having  a greater  input  into 
the  system. 

Tort  Reform.  In  this  area  we  have  the  14  points  as 
listed  by  the  Commissioner  of  Insurance.  Changes  will 
occur,  not  because  we  need  relief  from  the  high  cost 
of  malpractice  insurance,  but  because  liability  in- 
surance now  affects  all  segments  of  the  economy,  and 
we  will  be  the  catalysts  for  change.  It  should  not  be 
doctors  against  attorneys,  but  people  for  reform.  The 
California  case  which  put  a cap  on  awards  for  pain  and 
suffering  has  set  the  tone  for  the  future.  The  federal 
government  is  encouraging  the  states  to  change  tort 
laws. 


Health  Care  Delivery.  The  power  has  shifted  from 
the  doctors  and  hospitals  to  the  purchasers  of  health 
care.  Of  these,  corporate  America  and  the  federal  gov- 
ernment are  the  biggest.  They  both  are  in  serious  eco- 
nomic trouble.  Therefore,  they  look  to  buy  the  cheapest 
health  care  package  at  wholesale  prices.  Hence,  the 
proliferation  of  HMOs  and  PPOs.  We  cannot  sit  idly  by 
and  wring  our  hands  in  despair.  We  must  do  as  busi- 
ness does.  The  providers  of  health  care,  the  physicians  | 
and  hospitals,  must  work  together.  There  is  an  over- 
supply of  hospital  beds  and,  shortly,  there  will  be  a glut 
of  physicians.  To  survive,  therefore,  hospitals  and 
physicians  immediately  must  pursue  all  efforts  to  be- 
come involved  in  joint  ventures:  home  care;  labora- 
tories; cardiac  rehabilitation;  and  surgicenters.  This 
window  of  opportunity  for  the  hospital  and  physician 
will  last  only  for  a short  period.  If  it  is  not  undertaken 
together,  it  will  be  done  by  entrepreneurs  who  are  wait- 
ing to  fill  the  vacuum.  For  the  physician,  in  particular, 
this  opportunity  will  be  short-lived  due  to  the  over- 
supply of  doctors  almost  everywhere.  As  this  supply  of 
physicians  grows,  federal  and  state  governments  and 
hospitals  will  gain  the  upper  hand  in  any  negotiations. 

In  the  areas  of  HMO  and  joint  ventures,  we  have  held 
three  meetings— in  northern  New  Jersey,  in  Law- 
renceville,  and  in  Cherry  Hill— to  enlighten  the  mem- 
bership on  the  pros  and  cons  of  the  various  options 
under  HMOs  and  the  legal  implications  to  the  physi- 
cians. It  is  projected  that  30  percent  of  the  population 
will  be  enrolled  in  an  HMO  by  1990. 

Certificate  of  Need.  We  feel  we  will  prevail  in  prevent- 
ing this  legislation  from  being  extended  to  physicians. 
The  certificate  of  need  process  soon  will  be  abandoned 
by  Congress  who  no  longer  will  support  this  concept, 
since  regulations  concerning  capital,  graduate  medical 
education,  and  all  other  components  will  take  over  and 
there  no  longer  will  be  a need  for  the  regulated  plan- 
ning system  since  hospitals  will  have  limited  capacity 
to  engage  in  capital  projects. 

There  is  better  understanding  and  communication 
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between  the  Medical  Society  and  the  Board  of  Medical 
Examiners.  This  is  due  in  great  part  to  the  leadership 
of  Edward  W.  Luka  M.D. 

It  has  seemed  that  this  is  the  year  “Pearl  Harbor”  hit 
the  health  care  delivery  system.  I would  like  to  express 
my  sincere  appreciation  to  all  of  you  who  have  stood 
on  the  firing  line  as  we  fought  off  the  constant  attacks 
on  our  profession  and  the  delivery  of  medical  care  to 
our  patients.  I especially  thank  the  Board  of  Trustees, 
various  members  of  the  councils  and  committees,  and 
all  those  who  so  unselfishly  work  for  our  Society  all 
year  long.  These  efforts,  together  with  those  of  our 
diligent  competent  staff,  are  for  the  most  part  un- 


recognized and  unrewarded.  But  such  dedication  is 
absolutely  essential  to  our  survival. 

On  behalf  of  all  the  doctors  in  the  Medical  Society 
of  New  Jersey  and  for  me,  personally,  my  humble  and 
heartfelt  thanks  to  all  of  you. 

The  Reference  Committee  noted  that  in  the  item, 
“Health  Care  Delivery,”  regarding  hospital/physician 
relations,  especially  pertaining  to  joint  ventures,  it  was 
stressed  that  the  interests  of  the  hospitals  do  not 
always  reflect  the  best  interests  of  physicians. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 


Judicial  Council 


Frederick  W.  Durham,  m.d..  chairman,  haddonfeeld 


(Reference  Committee  “A”) 

The  files  of  the  Judicial  Council  continue  to  reflect 
overall  efficiency  in  the  statewide  operation  of  the  ju- 
dicial mechanism. 

The  Council  thanks  the  judicial  committees  of  the 
component  societies  for  their  efficiency  of  operation 
and  for  their  conscientiousness  in  regularly  reporting 
all  cases  accepted  for  adjudication  at  the  local  level  and 
the  dispositions  made  of  them. 

The  Council  recognizes  that  some  judicial  commit- 
tees further  can  improve  their  functioning.  As  phy- 
sicians, you  are  likely  to  be  grappling  with  a broad 
range  of  unprecedented  ethical  dilemmas  that  may 
result  from  revolutionary  developments  on  two  fronts 
of  American  medicine — the  explosive  growth  of  scien- 
tific technology  and  the  rapid  transformation  of  the 
socioeconomic  organization  of  health  care. 

The  Council  is  aware  of  the  problems  in  evaluating 
the  proper  balance  between  ethical  considerations  and 
competing  societal  values  and  is  striving — and  will 
continue  to  strive — to  revise  and  to  devise  procedures, 
as  necessaiy,  to  deal  with  all  complaints  promptly  and 
effectively. 
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From  official  findings,  the  Judicial  Council  here 
presents  a summary  of  its  operations  and  those  of 


county  judicial  committees  for  the  period  May  1985 
through  March  1986. 

BY  JUDICIAL  COMMITTEES 

Complaints  reported  as  disposed  of  77 

Alleging: 

Dissatisfaction  concerning  fees  40 

Dissatisfaction  concerning  medical  procedures  ..  17 

Unprofessional  conduct  1 1 

Dissatisfaction  concerning  professional  ethics  9 

BY  JUDICIAL  COUNCIL 

Meetings  held  2 

Official  communications  acted  upon  150 

Appeal  hearings  requested  1 

Appeal  hearings  granted  0 


The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 
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Karl  T.  Franzoni,  m.d.,  chairman,  trenton 

(Reference  Committee  "A”) 

I am  pleased  to  have  the  opportunity  to  report  on  the 
AMA  Delegation  activities.  1 was  elected  chairman  at 
the  recent  Interim  Meeting;  Frank  Y.  Watson,  M.D.,  is 
the  new  vice-chairman. 

There  is  no  denial  that  these  are  stressful  times  for 
organized  medicine.  We  are  under  siege  by  forces  on 
all  sides.  Challenges  seem  all  too  numerous — but  times 
of  challenge  offer  opportunities  for  negotiation  and 
innovative  change. 

Problems  are  never  solvable  in  a “vacuum.”  The 
“players”  in  the  health  care  scenario,  i.e.  physicians, 
patients,  government,  hospitals,  and  third-party  pro- 
viders, must  develop  and  sustain  communication 
channels.  It  is  unlikely,  and  indeed  unrealistic,  to  ex- 
pect any  of  the  “players”  to  accomplish  all  they  desire 
on  all  occasions. 

We  must  resist  the  seemingly  pervasive  pessimistic 
attitude  afield  at  the  present  time  concerning  the  fu- 
ture prospects  for  our  profession.  Our  main  concern 
must  be  directed  to  the  maintenance  of  high-quality, 
individualized,  compassionate  medical  care,  entwined 
inseparably  with  the  physician-patient  relationship. 
Practice  environment  and  reimbursement  methods 
are  and  should  remain  secondary  considerations. 

The  members  of  your  AMA  Delegation  are  dedicated 
and  articulate  spokespersons.  They  are  highly  desirous 
of  analyzing  your  concerns  and  presenting  them  to  the 
national  forum  which  the  AMA  House  of  Delegates 
represents.  We  are  available  to  serve  these  needs. 
Please  avail  yourselves  of  our  services. 

Major  issues  recently  addressed  by  the  AMA  include: 

1.  Medicare  Fee  Freeze — Persistent  resistance  to 
this  onerous  and  discriminatory  government  action  is 
necessary.  We  must  participate  in  the  education  of  the 
public  as  to  the  deleterious  effect  on  accessibility  and 
quality  of  care. 

2.  Professional  Liability— This  area  is  being  recog- 
nized increasingly  as  a broad  societal  problem. 
Emphasize  need  for  legislative  and  judicial  change. 
Supporting  enhanced  risk  control/quality  assurance 
activities  is  required. 

3.  Public  Awareness — Our  profession  actively  must 
seek  broader  public  support  for  our  proposals:  we 
should  develop  coalitions  with  the  public  we  serve. 

4.  AIDS — As  of  October  1985,  14,000  cases  have 
been  reported  in  the  United  States.  This  disease  has 
the  potential  of  becoming  the  major  lethal  pandemic 
of  this  century. 

5.  1986  Budget  Plan — The  AMA  House  approved 
1986  fiscal  year  Budget  and  Plan  based  upon  operat- 
ing revenues  of  $139.5  million  and  operating  expenses 
of  $135.9  million.  Seven  areas  of  emphasis  and  major 
initiatives  are:  preserving  the  highest  standards  of 
quality  of  care  for  the  American  public:  helping  phy- 


sicians respond  to  changing  practice  environment;  re- 
vitalizing the  AMA's  membership  growth;  enhancing 
the  AMA’s  health  policy  development  process;  expand- 
ing the  collection,  analysis,  and  dissemination  of  infor- 
mation related  to  medical  practice  concerns;  securing! 
the  AMA’s  future;  and  strengthening  relationships 
within  the  medical  community. 

6.  Funding  of  Graduate  Medical  Education — Wei 
must  emphasize  the  need  to  find  resources  to  sustain 
this  activity;  it  is  vital  to  overall  quality  of  patient  care. 

7.  Tobacco — We  recommended  a total  ban  on 
advertising  and  support  progression  to  the  concept  of 
a smokeless  society  by  the  year  2000. 

8.  Boxing — We  actively  seek  abolishment  of  this 
sport  at  all  levels— amateur  and  professional. 

These  are  dynamic,  constantly  changing  times. 
Major  issues  impacting  upon  our  profession  are  in  a 
state  of  flux  and  turmoil.  New  considerations  and  pro- 
spective developments  require  flexibility  and  the  abili- 
ty to  modify  previous  understanding  concerning  rec- 
ommended solutions.  Faith  and  confidence  in  your 
elected  representatives  is  a prerequisite  required  from 
all  MSNJ  members. 

The  MSNJ  Board  of  Trustees,  the  Committee  on 
Long-Range  Planning  and  Development,  and  the  AMA 
Delegation  currently  are  investigating  methods  for  im- 
proved function  and  accountability  by  the  Delegation. 

Areas  for  development  include:  qualification  for  and 
method  of  selection  of  Delegation  members;  selection 
and  grooming  of  candidates  for  national  office;  and 
performance  expectations  by  Delegation  members.  You 
will  be  informed  as  development  progresses. 

Your  Delegation  members  took  advantage  of  the  re- 
cent Interim  Meeting  in  Washington,  D.C.,  to  visit  their 
individual  congressmen  and  senators  on  Capitol  Hill,  k 
Governmental  and  legislative  measures  impacting 
upon  our  profession  were  aired  and  seeds  were  sown 
for  improved  liaison. 

The  Medical  Society  of  New  Jersey  should  provide 
serious  consideration  for  adoption  of  the  concept  of 
unified  membership,  i.e.  county,  state,  and  AMA  for  all 
physicians.  This  action  would  strengthen  im- 
measurably the  voice  and  credibility  of  organized 
medicine. 

In  the  Reference  Committee  meeting  there  was  con- 
siderable discussion  concerning  the  last  paragraph  of 
this  report  on  unified  membership,  but  since  this  topic 
will  be  considered  in  Reference  Committee  “B”  under 
Resolution  #38  (Unifying  Membership  in  the  AMA  the 
Medical  Society  of  New  Jersey,  and  County  Medical 
Societies),  no  action  was  suggested. 

The  Reference  Committee  recommends  that  the  re-  ; 
port  be  filed. 

HOUSE  ACTION:  Filed. 
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Executive  Director 

Vincent  A.  Maressa,  lawrenceville 

Reference  Committee  "A”) 

Federal  budget  issues,  the  Medicare  fee  freeze,  and 
he  exploding  market  force  of  alternate  delivery  sys- 
ems  continue  to  beleaguer  the  medical  profession. 

On  the  state  level,  we  are  faced  with  major  legislative 
ssues:  a medical  fee  schedule  under  no-fault,  tort  re- 
brm,  certificate  of  need  for  physicians,  a shrinking 
lospital  system,  a $60+  million  deficit  in  the  Malprac- 
:ice  Reinsurance  Association,  expansion  of  Medicaid 
to  the  working  poor,  and  a realistic  Medicaid  fee  sched- 
ule. 

While  membership  recruitment  has  shown  a 
favorable  and  consistent  volume,  retention  of  members 
:ontinues  to  deteriorate.  A factor  that  may  be  influenc- 
ing this  result  is  the  Society  requirement  for  continu- 
ing medical  education.  This  barrier  should  become  less 
^significant,  however,  since  one  of  the  recommen- 
dations of  the  Insurance  Commissioner’s  Task  Force 
an  Professional  Liability  was  that  continuing  medical 
education  be  made  a mandatory  licensing  require- 
ment. The  State  Board  currently  is  preparing  the 
necessary  studies  and  regulations. 

In  an  effort  to  respond  to  the  market  manipulation 
potential  of  HMOs,  MSNJ  is  seeking  legislation  that 
would  require  all  medically  necessaiy  services  to  be 
recognized  for  reimbursement  whether  the  physician 
is  an  HMO  panel  member  or  not.  As  a collateral 
response,  the  physician  community  has  become  in- 
volved in  two  types  of  organizations,  which  I believe 
will  be  nonproductive  and  simply  increase  frustration 
over  the  HMO  issue. 

The  first  of  these  is  the  union  movement.  The  only 
sound  reason  to  unionize  is  to  collectively  bargain. 
Under  present  laws,  you  may  not  collectively  bargain 
unless  you  are  nonmanagerial  employees  of  a common 
employer.  There  are  very  few  occasions  where  that 
criteria  will  be  met.  I am  unaware  of  any  such  situ- 
ations in  New  Jersey  except  for  resident-physicians. 

The  second  area  of  futility,  in  my  opinion,  is  the  IPA. 
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There  are  no  IPAs  in  New  Jersey  of  an  exclusive  nature; 
therefore  the  doctor  may  join  as  many  IPAs  as  he  or 
she  wishes.  Further,  the  HMO  is  not  necessarily  con- 
strained to  contract  with  any  given  IPA.  What  HMOs 
have  done  is  to  contract  with  the  IPA  of  their  choice, 
or  physicians  individually,  or  with  an  IPA  created  and 
controlled  by  the  HMO. 

I believe  the  only  course  to  have  a meaningful  impact 
on  the  HMO  market  in  New  Jersey  is  to  create  an  HMO- 
IPA;  even  then,  federal  and  state  antitrust  laws  will 
dictate  a very  careful  review  of  market  share,  measured 
against  the  available  physician  supply  in  the  market. 

My  final  comments  are  directed  to  the  issue  of  con- 
tracting. Do  not  be  afraid  of  it;  do  not  rush  into  it.  Seek 
competent  assistance.  Fully  evaluate  the  proposal  and 
use  the  contracting  checklist  provided  to  you  by  the 
Medical  Society  of  New  Jersey.  As  you  work  your  way 
through  the  evaluation  of  a contract,  keep  two  ques- 
tions before  you: 

1.  Does  this  contract  allow  me  to  practice  medicine 
in  accordance  with  my  professional  standards  and  the 
accepted  standards  of  practice  in  this  community? 

2.  Is  the  reimbursement  provided  reasonable  com- 
pensation for  my  time  and  services? 

If  the  answer  to  either  question  is  “no,”  you  should 
seek  a modification.  If  you  cannot  reach  an  acceptable 
compromise— do  not  sign.  If  on  the  other  hand,  your 
analysis  leads  you  to  answer  both  questions  “yes,”  then 
you  should  seriously  consider  signing  the  agreement. 

If  the  terms  are  correct,  there  is  nothing  un- 
professional, unethical,  or  demeaning  in  contracting  to 
provide  professional  services. 

It  has  been  and  continues  to  be  a satisfying  and 
rewarding  experience  to  serve  as  the  chief  operating 
officer  of  the  Medical  Society  of  New  Jersey. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 
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Committee  on  Long-Range  Planning 
and  Development 


Bernard  Robins,  m.d.,  chairman,  Springfield 

(Reference  Committee  “A”) 

Nominating  Committee.  At  the  request  of  the  AMA 

Delegation  and  the  Board  of  Trustees,  we  conducted 
a study  along  with  the  Committee  on  Revision  of  Con- 
stitution and  Bylaws  on  whether  the  Nominating  Com- 
mittee procedure  related  to  the  AMA  Delegation  should 
be  enhanced.  In  reviewing  materials  and  listening  to 
testimony,  we  reached  the  conclusion  that  a subcom- 
mittee should  be  appointed  to  review  the  concept  of 
the  Nominating  Committee  and  to  develop  recommen- 
dations to  be  considered  by  the  Committee  on  Revision 
of  Constitution  and  Bylaws  and  the  Committee  on 
Long-Range  Planning  and  Development.  The  subcom- 
mittee will  meet  on  Februaiy  26,  1986. 

Regionalized  Services  Membership  Recruitment 
and  Retention.  On  January  29,  1986,  we  conducted 


a meeting  with  the  Governing  Council  of  the  Hospital 
Medical  Staff  Section,  and  the  presidents  and  ex- 
ecutive directors  of  component  societies  to  discuss  the 
future  of  organized  medicine  and  the  structure  neces- 
sary to  deliver  vital  services  to  our  membership.  We 
have  asked  all  component  societies  to  engage  in  active 
recruitment  of  members  by  personal  contact.  Doctor 
Churchill  L.  Blakey  of  Gloucester  County  will  consider 
developing  a shared-services  model  for  Gloucester, 
Cumberland,  and  Salem  counties.  The  Committee  will 
continue  its  research  and  consideration  into  this  area 
for  the  next  several  months. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 


Supplemental  Report  # 1 : Committee  on 
Long-Range  Planning  and  Development 


Bernard  Robins,  m.d.,  chairman,  union 

(Reference  Committee  “A”) 

The  Committee  on  Long-Range  Planning  and  De- 
velopment conducted  an  extensive  study  with  the 
Committee  on  Revision  of  Constitution  and  Bylaws 
regarding  the  Society's  nominating  and  election 
procedure.  We  filed  our  report  with  the  Board  of 
Trustees.  The  Board’s  actions  on  our  various  rec- 
ommendations are  detailed  in  the  following  material: 

NOMINATING  COMMITTEE 

Jurisdiction  of  the  Nominating  Committee.  We  con- 
cluded that  rather  than  have  the  House  elect  a given 
number  of  members  to  a committee  or  council,  and  the 
President  appoint  a discretionary  number,  all  mem- 
bers should  be  appointed  by  the  President,  with  the 
concurrence  of  the  Executive  Committee. 

Our  reasons  were  that  we  wished  the  Nominating 
Committee  to  concentrate  on  the  elected  positions  of 
trustees,  officers,  judicial  councilors,  and  AMA  del- 
egates and  alternates.  The  Board  did  not  agree  and  the 
recommendation  was  not  adopted. 

Selection  of  Candidates.  The  Board  of  Trustees  ap- 
proved our  suggestion  that  the  opportunity  should  be 
available  for  anyone  from  the  general  membership  to 
be  considered  by  the  Committee.  Therefore,  names 
may  be  placed  before  the  Committee  by  nominating 
delegates,  county  societies,  or  active  members  of  the 
Society. 

Interviewing  of  Candidates.  We  recommended  to  the 
Board  that  candidates  for  the  positions  of  officers. 


trustees,  judicial  councilors,  and  AMA  delegates  and 
alternates  should  be  interviewed  by  the  Nominating 
Committee  before  it  selects  its  ballot.  We  realize  this 
will  require  two  or  three  meetings  of  the  Nominating 
Committee.  This  function,  however,  is  vital  to  develop- 
ment and  maintenance  of  strong  leadership  for  the 
Society.  The  extra  work  will  produce  recognized  ben-  j 
efits.  The  Board  of  Trustees  agreed  with  us  and  this 
method  will  be  used  for  the  1987  elections. 

Composition  and  Size  of  the  Nominating  Commit- 
tee. Traditionally,  a nominating  committee  consists  of 
three  to  five  members.  We  recognize  that  there  are 
serious  limitations  to  our  present  system.  The  Nomi-  i! 
nating  Committee  is  large.  It  does  not  openly  solicit 
candidates  from  the  grass  roots.  It  has  no  formal  dis- 
cussions as  an  entity  with  the  Board,  any  of  the  So- 
ciety’s councils  or  committees,  any  of  the  specialty  so- 
cieties, the  Hospital  Medical  Staff  Section,  or,  most 
importantly,  the  county  societies.  After  extensive  dis- 
cussion, we  developed  a format  that  we  believed  would 
produce  a system  that  is  even  better  than  the  one  we 
presently  enjoy.  The  following  two  recommendations 
were  submitted  to  the  Board  of  Trustees:  1)  That  the 
Nominating  Committee  shall  consist  of  seven  mem-  |i 
bers:  Immediate  Past-President  of  the  Society,  who  will 
serve  as  chairman;  one  member  elected  by  and  from 
the  Board  of  Trustees;  and  one  member  from  each  of 
the  five  judicial  districts;  and  2)  That  each  year,  on  an 
alphabetically  rotating  basis,  one  county  in  each  ju- 
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dicial  district  shall  have  the  elective  right  to  select  the 
nominating  committee  member.  At  the  annual  busi- 
ness meeting  of  the  designated  county,  a slate  of  two 
or  three  candidates  for  the  Nominating  Committee 
position  will  be  drawn  from  the  floor.  The  names  of  the 
candidates  will  be  placed  on  a ballot  to  be  submitted 
to  each  member  of  the  designated  county.  The  Medical 
Society  of  New  Jersey  will  be  responsible  for  printing, 
mailing,  and  tabulating  the  ballots.  The  candidate  re- 
ceiving the  most  votes  will  be  the  elected  nominating 
delegate. 

The  Board  voted  to  reject  the  recommendations  and 
to  preserve  the  current  structure  of  the  Nominating 
Committee. 

AMA  DELEGATION 

The  chairman  and  vice-chairman  of  the  AMA  del- 
egation are  elected  by  the  delegation  to  two-year  terms. 
This  custom  is  not  consistent  with  the  procedure  in 
our  Bylaws  for  administrative  councils  and  commit- 
tees. We  feel  that  a more  direct  accounting  by  the  del- 
egation to  the  Board  and  a better  understanding  of 
national  events  will  be  achieved  by  having  the  chair- 
man and  vice-chairman  appointed  annually  by  the 
President,  with  the  concurrence  of  the  Executive  Com- 
mittee. No  one  could  serve  in  either  post  more  than  six 
years. 

The  Board  adopted  our  suggestion,  and  it  will  be 
phased  in,  when  appropriate,  to  avoid  any  disruption 
in  delegation  function. 

SUBSTITUTE  RESOLUTION  * 5 (1985  HOUSE 
OF  DELEGATES) 

Substitute  Resolution  #5,  introduced  by  the  Hospi- 
tal Medical  Staff  Section,  called  for  the  Committee  on 
Long-Range  Planning  and  Development  to  consider 
methods  to  improve  representation  of  all  members  of 
the  Medical  Society  of  New  Jersey,  taking  into  con- 
sideration population  densities  and  practice  patterns. 

At  the  October  23,  1985,  meeting,  the  Committee 
discussed  a number  of  relevant  issues,  including:  re- 
tention and  recruitment  of  members;  dissemination  of 
information;  regionalization  of  services;  and  hospital 
medical  staff  representation  at  the  county  level.  The 
Committee  felt  the  opinions  of  the  Hospital  Medical 
Staff  Section  and  the  county  societies  on  the  issues 
should  be  taken  into  consideration  before  reaching  a 
conclusion  on  the  Resolution. 

Therefore,  to  assist  the  Committee  in  developing  a 
response,  Ralph  J.  Fioretti,  M.D.,  President,  was  asked 
to  call  a joint  conference  with  the  Committee  on  Long- 
Range  Planning  and  Development,  representatives  of 
the  AMA-Hospital  Medical  Staff  Section-MSNJ,  and 
representatives  of  the  county  medical  societies,  for  the 
purpose  of  providing  a forum  for  the  groups  to  com- 
ment on  the  issues,  identify  problems,  and  make  sug- 
gestions. 

The  Joint  Conference  on  Regionalized  Society  Ser- 
vices was  held  in  Lawrenceville,  on  January  29,  1986, 
and  generated  a number  of  ideas  and  views. 
Represenatives  from  only  nine  counties  attended  the 
Conference.  Subsequently,  a questionnaire  was  sent  by 


Doctor  Fioretti  to  those  counties  who  were  not  rep- 
resented, regarding  services  expected  by  members  at 
the  county  and  state  level.  Only  two  responses  to  the 
questionnaire  were  received. 

After  considering  the  report  of  the  Joint  Conference 
on  Regionalized  Society  Services  and  the  responses  to 
the  President’s  questionnaire,  the  Committee  voted  to 
submit  the  following  suggestions  as  methods  for  im- 
proving representation  of  all  members  of  the  Medical 
Society  of  New  Jersey: 

1.  Efforts  should  be  made  to  streamline  and  ex- 
pedite the  application  process  for  new  members.  It  was 
felt  that  requiring  physicians  to  attend  county  medical 
society  meetings  prior  to  election  is  cumbersome  and 
delays  the  process.  Elimination  of  this  requirement 
might  be  considered.  The  personal  interview  is  essen- 
tial; however,  it  was  felt  it  would  be  more  expedient  to 
have  a member  of  the  county  society  conduct  the  inter- 
view at  an  appropriate  hospital  site. 

2.  The  president  of  the  medical  staff  of  each  hospital 
should  be  on  local  councils.  The  hospital  is  the  focal 
point  for  physicians;  county  medical  societies  should 
have  a direct  tie  with  each  hospital  within  the  county. 

3.  An  appropriate  newsletter,  issued  at  the  state 
level,  dealing  with  socioeconomic  issues  should  be  dis- 
tributed to  all  practicing  physicians  in  the  state.  This 
would  serve  to  inform  members  as  well  as  non- 
members of  current  issues  affecting  the  medical  com- 
munity and  make  them  aware  of  the  efforts  and  ac- 
complishments of  the  Medical  Society  of  New  Jersey; 
it  also  might  serve  to  encourage  nonmembers  to  join 
the  Society. 

4.  Recruitment  and  retention  of  members  should  be 
on  a peer-to-peer  basis  and  should  be  structured 
through  the  hospital  medical  staffs.  Active  recruitment 
at  the  hospital  site  should  be  pursued.  Hospitals  are 
recognized  as  the  power  base  of  the  future  and  the 
involvement  of  the  hospital  medical  staffs  and  physi- 
cian-to-physician  contact  at  that  level  is  considered 
essential. 

5.  An  attempt  should  be  made  at  the  state  level  to 
organize  conjoint  services,  especially  in  those  counties 
without  full-time  staffed  offices.  Because  of  budgetary 
and  staff  limitations,  members  in  these  areas  are  not 
always  provided  with  necessary  services  as  quickly  and 
efficiently  as  today’s  environment  requires. 

The  Board  heard  the  Committee’s  suggestions  with 
interest,  and  agreed  to  take  them  under  advisement. 

Because  of  the  differences  in  opinion  between  the 
Committee  on  Long-Range  Planning  and  Development 
and  the  Board  of  Trustees  concerning  item  1(d)  Com- 
position and  Size  of  the  Nominating  Committee,  the 
Reference  Committee  felt  that  the  county  medical  so- 
cieties should  carefully  consider  this  report,  and  if  in 
agreement,  propose  an  appropriate  resolution  for  con- 
sideration by  the  House  of  Delegates  next  year. 

The  Reference  Committee  recommends  that  the 
supplemental  report  be  filed. 

HOUSE  ACTION.  Filed.  Action  on  item  1(d)  Com- 
position and  Size  of  the  Nominating  Committee  was 
postponed  until  the  1987  Annual  Meeting.  The  re- 
maining items  were  accepted. 
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Committee  on  Impaired  Physicians 


Herbert  J.  McBride,  m.d.,  chairman,  toms  river 

(Reference  Committee  “A”) 

The  Impaired  Physicians  Program  of  the  Medical 
Society  of  New  Jersey  has  continued  to  increase  in 
local  acceptance  and  effectiveness  over  the  last  year. 

On  the  national  scene,  we  continue  to  be  recognized 
as  the  outstanding  program  in  the  country. 

1.  The  Seventh  AMA  Meeting  on  the  Impaired 
Physician.  This  meeting,  held  in  Chicago,  provided  a 
showcase  for  the  presentation  of  the  structure  and 
results  of  the  New  Jersey  program.  Both  Dr.  Canavan 
and  Rev.  Reading  played  lead  faculty  roles.  Mrs.  Nancy 
McBride,  our  Auxiliary  representative  to  the  Commit- 
tee, was  asked  by  the  AMA  Planning  Committee  to  lead 
a workshop  for  state  auxiliaries. 

2.  Intake  and  Followup  Forms.  As  the  program  has 
grown,  the  need  for  standardized  forms  for  recordkeep- 
ing has  surfaced;  Rev.  Reading  has  played  a key  role 
in  designing  these  forms.  It  is  interesting  to  note,  that 
as  the  other  states  begin  to  move  into  funded  pro- 
grams with  salaried  full-time  staff,  a great  deal  of 
interest  is  being  shown  in  maintaining  uniformity  of 
records  throughout  the  country.  These  intake  and  fol- 
lowup forms  are  quite  popular  among  the  other  states. 

3.  Treatment  Loan  Fund.  Initially,  we  envisioned  a 
loan  fund  of  $100,000  to  $200,000  to  provide  a self- 
perpetuating  fund  to  assist  our  impaired  colleagues. 

At  this  writing,  we  are  close  to  $50,000  and  growing. 
We  have  outstanding  loans  against  this  balance  in  the 
amount  of  $15,000. 

4.  Auxiliary  Involvement.  The  recent  appointment 
of  Nancy  McBride  as  Auxiliary  representative  is  seen 
as  a positive  move  in  increasing  the  awareness  of  the 
Auxiliary  members  of  the  problem  and  consequences 
of  impairment  in  the  doctor’s  practice  and  home. 

5.  State  Board  of  Medical  Examiners.  Our  increas- 
ing case  load  and  the  consequent  increased  involve- 
ment with  the  State  Board  has  continued  to  foster  an 
air  of  cooperation  with  this  important  group. 

6.  Urine  Monitoring  Program.  The  importance  of 
urine  monitoring  as  a followup  tool  in  the  aftercare  of 
chemically  dependent  physicians  has  led  to  a complete 
revision  of  this  system  to  avoid  embarrassment  to 
improve  confidentiality,  to  assure  proper  identification 
of  specimens,  and  to  reduce  significant  false  positive 
reports. 

7.  Protocols.  An  additional  program  protocol  for 
the  policy  regarding  services  of  the  program  to  family 
members  was  approved  by  the  Board  of  Trustees. 

8.  Intervention  Training  Program.  As  an  import- 
ant service  to  our  Committee  members  and  an  added 
service  to  the  chemical  dependency  treatment  com- 
munity, Rev.  Reading  has  presented  two-day  training 
programs  in  north,  central  and  southern  New  Jersey. 
These  programs  have  the  added  benefit  of  generating 
income  to  support  program  activities. 

9.  Statistical  Report.  Our  activities  best  are  il- 
lustrated by  the  following  statistics  on  the  program 
activities  for  the  last  year: 


STATISTICAL  SUMMARY 
September  7,  1982  to  December  31,  1985 


Caseload 

9/82-12/84  198 

1985  79 


Total 

277 

100.0% 

M.D 

230 

83.1% 

D.O 

27 

9.7 

DVM  

7 

2.5 

Student  

4 

1.4 

Other  

9 

3.3 

Total 

277 

100.0% 

Male  

256 

92.4% 

Female  

21 

7.6 

Total 

277 

100.0% 

Alleged  Impairment  (Primary/Secondary) 

Alcohol  alone  

82 

Alcohol/drugs  

18 

Alcohol/psyehiatric  

3 

Subtotal 

103 

37.2% 

Drugs  alone  

57 

Drugs/alcohol  

23 

Drugs/psychiatric  

5 

Subtotal 

85 

30.7% 

Psychiatric  alone  

48 

Psychiatric/alcohol  

6 

Psychiatrie/drugs  

4 

Subtotal 

58 

20.9% 

Senility  

11 

4.0% 

Physical  

1 1 

4.0% 

Other  

9 

3.2% 

Total 

277 

100.0% 

Hospitalization 

Detox/ Rehab  

70 

25.3% 

Psychiatric  

20 

7.4% 

Present  Practice  Status  (1/1/86) 

In  active  practice  

189 

68.2% 

Seeking  employment  

14 

5.1 

Disabled  

18 

6.5 

Retired  

23 

8.3 

License  suspended  

7 

2.5 

License  revoked  

5 

1.8 

Lost  to  followup  

14 

5.1 

Deceased  

5 

1.8 

Suicide  

2 

0.7 

Total 

277 

1 00.0% 

The  Reference  Committee  recommends  that  the  re-  j 
port  be  filed. 

HOUSE  ACTION:  Filed. 
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NEW  JERSEY  MEDICINE 


Board  of  Trustees*  Item 


QUALITY  OF  CARE 

(Reference  Committee  “A”) 

The  Board  of  Trustees  gave  extensive  and  careful 
consideration  to  Resolution  #2  (Quality  of  Care — 1985 
Annual  Meeting)  and  the  entire  issue  of  conflict  of 
interest. 

While  there  indeed  could  be  instances  where  a phy- 
sician’s employment  or  activity  could  produce  a totally 
disabling  conflict,  the  Board  did  not  believe  there  was 
a significant  probability  in  that  regard.  The  conclusion 
of  the  Board  was  that  the  Society  has  an  obligation  to 
serve  all  physicians  and  all  full  members  have  a prima 
facie  right  to  seek  and  hold  office.  In  order  to  assure 


fairness  to  all,  a disclosure  of  interest  and  activity  form 
was  approved.  It  must  be  completed  by  officers, 
trustees,  the  speaker,  the  vice-speaker,  and  any  can- 
didate for  those  offices  as  well  as  middle  and  upper 
management  employees  of  MSNJ. 

At  this  point,  no  instance  has  been  reported  to  act 
as  a bar  to  any  person  serving  in  any  of  the  above 
categories. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 
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Resolution  # 1 4 

I n t roduced  by:  Union  County  Medical  Society 

Subj  ect:  Formation  of  a Negotiating  Entity  for  Physicians 

Referred  to:  Reference  Committee  “A” 


Whereas,  the  Health  Care  Financing  Administration 
is  considering  the  introduction  of  a capitation  method 
for  reimbursement  under  the  Medicare  program;  and 
Whereas,  numerous  reimbursement  proposals  are 
being  offered  to  physicians  and  the  public  relating  to 
the  provision  of  medical  care;  and 
Whereas,  many  of  these  proposals  involve  a sophisti- 
cated capitation  reimbursement  for  primary  care 
physicians  with  potential  disincentives  for  hospital- 
ization and  consultation;  and 

Whereas,  many  of  the  corporations  are  related  to 
subsidiaries  of  immensely  powerful  national  firms 
which  market  directly  to  almost  equally  powerful  firms; 
and 

Whereas,  the  quality  of  care  to  the  individual  patient 
may  be  adversely  affected  by  the  contracts  under  which 
the  services  are  rendered;  and 
Whereas,  physicians  as  individuals  are  unable  to 


Resolution  # 1 9 

Introduced  by:  Passaic  County  Medical  Society 
Subject:  Voluntary  Peer  Review  of  Fee  Disputes 

Referred  to:  Reference  Committee  “A” 

Whereas,  the  House  of  Delegates  passed  a Resolution 
(#18)  in  1984  requiring  component  societies  to  pro- 
cess requests  for  reviews  of  physicians’  fees  within  the 
judicial  process;  and 

Whereas,  the  Federal  Trade  Commission  is  of  the 
opinion  that  it  does  not  oppose  those  fee  review  pro- 
grams which  it  finds  to  be  “legitimate,”  which  con- 
dition exists  when  the  following  requirements  are  sat- 
isfied: 

a Participation  in  the  program  is  voluntary,  and  not 
mandatory; 

b.  The  physician  must  not  be  required  to  abide  by 
that  decision  which  is  reached  by  the  peer  review 
group,  by  whatever  name  this  group  is  called; 

c.  The  nonbinding  advice  given  by  the  peer  review 
group  is  given  confidentiality;  and 

d.  Anticompetitive  intent  is  otherwise  lacking;  and 

Whereas,  the  AMA  House  of  Delegates  adopted  the 

following  Resolution  (#82)  at  its  1985  Interim  Meeting: 
“Resolved,  that  the  American  Medical  Association 
pursue  whatever  administrative  or  statutory  changes 
necessary  to  make  clear  that  voluntary  peer  review  of 
fee  disputes  among  physicians,  patients,  and  third- 
party  payers,  even  if  not  as  an  agent  of  a state  medical 
board,  does  not  violate  the  federal  antitrust  laws  so 
long  as  the  review  is  effected  with  the  prior  written 


negotiate  with  such  concerns  in  any  meaningful  way; 
now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
create  a formal  mechanism  under  its  own  auspices  or 
endorse  the  formation  of  a separate  statewide  entity 
with  power  to  negotiate  quality  assurance  issues  in 
health  care  contracts  offered  in  the  state  of  New  Jersey. 

The  Reference  Committee  was  in  agreement  that 
, this  Resolution  has  merit;  however,  they  felt  that  they 
could  not  recommend  any  action  pending  the  outcome 
of  the  report  of  the  statewide  HMO/IPA  Feasibility 
Committee  (which  has  been  referred  to  Reference 
Committee  “D”). 

The  Reference  Committee  recommends  that  Reso- 
lution #14  be  referred  to  the  Board  of  Trustees. 

HOUSE  ACTION;  Adopted.  Resolution  *14  was  re- 
ferred to  the  Board  of  Trustees. 


consent  of  all  parties  to  the  dispute.”;  and 

Whereas,  the  judicial  guidelines  of  the  Medical  So- 
ciety of  New  Jersey  create  a coercive  atmosphere  with 
no  consent  by  the  parties  involved;  now  therefore  be 
it 

Resolved,  that  the  House  of  Delegates  of  the  Medical 
Society  of  New  Jersey  rescind  Resolution  #18  (1984 
Annual  Meeting);  and  be  it  further 

Resolved,  that  the  Medical  Society  of  New  Jersey 
secure  independent  legal  opinion  regarding  the  peer 
review  matter  involving  physicians’  fees  so  that  the 
Medical  Society  of  New  Jersey  and  its  component  so- 
cieties will  be  in  conformity  with  both  current  Federal 
Trade  Commission  opinions  and  American  Medical 
Association  Resolution  #82  (1985  Interim  Meeting). 

The  Reference  Committee  was  informed  by  the  Ex- 
ecutive Director  that  he  had  received  a verbal  com- 
munication from  the  FTC  indicating  that  a final 
opinion  probably  would  not  be  available  until  July,  but 
that  the  FTC  advised  no  change  in  the  current  pro- 
gram should  be  made  at  this  time. 

The  Reference  Committee  recommends,  in  view  of 
the  above,  that  Resolution  #19  be  referred  to  the  Board 
of  Trustees. 

HOUSE  ACTION:  Adopted.  Resolution  * 19  was  re-  j 
ferred  to  the  Board  of  Trustees. 
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Resolution  #20 

Introduced  by:  Passaic  County  Medical  Society 

Subject:  Settlement  of  Disputes  within  the  Organization  of  the  Medical  Society  of  New  Jersey 

Referred  to:  Reference  Committee  “A” 


Whereas,  the  federation  of  medical  societies  in  New 
Jersey  exists  to  provide  a unified  voice  for  the  phy- 
sicians in  the  state  on  matters  of  mutual  concern;  and 
Whereas,  the  federation  is  achieved  by  means  of  the 
Medical  Society  of  New  Jersey  granting  charters  to 
individual  county  components;  and 
Whereas,  each  component  society  commits  itself  to 
conform  to  the  Constitution  and  Bylaws  of  the  Medical 
Society  of  New  Jersey  and  decisions  of  that  organiza- 
tion’s House  of  Delegates;  and 
Whereas,  each  component  society  exists  in  law  as  an 
independent  corporate  entity;  and 
Whereas,  the  governing  body  of  each  component  so- 
ciety is  mandated  both  by  the  law  and  its  instruments 
of  incorporation  to  protect  the  corporation  and  its  as- 
sets from  illegal  activities;  and 
Whereas,  legitimate  differences  of  opinion  exist 
within  the  legal  community  on  the  interpretation  of 
certain  laws,  decisions  by  regulatory  agencies,  and  rul- 
ings by  other  governmental  entities;  now  therefore  be 
it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
recognize  that  diversity  in  legal  opinion  does  not  con- 
note incorrigible  behavior  on  the  part  of  a component 
society;  and  be  it  further 


Resolved,  that  decisions  by  the  governing  body  of 
a component  society,  which  are  based  in  good  faith  on 
the  opinion  of  its  legal  counsel  and  which  honestly 
seek  to  protect  the  corporate  entity  from  possible  il- 
legal activities,  be  viewed  by  the  Medical  Society  of  New 
Jersey  as  a legitimate  course  of  action  by  that  govern- 
ing body;  and  be  it  further 

Resolved,  that  the  Board  of  Trustees  establish  a 
mechanism  within  the  Medical  Society  of  New  Jer- 
sey— separate  from  the  Judicial  Council — to  handle 
such  disputes  in  an  equitable  way  which  avoids  sanc- 
tions and  provides  latitude  for  the  legitimate  discharge 
of  duties  and  responsibilities  by  component  society 
governing  bodies. 

The  Reference  Committee  recognizes  that  the  Ju- 
dicial Council  can  function  autonomously  in  its  de- 
cision-making capacity,  but  it  also  is  aware  that  the 
Board  of  Trustees  can  act  as  a mediator  in  disputes, 
and  that  the  actions  of  the  Council  must  conform  to 
legal  constraints  and  the  parameters  of  the  Society’s 
Constitution  and  Bylaws. 

The  Reference  Committee  recommends  that  Reso- 
lution #20  be  rejected. 

HOUSE  ACTION:  Adopted.  Resolution  #20  was  re- 
jected. 


Resolution  *26 

Introduced  by:  Essex  County  Medical  Society 

Subject:  Medical  Society  of  New  Jersey  Senior  Citizens  Forums 

Referred  to:  Reference  Committee  “A” 


Whereas,  the  percentage  of  patients  physicians  treat 
will  increasingly  be  of  senior  citizen  age;  and 
Whereas,  the  rendering  of  quality  care  is  the  desire 
of  physicians  of  New  Jersey  and  the  right  of  senior 
citizens;  and 

Whereas,  federal  regulations  make  this  more  difficult 
to  achieve;  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New__Jer8ey 
institute  a yearly  symposium,  concgriihT^^Il  aspects 
of  the  quality  of  care  fbr^eniorcTtizens,  with  represen- 
tatives ofsenier^cftizens’  organizations  throughout 

The  Reference  Committee  agrees  with  the  concept 


of  this  Resolution;  however,  they  felt  that  some  edi- 
torial changes  would  improve  its  effect. 

The  Reference  Committee  recommends  that  the  Re- 
solved be  amended  to  read: 

Resolved,  that  the  Medical  Society  of  New  Jersey 
host  a yearly  symposium  (time  and  place  of  first  sym- 
posium to  be  designated  by  MSNJ)  concerning  various 
aspects  of  the  quality  of  care  for  senior  citizens  with 
representatives  of  senior  citizens’  organizations 
throughout  the  state. 

The  Reference  Committee  recommends  that  Reso- 
lution #26  be  adopted  as  amended. 

HOUSE  ACTION:  Adopted  as  amended. 


VOL.  83— NUMBER  7— JULY  TRANSACTIONS  1986 


Tr  15 


Resolution  #27 

Introduced  by:  Monmouth  County  Medical  Society 
Subject:  Change  in  Election  Process  of  Trustees 

Referred  to:  Reference  Committee  “A” 

Whereas,  a recommendation  was  proposed  by  the 
Committee  on  Long-Range  Planning  and  Development 
that  the  election  of  Trustees  by  the  House  of  Delegates 
be  discontinued;  and 

Whereas,  a change  in  the  present  election  process 
would  afford  a more  democratic  procedure  of  election 
and  provide  equal  representation  of  the  county  so- 
cieties on  the  Board  of  Trustees;  and 

Whereas,  the  decisions  of  the  Board  of  Trustees  are 
becoming  increasingly  more  important  to  the  eveiyday 
practice  of  medicine,  and  their  input  and  information 
necessary  to  the  decision-making  process;  now  there- 
fore be  it 

Resolved,  that  the  1986  House  of  Delegates  chan-ge- 
the  present  elecUonjaxrcese-TbT^Trustees;  and  be  it 

Resolved,  that  each  county  medical  society  have  the 
responsibility  to  elect  or  appoint  one  Trustee,  with  the 
provision  that  any  county  with  more  than  750  active 
members  shall  be  entitled  to  an  additional  Trustee, 


Resolution  #28 

Introduced  by:  Hospital  Medical  Staff  Section 
Subject:  Task  Force  on  Negotiations 

Referred  to:  Reference  Committee  “A” 

Whereas,  organizations  within  the  state  are  nego- 
tiating with  companies,  unions,  and  insurance  com- 
panies for  health  care;  and 

Whereas,  the  physicians  of  the  state  of  New  Jersey 
are  not  involved  in  these  negotiations;  now  therefore 
be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
establish  a task  force  on  negotiations  to  institute  nego- 
tiations with  any  interested  group,  organization,  or 
company  on  behalf  of  its  member  physicians  for  the 
provision  of  health  care  to  or  through  that  group,  or- 
ganization, or  company;  and  be  it  further 


with  a limitation  of  two  Trustees  from  any  given  coun- 
ty; and  be  it  further 

Resolved,  that  said  Trustee(s)  would  sit  on  the  ex- 
ecutive board  of  his  respective  county  thereby  being 
directly  accountable  to  his  fellow  physicians. 

The  Reference  Committee  recommends  that  the 
first  Resolved  be  deleted.  The  reason  for  the  deletion: 
would  require  an  amendment  to  the  Bylaws  which 
could  not  be  achieved  until  1987. 

The  Reference  Committee  recommends  that  Reso- 
lution #27  be  adopted  as  amended,  and  that  the  matter 
be  referred  to  the  Committee  on  Revision  of  Constitu- 
tion and  Bylaws  for  development  of  the  necessary 
Bylaw  changes  to  be  considered  at  the  1987  Annual 
Meeting. 

HOUSE  ACTION:  Adopted  as  amended  and  re- 
ferred to  the  Committee  on  Revision  of  Constitution 
and  Bylaws  for  development  of  the  necessary  Bylaw 
changes  to  be  considered  at  the  1987  Annual  Meet- 
ing. 


Resolved,  that  this  task  force  on  negotiations  must 
report  quarterly  to  the  Board  of  Trustees,  and  thereby 
to  the  Society,  on  the  progress  of  its  actions. 

The  Reference  Committee  recognized  the  validity  of 
the  intent  of  this  Resolution,  but,  again,  no  action  can 
be  recommended  pending  the  decision  on  the  report 
of  the  Statewide  HMO/IPA  Feasibility  Committee  (re- 
ferred to  Reference  Committee  “D”). 

The  Reference  Committee  recommends  that  Reso- 
lution #28  be  referred  to  the  Board  of  Trustees. 

HOUSE  ACTION:  Adopted.  Resolution  #28  was  re-  j 
ferred  to  the  Board  of  Trustes. 
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Resolution  #32 

Introduced  by:  Ocean  County  Medical  Society 

Subject:  Recognition  of  New  Jersey  Federation  of  Physicians  and  Dentists 

Referred  to:  Reference  Committee  “A” 


Wherfeas,  the  Medical  Society  of  New  Jersey  has  done 
a yeoman  job  in  running  the  affairs  of  its  members 
through  several  centuries:  and 
Whereas,  the  “reign  of  terror”  and  submission  being 
marshalled  against  the  free  practice  of  medicine  is 
overwhelming;  and 

Whereas,  strong,  legally  sound  collective  action  will 
be  required  soon  to  stem  the  tide;  and 
Whereas,  the  Medical  Society  of  New  Jersey  by  law 
cannot  engage  in  collective  bargaining  or  negotiation 
on  socioeconomic  issues:  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jersey 
recognize  the  New  Jersey  Federation  of  Physicians  and 
Dentists  (a  union)  as  a legitimate  future  bargaining- 


Resolution #34 

Introduced  by: 

Subject: 

Referred  to: 

Whereas,  the  Medical  Society  of  New  Jersey  Student 
Association  has  a genuine  interest  in  the  activities  of 
organized  medicine  within  this  state  and  the  nation; 
and 

Whereas,  the  Medical  Society  of  New  Jersey  has  en- 
dorsed active  participation  of  the  Medical  Student  As- 
sociation members  at  the  leadership  conferences,  in- 
terim and  annual  AMA  meetings  and  the  State  So- 
ciety's Annual  Meeting;  and 
Whereas,  the  Medical  Society  of  New  Jersey  has  given 
medical  students  a voting  delegate  to  the  State  So- 
ciety’s House  of  Delegates;  and 
Whereas,  the  American  Medical  Association  has 
given  medical  students  a voting  delegate  to  its  House 
of  Delegates;  and 

Whereas,  the  American  Medical  Association  has 
elected  a medical  student  to  its  Board  of  Trustees;  and 
Whereas,  the  Medical  Society  of  New  Jersey  and  the 
American  Medical  Association  acknowledge  that  active 
participation  by  medical  students  is  vital  to  the  future 


negotiating  agent  for  the  physicians  of  the  state  if  and 
when  this  becomes  permissible  under  state  and  federal 
law. 

The  Reference  Committee  expressed  concern  that  1 ) 
recognition  of  such  an  organization  may  indicate  ap- 
proval and  endorsement:  2)  this  organization  has  not 
been  studied  thoroughly  by  MSNJ;  3)  it  is  difficult  to 
envision  what  direction  such  a union  would  take  in 
the  future,  and  whether  MSNJ  would  be  able  to  sup- 
port this  direction. 

The  Reference  Committee  recommends  that  Reso- 
lution #32  be  rejected. 

HOUSE  ACTION:  Not  adopted.  Resolution  #32  was 
adopted. 


of  organized  medicine  and  the  unity  of  the  medical 
profession:  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jersey 
provide  for  a nonvoting  medical  student  representative 
to  the  Board  of  Trustees;  and  be  it  further 

Resolved,  that  the  medical  student  representation 
be  for  a term  of  one  year  to  the  Board  of  Trustees;  and 
be  it  further 

Resolved,  that  the  one-year  term  alternate  hetween- 
the  Newark  and  Piscat  in  up  uses  on  an  annual 

The  Reference  Committee  recommends  that  the 
third  Resolved  be  amended  to  read  as  follows: 

Resolved,  that  the  one-year  term  alternate  between 
the  New  Jersey  Medical  School  and  the  Robert  Wood 
Johnson  Medical  School  on  an  annual  basis. 

The  Reference  Committee  recommends  that  Reso- 
lution #34  be  adopted  as  amended. 

HOUSE  ACTION:  Adopted  as  amended. 


Middlesex  County  Medical  Society 

Student  Representation  on  the  Board  of  Trustees 

Reference  Committee  “A” 
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Certificate  Guidelines 


Resolution  #43 

Introduced  by:  Board  of  Trustees 
Subject:  Uniform  Preadmission 

Referred  to:  Reference  Committee  “AM 

Resolved,  that  the  Medical  Society  of  New  Jersey- 
take  the  initiative  in  promulgating  a uniform^s^f  of 
simple  guidelines  (outlined  below  in  Appendix  “A  ”)  for 
all  third-party  payers  or  insurers  ip-dne  matter  of 
preadmission  certification  ancfyrtfyiew  in  this  state; 
and  be  it  further 

Resolved,  that  thig-d^esolution  and  guidelines  be 
distributed,  amj^aoption  urged,  by  all  health  in- 
surance carriers  as  well  as  the  Commissioner  of  In- 
suranpe^and  the  Commissioner  of  Health  of  the  state 
_pf>New  Jersey. 

APPENDIX  “A”;  PREADMISSION  CERTIFICATION 
GUIDELINES 

1.  No  third-party  insurer  or  anyone  else  shall  come 
between  the  physician  and  his/her  patient,  or  disturb 
the  physician-patient  relationship,  or  lower  the  quality 
of  health  care. 

2.  Nonmedical  personnel  may  not  discuss  the  plan 
of  treatment  with  patient's  physician  except  to  inform 
him/her  that  his  plan  of  treatment  does  not  agree  with 
the  insurer’s  guidelines  and  that  they  will  inform  the 
insurer's  physician  who  will  contact  the  patient’s 
physician. 

3.  The  insurer  shall  not  arbitrarily  overrule  the  pa- 
tient’s physician.  The  patient’s  physician  may  obtain 
a consultation  if  he  does  not  agree  with  the  insurer’s 
physician  and  a second  consultant  if  he  disagrees  with 
the  first. 

4.  The  insurer  will  not  notify  the  patient  about  the 
discussion  between  the  patient’s  physician  and  in- 
surer’s physician  if  they  agree  upon  the  patient’s  orig- 
inal plan  of  treatment  without  change.  If  there  is  a 
change  of  plan  of  treatment,  the  insurer  will  not  notify 
the  patient  until  the  patient’s  own  physician  has  had 
a chance  to  notify  the  patient  In  the  case  of  no  agree- 
ment between  the  insurer  and  the  patient’s  own  phy- 
sician and  the  consultants,  the  insurer,  after  allowing 
the  patient’s  physician  time  to  notify  his/her  patient, 
that  “under  the  present  plans  of  your  physician  we 
cannot  certify  your  hospital  admission  and  that  you 
must  assume  responsibility  for  any  cost  above  your 
contract.” 

5.  There  will  be  no  penalty  or  cut  in  the  service  as 
specified  in  the  contract  even  though  the  service  of  two 
consultants  is  paid.  There  may  be  a cut  in  the  service 
if  the  patient  does  not  ask  for  preadmission  certifica- 


tion, but  there  must  be  an  appeal  mechanism  for  this 
situation. 

6.  In  an  emergency  admission,  the  physician  is  al- 
lowed two  business  days  to  obtain  precertification  and 
if  the  patient  should  be  already  in  the  hospital,  the 
physician  will  be  allowed  a 24-hour  grace  period  to 
discharge  the  patient. 

7.  The  same  appeal  mechanism  as  previously 
outlined  is  available  for  emergency  care  but  the  inter- 
vals are  shorter. 

8.  An  ongoing  conference  committee  is  to  be  main- 
tained to  discuss  any  problems  that  arise. 

9.  The  insurer  has  access  to  the  judicial  mechanism 
of  the  Medical  Society  of  New  Jersey. 

10.  When  it  is  necessary  to  notify  that  there  is  a 
change  of  plan,  the  insurer  simply  will  state  that  “there 
has  been  a change  in  your  plan  of  treatment”  or,  if 
there  is  persistent  disagreement,  the  insurer  may 
notify  the  patient  that  “his/her  contract  does  not  com- 
pletely cover  the  inpatient  treatment  as  presently 
planned  by  your  physician.  Please  contact  your  phy- 
sician.” The  insurer  is  to  wait  until  the  following  day 
before  telephoning  the  physician's  office  to  remind 
him/her  to  contact  the  patient  until  all  efforts  to  reach 
a consensus  have  been  established. 

11.  Preadmission  certification  requires  time,  ex- 
pertise, and  professional  judgment  by  physicians.  This 
service  should  not  be  considered  “incidental”;  there- 
fore, physicians  have  the  right  to  bill  and  collect  an 
appropriate  fee  from  third-party  payers  who  require 
this  professional  service. 

The  Reference  Committee  recognizes  the  need  for 
guidelines  and  is  in  favor  of  their  preparation,  but 
makes  the  following  recommendations: 

The  Reference  Committee  recommends  that  the 
first  Resolved  should  be  amended  to  read: 

Resolved,  that  the  Medical  Society  of  New  Jersey 
take  the  initiative  in  promulgating  a uniform  set  of 
guidelines  (such  as  outlined  in  Appendix  “A”)  for  all 
third-party  payers  or  insurers  in  the  matter  of  pread- 
mission certification  and  review  in  this  state. 

The  second  Resolved  should  be  deleted  in  its  entire- 
ty- 

The  Reference  Committee  recommends  that  Reso- 
lution #43  be  adopted  as  amended. 

HOUSE  ACTION:  Adopted  as  amended  and  re- 
ferred to  the  Board  of  Trustees. 
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Reference  Committee  “B” 


Reports:  SECRETARY 
TREASURER 
FINANCE  AND  BUDGET 
COMMITTEE  ON  ANNUAL  MEETING 
NOMINATIONS  FOR 
EMERITUS  MEMBERSHIP 
RESOLUTIONS  #9,  #13,  #21,  #38 


Members: 

Angelo  S.  Agro,  M.D.,  Acting  Chairman,  Camden 

William  A.  Allgair,  M.D.,  Middlesex 

Churchill  L.  Blakey,  M.D.,  Gloucester 

Patricia  G.  Klein,  M.D.,  Bergen 

Lawrence  J.  Macatee,  M.D.,  Alternate,  Cape  May 

Francis  J.  Pizzi,  M.D.,  Mercer  (absent) 


Secretary 

Arthur  Bernstein,  m.d.,  millburn 

(Reference  Committee  "B") 

The  office  of  the  Secretary  has  continued  its  usual 
routines,  primarily  involving  maintenance  of  member- 
ship records,  correspondence,  minutes  of  Board  of 
Trustees'  meetings,  telephone  inquiries,  and  comple- 
tion of  numerous  questionnaires  originating  from 
various  sources. 

During  the  administrative  year,  the  Secretary  at- 
tended meetings  of  the  Board  of  Trustees  and  several 
committees  of  which  he  is  chairman,  member,  or  ad- 
visor. 

As  this  is  my  final  report  as  Secretary  of  the  Medical 
Society  of  New  Jersey,  I wish  to  express  my  apprecia- 
tion to  all  the  members  of  the  Society  for  their  con- 
fidence in  me  for  so  many  years. 

To  all  those  who  have  been  members  of  the  Board 
of  Trustees  over  these  11  years,  I wish  to  say  “thank 
you"  for  all  the  verbiage  you  supplied  for  my  minutes 
and  the  forum  you  supplied  me  to  express  my  often 
not-so-popular  opinions. 

All  the  members  who  have  served  on  the  Committee 
on  Credentials  deserve  a vote  of  thanks  for  the  hours 
they  spent  reviewing  the  membership  applications 
before  submitting  them  to  me. 

All  of  the  County  Executives  also  have  been  most 
helpful  in  processing  all  the  membership  applications 
expeditiously,  which  was  very  valuable. 

The  Society  staff  all  deserve  your  kudos  as  well  as 
mine,  for  their  outstanding  work  in  our  behalf. 

MEMBERSHIP  (AS  OF  DECEMBER  31,  1985) 


Active:  Paid  7,574 

Exempt  936 

Resident:  Paid  133  8,643*** 


‘Associate:  Paid  47 

“Affiliate:  Paid  98 

Exempt  5 

State  emeritus  826 

Total  of  above  9,619 

Provisional  residents 

(six  months)  21 

State  honorary  8 

New  and  reinstated  members: 

Active  429 

Resident  72 

‘Associate  34 

“Affiliate  3 


Change  of  status  59 

Transfers  within  the  state  37 

Transfers  out-of-state  and 

resignations  89 

Members  deceased  135 

Members  dropped  169 

Active: 

a Nonpayment  of  dues  131 

b.  Did  not  comply  with  Bylaw 
requirements  regarding 
continuing  medical 

education  14 

c.  New  Jersey  license 

suspended  9 

Resident  (nonpayment  of  dues)  ..  11 

‘Associate  (nonpayment  of  dues)  . 3 

“Affiliate  (nonpayment  of  dues)  ....  1 


‘Associate  membership  (nonlicensed  in  New  Jersey) 
designates  interns  and  residents. 

“Affiliate  membership  physicians  who  no  longer  prac- 
tice in  New  Jersey. 

“‘Adjusted  for  transfers  out-of-state,  resignations, 
and  deaths. 

A comparison  of  December  31,  1985,  to  December 
31,  1984,  by  county,  shows  the  following  net  changes 
of  active  paid  membership: 


Atlantic 

- 3 

Bergen 

+ 19 

Burlington 

+ 1 

Camden 

— 1 

Cape  May 

— 5 

Cumberland 

— 2 

Essex 

—34 

Gloucester 

— 1 

Hudson 

-20 

Hunterdon 

+ 1 

Mercer 

— 7 

Middlesex 

+ 3 

Monmouth 

+ 11 

Morris 

- 5 

Ocean 

+ 7 

Passaic 

— 3 

Salem 

+ 1 

Somerset 

— 2 

Sussex 

+ 4 

Union 

0 

Warren 

+ 1 
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TABLE 


^Associate 

Licensed 

Provisional 

Grand 

Received: 

Residents 

Residents 

Residents 

Active 

Total 

13 

32 

73 

382 

500 

^Associate 

Licensed 

Provisional 

Grand 

Reviewed  and  found: 

Residents 

Residents 

Residents 

Active 

Total 

(A)  Satisfactoiy 

13 

32 

65 

368 

478 

(B)  Unsatisfactoiy 

0 

0 

0 

0 

0 

Pending: 

0 

0 

7 

9 

16 

Withdrew: 

0 

0 

1 

5 

6 

Grand  Total 

13 

32 

73 

382 

500 

'Associate  membership  (nonlicensed  in  New  Jersey)  designates  interns  and  residents. 


AMA  MEMBERSHIP 

A total  of  8,870  members  of  the  Medical  Society  of 
New  Jersey  maintain  active  membership  in  the  AMA. 
The  Society’s  representation  in  the  AMA  House  of 
Delegates  stands  at  nine  delegates — one  for  each 
thousand  members,  or  fraction  thereof. 

CREDENTIALS 

The  Committee  on  Credentials  throughout  the  year 
reviewed  and  acted  upon  membership  applications 
and  their  supporting  credentials  as  submitted 
through  the  component  societies.  The  statistical 
breakdown  in  the  Table  reflects  the  Committee’s  ac- 
tivities during  the  period  February  15,  1985,  through 
February  14,  1986. 

The  Committee  extends  appreciation  to  the  direc- 
tors and  the  secretaries  of  component  societies,  and 
to  those  who  assist  them,  as  well  as  the  County 
Credentials  Committees,  for  their  cooperation  in  pro- 
cessing membership  applications.  It  especially  would 


be  helpful  to  the  Credentials  Committee  of  MSNJ  if 
those  who  process  credentials  in  the  component  so- 
cieties would  call  specific  attention  to  any  deficiencies 
or  questionable  data  being  submitted  on  the  appli- 
cation form.  This  procedure  will  help  insure  more  ac- 
curate and  speedy  evaluation  of  credentials.  The  chair- 
man wishes  to  thank  his  Committee  members  and 
MSNJ  staff  for  their  diligence  and  cooperation. 

MEMBERSHIP  DIRECTORY 

The  1985  edition  of  the  Membership  Directory  has 
been  available  for  one  year.  Since  the  original  distribu- 
tion to  members,  2.344  copies  have  been  sold  to  others. 
It  is  anticipated  that  data  sheets  for  the  1987  edition 
will  be  mailed  to  members  in  early  summer  1986.  Your 
cooperation  in  returning  them  promptly  will  be  greatly 
appreciated. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 
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Treasurer 


Paul  J.  Hirsch,  m.d.,  treasurer,  Bridgewater 

(Reference  Committee  “B") 

These  interim  financial  statements,  prepared  in  ac- 
cordance with  generally  accepted  accounting  prin- 
ciples, reflect  the  financial  position  and  results  of  oper- 
ations of  the  Medical  Society  of  New  Jersey  through 
January  31,  1986. 


Since  they  are  interim  statements  the  figures  are 
unaudited.  A complete  audit  will  be  conducted  of  the 
books  of  the  Society  as  of  May  31,1 986,  and  an  audited 
report  prepared  as  of  that  date.  A complete  audit  was 
made  as  of  May  31,  1985. 


Medical  Society  of  New  Jersey 
Balance  Sheet 
January  31,  1986 
(Unaudited) 


Assets 


Cash 

$ 132,401 

Investment  in  money  market  fund 

534,212 

Marketable  securities — at  cost 
(approximate  market) 

956,230 

Accounts  receivable — member 
assessments 

918,040 

Medical  Student  Loans  (net  allowance 
for  doubtful  loans  of  $29,695) 

411,395 

Property,  plant,  and 
equipment 

Land  $ 150,000 

Building  and 

improvements  2,551,229 

Furniture  and  fixtures  4 1 8,0 1 0 

3,119,239 

Less  allowance  for 

depreciation  (653,216) 

2,466,023 

Prepaid  expenses 

65,356 

Other  assets 

102,720 

$5,586,377 


Liabilities  and  Fund  Balance 

Accounts  payable  and  accrued  expenses  $ 267,646 


Assessments  collected  for  AMA  42,306 

309,952 

Mortgage  payable  1 ,472,025 

Deferred  revenue  from  member 
assessments  2,028,125 

Deferred  revenue — other  7 1 ,836 

Fund  balance  1,704,439 


$5,586,377 


Medical  Society  of  New  Jersey 
Statement  of  Revenue  and  Expenses 
8 Months  Ended  January  31,  1986 
(Unaudited) 


Revenue 


Membership  dues 
Publication  sales  and  advertising 

$1,316,790 

income 

Amortization  of  Impaired  Physicians 

173,602 

Program 

117,316 

Investment  income 

58,834 

Royalty  income 

1 10,728 

Rental  income 

69,613 

Annual  Meeting 

24,868 

Other  income 

38,633 

Total  Revenue 

1,910,384 

Expenses 


Conferences  and  meetings 

363,793 

Member  services 

450,441 

Total  Program  Expenses 

814,234 

General  and  administrative 

921,445 

Interest 

98,729 

Depreciation 

72,826 

Total  Expenses 

1,907,234 

Excess  of  revenue  over  expenses 

$ 3,150 

Fund  balance  at  June  1.  1985 

1,701,289 

Fund  balance  at  January  31,1 986 

$1,704,439 

The  Reference  Committee  recommends  that  the  report  be  filed. 

HOUSE  ACTION:  Filed. 
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Finance  and  Budget 

Harry  M.  Carnes,  m.d.,  chairman,  audubon 

(Reference  Committee  "B") 

The  Committee  on  Finance  and  Budget  met  on 
Wednesday,  April  9,  1986,  for  the  purpose  of  reviewing 
the  proposed  budget  for  the  1986  to  1987  fiscal  year. 

The  proposed  budget  and  the  following  recommen- 
dations were  approved  by  the  Board  of  Trustees  on 
April  13,  1986,  and  are  submitted  to  the  House  of 
Delegates  for  approval. 

RECOMMENDATIONS 

1.  The  Budget  for  fiscal  year  beginning  June  1, 
1986,  and  ending  May  31,  1987,  in  the  amount  of 
$3,124,000  with  $2,321,000  to  be  raised  through 
member  assessments  be  adopted. 


2.  The  1987  assessment  be  set  at  $330  per  regular 
dues-paying  member  (1986  assessment— $295). 

3.  The  1987  assessment  be  set  at  $40  per  member 
for  affiliate  members  (no  longer  practicing  in  New  Jer- 
sey) (no  change). 

4.  The  1987  assessment  for  associate  members  (in- 
tems-residents  licensed  in  New  Jersey)  and  licensed 
residents,  provided  the  individual  is  in  a residency 
program  entered  upon  within  a reasonable  time  after 
his  or  her  graduation  from  medical  school,  be  set  at 
$25  (no  change). 

5.  The  1987  assessment  be  set  at  $10  per  student 
for  medical  students  (no  change). 


Medical  Society  of  New  Jersey 
Statement  of  Revenue  and  Expenses 
for  Proposed  Budget 
Fiscal  Year  Ending  May  31,  1987 


Revenue  (other  than  member  assessments) 

Publication  sales  and  advertising  income 

Amortization  of  Impaired  Physicians  Program 

Investment  income 

Royalty  income 

Rental  income 

Annual  Meeting 

Membership  Directory  sales 

Other  income 

Total  Revenue 

Expenses 

Conferences  and  meetings 
Member  services 
Publications 

Grant  to  MSNJ  Medical  Student  Loan  Fund 

Total  Program  Expenses 

General  and  administrative 

Interest 

Depreciation 

T otal  Expenses 

Amount  of  expenses  over  revenue  to  be  raised 

thru  member  assessments  (including  NEW  JERSEY  MEDICINE 

subscriptions  and  Annual  Meeting  assessments) 

Revenue  from  Member  Assessments 
Fiscal  Year  Ending  May  31,  1987 

(7  months)  6/1/86  thru  12/31/86  i®  $295  x 7,500  members 
(5  months)  1/1/87  thru  5/31/87  & $330  x 7,500  members 


$ 206,000 

177.000 

55.000 

165.000 

142.000 

50.000 
8,000 

803.000 

597.000 

445.000 

272.000 
3,000 

1.317.000  ; 

1.542.000 

145.000 

120.000 

3.124.000 


! 

$2,321,000 

— 


i 


$1,290,000 

1,031,000 

$2,321,000 
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Medical  Society  of  New  Jersey 
Proposed  Budget 

Fiscal  Year  Ending  May  31,  1987 


Approved 

Estimate 

Proposed 

Budget 

For  Y/E 

Budget 

1985/86 

5/31/86 

1986-87 

Compensation 

Salaries  - 

$ 825,000 

$ 822,000 

$ 877,000 

Pension  Plan 

105,000 

97,000 

116,000 

930,000 

919,000 

993,000 

Professional  Fees 

Audit 

17,000 

17,000 

17,000 

Legal 

25,000 

10,000 

25,000 

Actuarial 

2,000 

3,000 

2,000 

Special  Consultants 

6,000 

6,000 

8,000 

50,000 

36,000 

52,000 

Councils  and  Committees 

Public  Relations 

225,000 

220,000 

225,000 

Legislation 

63,000 

64,000 

65,000 

President  and  Presidential  Officers 

40,000 

50,000 

50,000 

AMA  Delegates 

90,000 

90,000 

80,000 

MSNJ  Auxiliary 

23,500 

20,000 

24,000 

Medical  Education 

32,000 

32,000 

32,000 

Board  of  Trustees 

20,000 

22,000 

72,000 

Judicial  Council 

1,000 

1,000 

1,000 

Reimbursement  of  Reps,  to  Mtgs. 

4,000 

3,000 

4,000 

Other  Councils  and  Committees 

25,000 

27,000 

30,000 

Medical  Student  Association 

14,000 

13,000 

14,000 

537,500 

542,000 

597,000 

Member  Services 

Impaired  Physicians  Program 

237,000 

237,000 

252,000 

Annual  Meeting 

110,000 

96,000 

105,000 

Professional  Liability 

40,000 

45,000 

45,000 

Membership  Directory 

35,000 

38,000 

43,000 

422,000 

416,000 

445,000 

Publication 

NEW  JERSEY  MEDICINE 

296,000 

256,000 

272,000 

Donations 

Grant  to  MSNJ  Medical  Student  Loan  Fund 

3,000 

3,000 

3,000 

General  Administrative 
and  Operating  Expenses 

Building  operations 

(including  depreciation) 

385,800 

408,000 

405,000 

Insurance 

99,000 

99,000 

110,000 

Payroll  taxes 

69,000 

65,000 

68,000 

Other  general  office  cost 

143,700 

136,000 

179,000 

697,500 

708,000 

762,000 

Total 

$2,936,000 

$2,880,000 

$3,124,000 

The  Reference  Committee  recommends  approval  of  recommendations  1 through  5. 

HOUSE  ACTION:  Approved. 

The  Reference  Committee  recommends  that  the  report  be  filed. 

HOUSE  ACTION:  Filed. 
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Committee  on  Annual  Meeting 


Frank  R.  Romano,  sr.,  m.d.,  chairman,  dunellen 

(Reference  Committee  “B”) 

The  abrupt  and  unanticipated  closing  of  the  Westin 
Bellevue  Stratford  Hotel  of  Philadelphia  on  March  7, 
has  forced  the  change  of  the  site  and  date  of  the  1986 
Annual  Meeting  to  Host  Farm  Resort  in  Lancaster, 
Pennsylvania,  May  1 to  4,  1986. 

We  considered  a number  of  alternates,  including 
other  Philadelphia  locations,  Atlantic  City,  Glen  Pointe, 
Meadowlands  Hilton,  and  Host  Farms. 

The  only  two  acceptable  proposals  were  from  Bally’s 
and  Host  Farms.  On  Januaiy  29,  1986,  the  Executive 
Committee  authorized  us  to  contract  with  Bally’s  if  all 
needs  of  the  meeting  could  be  served.  After  extensive 
discussions  with  Bally’s,  we  concluded  that  they  could 
not  service  the  1986  Annual  Meeting. 

The  Executive  Committee  was  polled  by  telephone 
and  approved  the  Host  Farms  location  and  date. 

At  this  time,  casino  hotels  in  Atlantic  City  are  not 
taking  groups  of  any  size  over  a Friday  and  Saturday 
pattern  due  to  the  market  demands. 

It  was  the  decision  of  the  Committee  that  the  county 
medical  societies  be  contacted  and  request  a poll  be 
taken  to  determine  whether  the  delegates  would  be 
opposed  to  a midweek  Annual  Meeting.  The  survey 
results  were  inconclusive — virtually  a draw. 

The  1986  House  of  Delegates  will  meet  on  three  con- 
secutive days,  beginning  with  its  opening  session  on 
Thursday  afternoon,  May  1.  The  election  will  be  held 
on  Friday,  May  2,  and  the  last  session  of  the  House  will 
be  held  on  Saturday.  Reference  committees  are  sched- 
uled to  meet  on  Thursday  and  Friday  afternoons  (May 
1 and  2).  The  Inaugural  Reception  and  Dinner-Dance 
will  be  held  on  Saturday,  May  3. 

The  program  scheduled  for  8:30  am.,  Sunday,  May  4 
will  be  on  the  topic,  “Corporate  Invasion  in  the  Practice 
of  Medicine.” 

JEMPAC’s  Political  Forum  will  be  at  5:00  p.m.  on  Fri- 
day, May  2,  to  be  followed  by  the  JEMPAC  Wine  and 
Cheese  Reception  at  5:45  p.m.  U.S.  Senator  Orrin  G. 
Hatch,  sponsor  of  the  AMA  Tort  Reform  Legislation  will 
be  the  featured  speaker. 

The  American  Association  of  Medical  Assistants, 
State  of  New  Jersey,  Inc.  again  will  sponsor  the 
Message  Center. 

The  Advance  Convention  Program  was  mailed  in  late 
March. 

Housing  applications  were  sent  to  all  component 
medical  societies,  and  copies  have  appeared  in  NEW 
JERSEY  MEDICINE,  the  journal  of  MSNJ. 

Arrangements  have  been  made  for  a meeting  pack- 
age rate  at  the  Americana  Host  Farm  Resort  based  on 
the  Modified  American  Plan,  including  dinner  and 
breakfast  daily,  the  Cabaret  entertainment  featuring  a 
different  show  each  evening  at  no  extra  cost,  state  sales 
tax,  all  gratuities  covering  bellmen  for  in/out  luggage 
service,  chambermaids,  and  all  meal  services  as  out- 
lined, with  the  cost  of  the  Inaugural  Dinner  on  Satur- 
day included. 

There  will  be  adequate  space  for  exhibits  in  the 
Exhibit  Hall. 

The  Medical  Inter-Insurance  Exchange  of  New  Jersey 


will  sponsor  a Coffee  Lounge  in  the  Exhibit  Hall. 

The  Committee  on  Annual  Meeting’s  1985  proposed 
amendment  to  the  Bylaws  which  would  transfer  the 
election  from  the  second  to  third  session  of  the  House 
of  Delegates  was  considered  and  referred  back  to  the 
Committee. 

The  1985  Reference  Committee  reported  that  trans- 
ferring the  election  from  the  second  to  third  session 
of  the  House  of  Delegates  would  not  necessarily  in- 
crease attendance  at  the  last  session.  The  principal 
concern  was  whether  the  Reference  Committee  hear- 
ings would  be  completed  and  reports  available  for  time- 
ly participation  and  consideration  by  the  delegates.  It 
was  the  opinion  of  the  Reference  Committee  that  the 
Committee  on  Annual  Meeting  be  requested  to  submit 
reports  supporting  the  proposed  amendment. 

After  reviewing  the  report  of  the  Reference  Commit- 
tee, it  was  the  decision  of  the  Committee  not  to  pursue 
the  issue  any  longer  and  to  file  the  correspondence. 

The  Society’s  top  priority  in  the  selection  of  the  An- 
nual Meeting  site  should  be  adequate  facilities,  with 
less  consideration  given  to  the  state,  city,  or  days  of 
the  week. 

The  Committee  held  a special  meeting  to  consider 
the  proposals  on  available  sites  for  the  1987  and  1988 
Annual  Meetings  from  the  following:  Americana  Host 
Farm  Resort  in  Lancaster,  Pennsylvania  (1987);  Bally’s 
Park  Place  Casino  Hotel  in  Atlantic  City  (1988);  Loews 
Glenpointe  Hotel  in  Teaneck  (1987);  Meadowlands 
Hilton  in  Secaucus  (1987);  Resorts  International 
Casino-Hotel  in  Atlantic  City  (1987  and  1988). 

It  was  the  decision  of  the  Committee  that  the  1987 
Annual  Meeting  be  held  at  Loews  Glenpointe  Hotel,  in 
Teaneck,  New  Jersey,  and  the  Bally’s  Park  Place  Casino 
Hotel,  in  Atlantic  City,  New  Jersey,  for  the  1988  Annual 
Meeting. 

The  Board  of  Trustees,  at  its  April  13,  1986,  meeting 
reviewed  the  proposals  submitted  by  the  Committee. 
It  voted  to  schedule  the  1987  Annual  Meeting  at  the 
Americana  Host  Farm  Resort  in  Lancaster,  Penn- 
sylvania and  the  Bally’s  Park  Place  Casino  Hotel,  in 
Atlantic  City,  New  Jersey,  for  the  1988  Annual  Meeting. 

RECOMMENDATIONS 

1.  That  the  221st  Annual  Meeting  be  held  at  the 
Americana  Host  Farm  Resort,  in  Lancaster,  Penn- 
sylvania Thursday,  April  30  to  Sunday,  May  3,  1987. 

2.  That  the  222nd  Annual  Meeting  be  held  at  the 
Bally’s  Park  Place  Casino  Hotel,  in  Atlantic  City,  New 
Jersey,  Thursday,  May  19  to  Sunday,  May  22,  1988. 

The  Reference  Committee  noted  that  there  was 
strong  sentiment  in  favor  of  holding  the  Annual  Meet- 
ing in  New  Jersey.  The  Reference  Committee  suggests 
that  the  Committee  on  Annual  Meeting  explore 
alternative  sites  for  the  1987  Annual  Meeting,  with  the 
first  priority  being  that  the  Annual  Meeting  be  held  at 
a location  within  the  state  of  New  Jersey,  if  at  all 
possible.  If  an  out-of-state  location  is  absolutely 
necessary,  consideration  should  be  given  to  a location 
that  would  encourage  greater  attendance  than  ex- 
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perieneed  in  1985  and  1986.  The  Reference  Committee 
feels  that  the  Committee  on  Annual  Meeting  should 
have  the  liberty  to  take  into  consideration  a non-week- 
end  meeting. 

The  Reference  Committee  recommends  that  Rec- 
ommendation 1 be  rejected. 

HOUSE  ACTION:  Not  rejected.  Recommendation  1 
was  adopted. 

The  Reference  Committee  recommends  that  the 
Committee  on  Annual  Meeting  and  the  Executive 


Committee  be  authorized  to  proceed  to  a selection  of 
a 1987  meeting. 

HOUSE  ACTION:  Not  adopted. 

The  Reference  Committee  recommends  that  Rec- 
ommendation 2 be  approved. 

HOUSE  ACTION:  Approved. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 
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Nominations  for  Emeritus  Membership 


(Reference  Committee  “B") 

The  following  nominations  for  election  to  emeritus 
membership  at  the  1986  Annual  Meeting  have  been 
received  from  the  component  societies.  Conforming  to 
the  provisions  of  the  Bylaws,  Chapter  I — Membership, 
Section  1— Composition  (d),  all  nominees  have  been 
members  in  good  standing  of  a component  society  and 
who  by  reason  of  age  or  infirmity  have  retired  from  the 
active  practice  of  medicine,  or  members  of  this  Society 
who  have  been  disabled  by  reason  of  military  service. 

Bergen  County 

G.  Barton  Barlow,  M.D.,  Tenafly;  age  80 
Paul  J.  Buckley,  M.D.,  Bogota;  age  80 
Harry  E.  Carman,  M.D.,  Teaneck;  age  68 
Salvatore  V.  Dallio,  M.D.,  Hackensack;  age  68 
Harold  F.  Hailman,  M.D.,  Wyekoff;  age  69 
Richard  W.  Holeman,  M.D.,  HoHoKus;  age  64 
Edmund  E.  Jacobitti,  M.D.,  Maywood;  age  80 
Franz  Kastler,  M.D.,  Rutherford;  age  85 
Richard  P.  Keating,  M.D.,  Ridgewood;  age  64 
Walter  T.  Kuhnen,  M.D.,  Hasbrouck  Heights;  age  66 
Louis  Landman,  M.D.,  Tenafly;  age  76 
Thomas  F.  Lenihan,  M.D.,  HoHoKus;  age  64 
Irving  M.  Levitas,  M.D.,  Reston,  VA 
(formerly  Hackensack);  age  78 
Kathleen  E.  Shanahan-Cohen,  M.D., 

Hackensack;  age  66 

Michael  Shenkman,  M.D.,  Westwood;  age  77 
Walter  Wahrenberger,  M.D.,  Englewood;  age  69 

Camden  County 

Carl  W.  Filsinger,  M.D.,  Merchantville;  age  69 
Biruta  LiepaUansen,  M.D.,  Cherry  Hill;  age  61 
Vincent  S.  Palmisano,  M.D.,  Runnemede;  age  71 
Heidi  Ruff,  M.D.,  Boonton;  age  66 
Simon  Soumerai,  M.D.,  Voorhees  Twp.;  age  60 

Cumberland  County 

Harriet  J.  Arnold,  M.D.,  Bridgeton;  age  62 

Essex  County 

Raymond  C.  Collins,  M.D.,  New  Vernon;  age  72 
Abdullah  Evke,  M.D.,  East  Orange;  age  63 
Raymond  F.  Healey,  M.D.,  Upper  Montclair;  age  68 
Lester  Holder,  M.D.,  Irvington;  age  67 
William  V.  Martinez,  M.D.,  Edison;  age  63 
Thomas  Messina,  M.D.,  East  Orange;  age  78 
Walter  J.  Sperling,  M.D.,  Pittsboro,  NC 
(formerly  Montclair);  age  70 
Paul  J.  Strassburger,  M.D.,  Chatham;  age  72 
Clifford  J.  Tichenor,  M.D.,  South  Orange;  age  72 
Myles  G.  Turtz,  M.D.,  Cheltenham,  PA 
(formerly  Cherry  Hill);  age  56 
William  D.  Vail,  M.D.,  Short  Hills;  age  68 
Wilbur  D.  Warner,  M.D.,  Montclair;  age  66 

Hudson  County 

Alexander  Sam  Horowitz,  M.D.,  Fort  Lee:  age  77 

Middlesex  County 

Richard  J.  Cross,  M.D.,  Princeton;  age  71 


Robert  Dodelson,  M.D.,  East  Brunswick;  age  49 
Alexander  S.  Karfopoulos,  M.D.,  Perth  Amboy;  age  66 
Gabriel  Pickar,  M.D.,  New  Brunswick;  age  73 

Monmouth  County 

H.  Walter  Evans,  Jr.,  M.D.,  Interlaken;  age  64 
F.  Robert  Haase,  M.D.,  Point  Pleasant;  age  66 
James  P.  Pregnall,  M.D.,  West  Allenhurst;  age  80 
Samuel  Stevens,  M.D.,  Asbuiy  Park;  age  63 

Morris  County 

Dora  G.  Cook,  M.D.,  ML  Arlington;  age  72 
Aksel  Pustroem,  M.D.,  Chester;  age  66 
David  J.  Reisner,  M.D.,  Morristown;  age  67 
Frederick  L.  Roddy,  M.D.,  Millington;  age  60 
Morris  Salzman,  M.D.,  Landing;  age  66 
Byron  G.  Sherman,  Jr.,  M.D.,  Morristown;  age  66 
Joseph  F.  Zigarelli,  M.D.,  Wayne;  age  71 

Passaic  County 

Jack  Barnett,  M.D.,  Hollywood,  FL 
(formerly  Paterson);  age  74 
Benjamin  Barolsky,  M.D.,  Fair  Lawn;  age  82 
Irving  Ehrenfeld,  M.D.,  Passaic;  age  82 
Herbert  R Farber,  M.D.,  Hackensack;  age  73 
Edward  W.  Goldstein,  M.D.,  Paterson;  age  73 
Herman  H.  Holt  M.D.,  Paterson;  age  88 
Charles  Honig,  M.D.,  Butler;  age  7 1 
Andrew  F.  McBride,  Jr.,  M.D.,  Paterson;  age  78 
Peter  J.  McDonnell,  M.D.,  Point  Pleasant;  age  65 
William  A.  Marrocco,  M.D.,  Altamonte  Springs,  FL 
(formerly  Paterson);  age  80 
Nadhim  E.  Meer,  M.D.,  Wyekoff;  age  78 
Paul  Phillips,  M.D.,  Fair  Lawn;  age  70 
James  A.  Rogers,  M.D.,  Normandy  Beach;  age  72 
Louis  L.  Salerno,  M.D.,  Kinnelon;  age  73 
Herbert  S.  Salzberg,  M.D.,  Paradise  Valley,  A Z 
(formerly  East  Orange);  age  63 
Maurice  A.  Shinefield,  M.D.,  Key  Biscayne,  FL 
(formerly  Paterson);  age  76 
M.  Gopaldas  Shroff,  M.D.,  Totowa  age  70 
Louis  Small,  M.D.,  Passaic;  age  83 
Aaron  Weiner,  M.D.,  Fair  Lawn;  age  80 
Abram  Vermeulen,  M.D.,  Paterson;  age  74 
Koon  C.  Young,  M.D.,  Fair  Lawn;  age  66 

Union  County 

Gardiner  C.  Bennett,  M.D.,  Madison;  age  67 
John  Charles  Bentley,  Jr.,  M.D.,  Elizabeth;  age  70 
William  U.  Cavallero,  M.D.,  Madison;  age  68 
Joseph  P.  Cillo,  M.D.,  Cranford;  age  58 
Charles  W.  Clarke,  Jr.,  M.D.,  Rumson;  age  65 
Carlos  H.  de  Armas,  M.D.,  Elizabeth;  age  59 
Herbert  W.  Diefendorf,  M.D.,  Summit;  age  70 
Albert  M.  Falcone,  M.D.,  Westfield;  age  66 
Rita  E.  Ganz,  M.D.,  Palm  Beach  Gardens,  FL 
(formerly  Elizabeth);  age  61 
Marshall  J.  Hanley,  M.D.,  Summit;  age  65 
Frank  F.  Kaiser,  Jr.,  M.D.,  Westfield;  age  63 
Julius  Mintz,  M.D.,  Plainfield;  age  68 
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Earl  A.  O’Neill,  M.D.,  Plainfield;  age  71  The  Reference  Committee  recommends  that  the 

John  J.  Reilly,  Jr„  M.D.,  Elizabeth;  age  65  nominations  be  approved. 

Gerald  V.  Sehoenbrun,  M.D.,  Plainfield:  age  63  HOUSE  ACTION:  Approved. 

Ward  M.  Schultz,  M.D.,  New  Providence;  age  63 


Supplemental  Report  #1: 

Nominations  for  Emeritus  Membership 


(Reference  Committee  “B") 

The  following  additional  nominations  for  election  to 
emeritus  membership  have  been  received: 

Atlantic  County 

Robert  B.  Durham,  M.D.,  Marmora;  age  84 
Werner  Hamburger,  M.D.,  Ventnor  City;  age  76 

Bergen  County 

Joseph  Greenbaum,  M.D.,  Tenafly;  age  78 
Robert  H.  Ringewald,  M.D.,  Englewood;  age  77 

Burlington  County 

Meyer  L.  Abrams,  M.D.,  Willingboro;  age  63 
Richard  S.  Rude,  M.D.,  Mount  Holly;  age  72 
Martin  Lee  Shapiro,  M.D.,  Cinnaminson;  age  52 

Camden  County 

James  E.  Brennan,  M.D.,  Cherry  Hill;  age  61 

Essex  County 

Elbert  C.  Brinning,  Jr„  M.D.,  Glen  Ridge;  age  66 
Nathan  Zukerberg,  M.D.,  West  Orange;  age  72 

Mercer  County 

John  D.  Barlow,  M.D.,  Hightstown;  age  75 
Ivan  F.  Bird,  M.D.,  Honolulu,  Hawaii  (formerly  Trenton); 
age  72 

Karl  I.  Buchholz,  M.D.,  Morrisville,  PA;  age  66 
George  L.  Burgess,  M.D.,  Trenton;  age  70 
William  P.  Constable,  M.D.,  Princeton;  age  72 
William  J.  Dougherty,  M.D.,  Bricktown 
(formerly  Trenton);  age  72 
Ralph  W.  Ellis,  M.D.,  Yardley,  PA  (formerly  Trenton); 
age  71 

Louis  Fishman,  M.D.,  Hightstown;  age  65 
David  Fluck,  M.D.,  Trenton;  age  75 
Robert  S.  Garber,  M.D.,  Osprey,  FL  (formerly  Princeton); 
age  74 

Zenon  Gill,  M.D.,  Trenton;  age  68 
Ellwood  W.  Godfrey,  M.D.,  Blue  Hill,  ME 
(formerly  Princeton);  age  76 
Samuel  A Guttman,  M.D.,  Pennington,  age  72 


Harold  K.  Harvey,  M.D.,  Aspen,  CO;  age  79 
Joseph  J.  Kohn,  M.D.,  Trenton;  age  76 
Mathew  R Lapin,  M.D.,  Lawrenceville;  age  68 
S.  Robert  Lewis,  M.D.,  Princeton;  age  7 1 
Samuel  J.  Lloyd,  M.D.,  Trenton;  age  76 
Isidor  Markowitz,  M.D.,  Trenton;  age  76 
Joseph  F.  O’Neill,  M.D.,  Whiting  (formerly  Hopewell); 
age  76 

Anna  T.  Onorato,  M.D.,  Yardley,  PA  age  66 
Paul  Parker,  M.D.,  Trenton;  age  68 
Carl  J.  Pfeiffer,  M.D.,  Princeton;  age  78 
Charles  H.  Place,  M.D.,  Princeton;  age  70 
Carmen  A Prunetti,  M.D.,  Delray  Beach,  FL 
(formerly  Trenton);  age  67 
Miriam  C.  Reed,  M.D.,  Princeton;  age  70 
William  G.  Rose,  M.D.,  Lakehurst 
(formerly  Hightstown);  age  73 
Walter  G.  Scheuerman,  M.D.,  Trenton;  age  68 
Tatjana  Schummer,  M.D.,  Trenton;  age  64 
Francis  U.  Seiler,  M.D.,  Lawrenceville;  age  64 
Benjamin  K.  Silverman,  M.D.,  Princeton;  age  62 
George  N.J.  Sommer,  M.D.,  Trenton;  age  79 
Frederick  M.  Spitzhoff,  M.D.,  Matthews,  NC 
(formerly  Trenton);  age  62 
Douglas  B.  Stevens,  M.D.,  Princeton;  age  70 
Martin  H.  Weinberg,  M.D.,  Trenton;  age  63 
John  S.  Wise,  M.D.,  Holland,  PA  (formerly  Trenton); 
age  72 

Percy  Wood,  Jr„  M.D.,  Chiapas,  Mexico 
(formerly  Princeton);  age  65 
Herbert  M.  Wolff,  M.D.,  Princeton;  age  75 
Kurt  Zeltmacher,  M.D.,  Trenton;  age  74 

Morris  County 

Edward  J.  Feeney,  M.D.,  Succasunna;  age  67 

Union  County 

Hans  R Bloink,  M.D.,  Watchung;  age  74 

The  Reference  Committee  recommends  that  the 
nominations  be  approved. 

HOUSE  ACTION:  Approved. 
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Supplemental  Report  #2: 

Nominations  For  Emeritus  Membership 

(Reference  Committee  “B”) 

Passaic  County 

Egildo  A.  Calligaro,  M.D.,  Clifton;  age  77 
Amey  M.  Winters,  M.D.,  Pompton  Plains;  age  62 
Alfredo  D.  Zavaleta,  M.D.,  Paterson;  age  62 

The  Reference  Committee  recommends  that  the 
nominations  be  approved. 

HOUSE  ACTION;  Approved. 


Supplemental  Report  #3: 

Nominations  For  Emeritus  Membership 

(Reference  Committee  “B”) 

The  following  additional  nominations  for  election  to 
emeritus  membership  have  been  received: 

Middlesex  County 

Milton  B.  Brown,  M.D.,  Edison;  age  69 


Union  County 

Fernando  Pino,  M.D.,  Elizabeth;  age  66 

The  Reference  Committee  recommends  that  the 
nominations  be  approved. 

HOUSE  ACTION:  Approved. 


The  following  additional  nominations  for  election  to 
emeritus  membership  have  been  received: 

Hudson  County 

Harold  W.  Grossman,  M.D.,  Jersey  City;  age  69 

Mercer  County 

William  N.  Eames,  M.D.,  Trenton;  age  77 
Blair  N.  Vine,  M.D.,  Trenton;  age  71 
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Resolution  #9 

Introduced  by:  Mercer  County  Medical  Society 

Subj  ect:  Changes  in  Annual  Meeting-House  of  Delegates  Format 

Referred  to:  Reference  Committee  “B” 


Whereas,  interest  and  attendance  by  delegates  at  re- 
cent Annual  Meetings  held  in  and  out  of  state  have 
been  less  than  optimal;  and 
Whereas,  the  business  of  the  House  of  Delegates  can 
be  accomplished  more  efficiently;  and 
Whereas,  many  issues  drastically  affecting  the  prac- 
tice of  medicine  in  this  state  require  timely  consider- 
ation by  the  entire  House  of  Delegates;  now  therefore 
be  it 

Resolved,  that  the  House  of  Delegates  meet  for  one 
day  each  in  spring,  fall,  and  winter  at  a central  conven- 
ient location;  and  be  it  further 
Resolved,  that  the  spring  meeting  be  for  election. 


Resolution  # 13 

Introduced  by: 

Subject- 
Referred  to: 

Whereas,  the  fast  pace  of  events  affecting  the  medical 
profession  no  longer  lends  itself  to  the  leisure  of  a 
single  annual  meeting;  and 

Whereas,  the  AMA  House  of  Delegates  holds  an  an- 
nual meeting  and  an  interim  meeting  each  year;  now 
therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
hold  an  interim  meeting  of  their  House  of  Delegates 
at  a convenient  time  and  place  prior  to  the  interim 
meeting  of  the  AMA;  and  be  it  further 

Resolved,  that  this  interim  meeting  be  a one-day 
session  (held  on  a weekend)  devoted  to  (a)  resolutions 
of  an  urgent  or  critical  nature,  introduced  by  a county 
medical  society;  and  (b)  reports  on  issues  previously 
forwarded  to  the  Trustees  of  this  Society  for  action. 

Resolution  #13  was  considered  with  Resolution  #9. 
The  Reference  Committee  heard  testimony  both  for 
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reference  committees,  and  a maximum  of  five  resolu- 
tions; and  be  it  further 

Resolved,  that  the  fall  and  winter  meetings  each 
have  a morning  major  interest  speaker  followed  by 
reference  committees  and  afternoon  action  on  a maxi- 
mum of  eight  resolutions  per  meeting. 

Resolution  #9  was  considered  with  Resolution  #13; 
see  Resolution  #13  for  full  discussion. 

The  Reference  Committee  recommends  that  Reso- 
lution #9  be  rejected. 

HOUSE  ACTION:  Adopted.  Resolution  #9  was  re- 
jected. 


and  against  the  concept  of  holding  more  than  one 
regular  meeting  of  the  House  of  Delegates  per  year.  The 
Reference  Committee  recognizes  the  potential  need  for 
additional  sessions  of  the  House  of  Delegates,  but  it 
was  brought  out  during  the  testimony  that  the  Presi- 
dent is  empowered  to  call  a special  meeting  of  the 
House  of  Delegates  upon  request  of  the  Board  of 
Trustees,  the  House  itself,  or  by  petition  of  5 percent 
of  the  membership  at  any  time.  The  Reference  Com- 
mittee notes  informationally  that  the  headquarters  of 
the  Medical  Society  of  New  Jersey  would  not  be  suit- 
able for  a meeting  of  the  House  of  Delegates  unless  that 
meeting  is  conducted  differently  from  our  current  cus- 
tom. 

The  Reference  Committee  recommends  that  Reso- 
lution #13  be  rejected. 

HOUSE  ACTION:  Adopted  as  amended. 
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Union  County  Medical  Society 

Interim  Meeting  of  the  MSNJ  House  of  Delegates 

Reference  Committee  “B” 


Resolution  #21 


Passaic  County  Medical  Society 

Annual  Meeting  of  the  Medical  Society  of  New  Jersey 
Reference  Committee  “B” 


Introduced  by: 

Subject: 

Referred  to: 

Whereas,  the  Annual  Meeting  of  the  House  of  Del- 
egates of  the  Medical  Society  of  New  Jersey  is  the 
forum  whereby  the  membership  of  the  Society, 
through  elected  delegates,  decides  the  policies  and  fu- 
ture direction  of  the  Medical  Society  of  New  Jersey;  and 

Whereas,  physicians  must  utilize  and  manage  their 
time  carefully:  and 

Whereas,  the  time  commitment  required  to  attend 
the  House  of  Delegates  is  a major  burden  on  the  sched- 
ules of  the  physician-delegates;  and 

Whereas,  Atlantic  City  hardly  conveys  a favorable 
image  to  the  public  as  a location  for  serious  matters; 
now  therefore  be  it 

Resolved,  that  beginning  with  the  1987  House  of 
Delegates,  all  Annual  Meetings  will  take  place  as  fol- 
lows: 


a.  Reference  committees  will  meet  on  a weekend 
four  weeks  prior  the  the  House  of  Delegates  at  the 
Society’s  headquarters  in  Lawrenceville; 

b.  The  House  of  Delegates  will  meet  on  a weekend 
at  the  Society’s  headquarters  in  Lawrenceville; 

c.  The  inaugural  banquet  for  the  incoming  Presi- 
dent will  be  arranged  by  his  or  her  county  society  at 
a location  selected  by  that  county  society;  and 

d.  Scientific  sessions  will  be  set  up  at  a time  and 
place  to  be  determined  by  the  Committee  on  Annual 
Meeting  of  the  Medical  Society  of  New  Jersey. 

The  Reference  Committee  recommends  that  Reso- 
lution #21  be  rejected. 

HOUSE  ACTION:  Adopted.  Resolution  #21  was  re- 
jected. 


Resolution  #38 

Introduced  by:  Philip  Jasper,  M.D. , Delegate,  Passaic  County 

Subject:  Unifying  Membership  in  the  American  Medical  Association,  the  Medical  Society  of  New  Jersey, 

and  County  Medical  Societies 
Referred  to:  Reference  Committee  “B” 


Whereas,  the  medical  profession  in  the  United  States 
currently  is  under  attack  from  all  sides,  thereby  threat- 
ening the  very  ability  of  physicians  to  practice  medi- 
cine according  to  the  highest  standards  of  the  pro- 
fession; and 

Whereas,  the  federation  of  state  and  local  medical 
societies  and  the  various  specialty  societies  under  the 
leadership  of  the  American  Medical  Association  are 
best  qualified  to  present  a united  and  coordinated  pro- 
gram to  counteract  the  many  forces  which  threaten 
the  quality  of  care;  and 

Whereas,  unifying  membership  in  the  county  and 
state  medical  societies  with  the  AMA  will  increase  dra- 
matically both  the  strength  and  the  influence  of  the 
federation;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New__Jc4T>cy- 
amend  its  Bylaws  to  requirejr^iiibersffipTnthe  Ameri- 
can Medical3ssoei«rt1t5rrmaddition  to  state  and  coun- 
^-m^TnSership. 


Resolved,  that  the  Medical  Society  of  New  Jersey 
strongly  recommend  voluntary  membership  in  the 
American  Medical  Association. 

The  Reference  Committee  heard  arguments  for  and 
against  the  concept  of  unified  membership.  The  Refer- 
ence Committee  recognizes  that  the  AMA  deserves  our 
full  support,  and  membership  in  the  AMA  should  be 
encouraged  vigorously.  The  Reference  Committee  felt 
that  the  potential  down-side  risk  of  loss  of  member- 
ship and  erosion  of  the  dues  structure  has  not  been 
adequately  studied  or  quantitated.  The  Reference 
Committee  suggests  that  data  be  obtained  from  the 
medical  societies  in  other  states  that  have  im- 
plemented unification  of  membership. 

The  Reference  Committee  recommends  that  Reso- 
lution #38  be  referred  to  the  Board  of  Trustees  for 
further  study. 

HOUSE  ACTION:  Not  adopted.  Substitute  Reso- 
lution *38  was  adopted. 


Tr  30 


NEW  JERSEY  MEDICINE 


Reference  Committee  “C” 


Reports:  COUNCIL  ON  MEDICAL  SERVICES 
BOARD  OF  TRUSTEES’  ITEMS 
RESOLUTIONS  *2,  *5,  *6,  *7,  *8,  *11, 
*18,  *35,  *36,  *37,  *40,  *41,  *42,  *45E 


Members: 

R.  Gregory  Sachs , M.D.,  Chairman,  Union 

George  T.  Hare,  M.D.,  Camden 
William  J.  DElia,  M.D.,  Monmouth 
G.  Gerson  Grodberg,  M.D.,  Bergen 
Peter  Amirata,  Jr.,  M.D.,  Essex 
Richard  B.  Einaugler,  Alternate,  Morris 


Council  on  Medical  Services 


JOESPH  FLEISHER,  M.D.,  CHAIRMAN,  BAYONNE 

(Reference  Committee  “C”) 

The  Council  is  charged  with  the  responsibility  of 
studying  and  evaluating  matters  relevant  to  mainten- 
ance and  advancement  of  the  standards  and  character 
of  medical  practice  in  New  Jersey  and  the  investigation 
of  the  economic  and  social  aspects  of  medical  care. 

1.  HMO  Seminars.  Upon  reviewing  HMO-New  Jer- 
sey, it  became  apparent  to  the  Council  that  there  is  a 
lack  of  information  available  to  physicians  on  HMOs, 
IPAs,  and  PPOs.  The  Council  agreed  that  the  Society 
should  undertake  an  educational  program  for  phy- 
sicians on  these  forms  of  health  care  delivery.  The 
Council  recommended  that  the  Board  of  Trustees 
sponsor  a symposium  dealing  with  HMOs,  IPAs,  PPOS, 
and  other  health  care  delivery  systems.  The  Board  of 
Trustees  has  authorized  a series  of  seminars  on  these 
topics. 

2.  Development  of  Relative  Value  Guidelines.  At 

the  meeting  of  the  Board  of  Trustees  on  October  21, 
1984,  the  Council  on  Medical  Services  was  directed  to 
research  and  consider  the  development  of  suggested 
relative  value  guidelines  for  the  various  specialties  in 
New  Jersey.  The  Council  noted  that  a relative  value 
scale  for  physicians’  services  will  be  developed  by 
Harvard  University  under  a contract  with  the  Health 


Care  Financing  Administration  which  was  scheduled 
to  begin  September  15,  1985.  The  AMA  will  be  a sub- 
contractor under  this  project  which  is  expected  to  run 
for  30  months.  The  Board  of  Trustees  approved  the 
Council’s  recommendation  that  the  development  of 
Relative  Value  Guidelines  be  postponed  until  a report 
is  released  by  the  AMA  on  the  Health  Care  Financing 
Administration  project. 

3.  Resolution  *9,  Prevention  of  Windfall  Profits — 
1984  House  of  Delegates.  The  Board  of  Trustees,  at 
its  meeting  on  May  6,  1984,  referred  1984  Resolution 
#9,  Prevention  of  Windfall  Profits,  to  the  Council  on 
Medical  Services  for  consideration.  The  Council 
carefully  reviewed  the  Resolution  and  the  cor- 
respondence from  the  sponsor.  The  Board  of  Trustees 
adopted  the  Council's  recommendation  that  the  Medi- 
cal Society  of  New  Jersey  request  legislation  or  regu- 
lation which  would  require  insurance  companies  to 
reimburse  patients  equally,  whether  their  physicians 
participate  in  a particular  program  or  not. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 
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Board  of  Trustees’  Items 


HOSPITAL  PREADMISSION 
REVIEW/CERTIFICATION 

(Reference  Committee  “C”) 

At  its  1985  Annual  Meeting,  the  AMA  House  of  Del- 
egates considered  five  Resolutions  dealing  with  hospi- 
tal preadmission  review  and  certification,  particularly 
as  they  apply  to  Medicare  recipients.  Four  of  these 
Resolutions,  representing  a wide  range  of  reactions  to 
preadmission  review  requirements,  were  referred  to 
the  AMA  Board  of  Trustees.  In  addition,  the  House 
considered  and  adopted  a Substitute  Resolution  which 
stated  that  it  is  the  responsibility  of  the  insured  or  the 
insurer  to  notify  physicians  when  there  are  any 
preauthorization  requirements  connected  with  the 
rendering  of  a service. 

During  the  1985  Interim  Meeting,  the  House  of  Del- 
egates considered  a report  from  the  AMA  Council  on 
Medical  Service  which  described  the  Council’s  evalu- 
ation of  hospital  preadmission  review  programs, 
proposed  that  the  AMA  seek  to  determine  if  such  pro- 
grams are  cost  effective,  and  reaffirmed  1984  policy 
opposing  mandating  blanket  hospital  preadmission 
review  for  all  patients  or  for  specific  categories  of  pa- 
tients by  government,  other  payors,  or  hospitals  while 
encouraging  physician-directed  peer  review  organiza- 
tions to  consider  implementation  of  focused  pread- 
mission review  on  a voluntary  basis.  The  Council  also 
recommended  that  a mechanism  be  developed,  such  as 
a statement  on  the  identification  card  issued  by  health 
insurers  to  those  insured,  which  will  inform  attending 
physicians  that  a certification  or  preauthorization  re- 
quirement as  a condition  for  payment  does  exist. 

The  House  of  Delegates  adopted  the  report  of  the 
Council  on  Medical  Service  in  lieu  of  the  Resolutions. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 

MEDICAL  WITNESSES 

(Reference  Committee  “C") 

At  the  close  of  the  1985  Annual  Meeting,  a copy  of 
Resolution  *22  was  forwarded  to  the  State  Board  of 
Medical  Examiners.  It  is  the  Society’s  firm  belief  that 
physicians  acting  as  expert  witnesses  should  conduct 
a full,  thorough,  and  detailed  review  of  all  relevant  data 
and  submit  a report  which  appropriately  references 
the  scope  of  that  review.  Likewise,  the  “expert"  should 
not  have  a vested  interest  in  the  case  nor  receive  a 
contingent  fee.  The  Society  requested  the  State  Board 
of  Medical  Examiners  to  adopt  a regulation  requiring 
a logical  and  sound  approach  to  the  development  of 
expert  reports  and  testimony. 

Since  the  Medical  Practice  Act  already  requires  that 
licensees  be  of  good  moral  character,  and  authorizes 
a sanction  to  be  imposed  against  a licensee  who  is 
guilty  of  misrepresentation  or  professional  miscon- 
duct, the  State  Board  does  not  believe  a new  regulation 


is  necessary  to  require  physicians  to  conduct  them- 
selves in  a professionally  responsible  manner. 

The  Board  of  Trustees  believes  the  present  system 
needs  reform,  particularly  in  the  area  of  providing  ade- 
quate information  to  physicians  preparing  to  render 
a professional  evaluation  based  solely  on  the  facts 
made  available  to  them.  No  further  action  is  planned 
at  the  present  time,  but  may  be  contemplated  in  the 
future. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 

PRIOR  APPROVAL  FOR  ADMISSION  AND/OR 
PROCEDURES  FOR  PATIENTS 

(Reference  Committee  “C”) 

The  Executive  Committee  discussed  the  above  Reso- 
lution (#30E,  1985)  with  the  Peer  Review  Organization 
of  New  Jersey,  Inc.  The  PRO  maintains  that  patients 
needing  acute  care  are  not  denied  admission.  The 
Health  and  Insurance  Departments  have  taken  the 
position  that  these  plans  must  be  operated  through 
certified  utilization  review  organizations.  The  Society 
filed  a complaint  with  the  Insurance  Department  re- 
questing that  carriers  using  these  types  of  programs 
be  required  to  explain  fully  coverage  limitations  to 
their  insureds. 

The  Reference  Committee  recommends  that  the  re-  j 
port  be  filed. 

HOUSE  ACTION:  Filed. 

SCHEDULING  OF  PRO  APPEALS 

(Reference  Committee  “C”) 

Resolution  *29E  (1985)  directed  the  Society  to 
prevail  upon  the  PRO  of  New  Jersey,  Inc.  to  schedule 
appeal  hearings  with  the  convenience  of  the  appealing 
physician  in  mind,  and  that  the  New  Jersey  Hospital 
Association  urge  its  members  to  forward  copies  of  hos- 
pital records  to  PRO  at  the  time  the  appeal  is  re- 
quested. 

The  Executive  Committee  met  with  representatives 
of  the  PRO  and  found  them  generally  sympathetic  in 
regard  to  this  Resolution.  The  review  cycle  will  be  ex- 
tended to  grant  physicians  more  time  to  schedule  ap- 
pearances. Since  the  appeals  require  a specialist  mul- 
tiple reviews  involving  cases  from  several  counties  may 
be  scheduled  on  the  same  day  because  of  the  difficulty 
in  securing  the  services  of  a qualified  reviewer. 

Presentation  of  a complete  hospital  record  in  a time- 
ly fashion  still  is  a major  difficulty. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 


Tr  32 


NEW  JERSEY  MEDICINE 


Resolution  #2 

Introduced  by:  Charles  Harris,  M.D.,  Delegate,  Ocean  County 
Subject:  Professional  Liability  Claims  without  Merit 

Referred  to:  Reference  Committee  “C” 


Whereas,  many  malpractice  claims  asserted  against 
physicians  are  without  merit:  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jersey 
create  a committee  to  review  malpractice  claims  and 
to  institute  counter  suits  or  cross  claims  when  a suit 
is  frivolous;  and  be  it  further 
Resolved,  that  if  the  above  cannot  be  implemented, 
then  a review  system  be  used  which  would  notify  plain- 
tiffs and  their  attorneys  when  a claim  is  without  merit. 


The  Executive  Director  informed  those  present  that 
since  1976  there  has  been  in  existence  a mechanism 
within  MSNJ  to  consider  individual  cases  for  counter 
suit,  and  the  creation  of  a committee  for  this  same 
purpose  would  be  redundant. 

The  Reference  Committee  recommends  that  Reso- 
lution #2  be  rejected. 

HOUSE  ACTION:  Adopted.  Resolution  #2  was  re- 
jected. 


Resolution  #5 

Introduced  by:  Charles  Harris,  M.D. , Delegate,  Ocean  County 

Subject:  Subluxation 

Referred  to:  Reference  Committee  “C” 


Whereas,  chiropractors  are  reimbursed  by  Medicare 
only  for  treatment  of  subluxation,  which  they  must 
prove  by  x-ray,  thus  causing  much  unnecessary  radi- 
ation exposure  for  a nonexistent  condition  (Medicare 
Bulletin  76-4A);  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jersey 
request  that  Congress  test  the  radiographs  of  the 
spines  of  all  the  people  treated  for  subluxation,  to  de- 
termine whether  or  not  this  “condition"  is  demon- 


strable by  x-ray. 

Resolution  #5  was  discussed  simultaneously  with 
Resolution  #6.  It  was  agreed  that  the  Resolutions  are 
not  viable;  they  could  open  the  way  to  a number  of  legal 
problems. 

The  Reference  Committee  recommends  that  Reso- 
lution #5  be  rejected. 

HOUSE  ACTION:  Adopted.  Resolution  #5  was  re- 
jected. 


Resolution  #6 

Introduced  by:  Charles  Harris,  M.D.  Delegate,  Ocean  County 
Subject:  Medicare  Reimbursement 

Referred  to:  Reference  Committee  “C” 


Whereas,  Medicare  has  enfranchised  chiropractors; 
and 

Whereas,  chiropractors  are  enfranchised  solely  for 
the  treatment  of  a condition  which  they  call  “subluxa- 
tion”; and 

Whereas,  subluxation  is  not  diagnosable  without  an 
x-ray;  and 

Whereas,  subluxation  as  treated  by  chiropractors  is 
not  diagnosable  with  an  x-ray:  and 

Whereas,  the  Medicare  program  is  financially  embar- 
rassed; and 

Whereas,  the  treatment  of  a noncondition  increases 
the  financial  hemorrhage  of  Medicare;  now  therefore 
be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
bring  forcibly  to  the  attention  of  Congress  and  the 


AMA  the  aforementioned  paradox;  and  be  it  further 
Resolved,  that  the  Medical  Society  of  New  Jersey 
take  a strong  position  with  respect  to  authorizing  pay- 
ments for  a condition  that  may  be  nonexistent;  and  be 
it  further 

Resolved,  that  the  Medical  Society  of  New  Jersey 
petition  Congress  to  prove  the  existence  of  chiroprac- 
tic “subluxation.” 

Resolution  #6  was  discussed  simultaneously  with 
Resolution  #5.  It  was  agreed  that  the  Resolutions  are 
not  viable;  they  could  open  the  way  to  a number  of  legal 
problems. 

The  Reference  Committee  recommends  that  Reso- 
lution #6  be  rejected. 

HOUSE  ACTION:  Adopted.  Resolution  #6  was  re- 
jected. 
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Resolution  #7 

Introduced  by:  Charles  Harris,  M.D.,  Delegate,  Ocean  County 
Subject:  Medicare  Means  Test  for  Medical  Appliances 

Referred  to:  Reference  Committee  “C” 

Whereas,  Medicare  is  in  financial  straits:  and 
Whereas.  Medicare  authorizes  payments  for  medical 
appliances;  and 

Whereas,  there  is  no  means  test  applied  for  these 
payments:  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jersey 
request  Congress  to  review  this  matter  and  discon- 
tinue reimbursement  for  appliances  unless  financial 
hardship  and  need  on  the  part  of  the  recipient  can  be 


Resolution  #8 

Introduced  by:  Gloucester  County  Medical  Society 
Subject:  Medicare  Fee  Equity 

Referred  to:  Reference  Committee  “C” 

Whereas,  physicians  throughout  the  state  of  New 
Jersey  are  taxed  equally  by  the  federal  and  state  gov- 
ernments; and 

Whereas,  premiums  for  professional  liability  in- 
surance, professional  dues,  as  well  as  other  cost-of- 
living  factors  are  equal  throughout  the  state  of  New 
Jersey:  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
recommend  the  abolishment  of  the  present  system  of 
reimbursement  of  Medicare  fees  to  physicians  in  the 


1 


demonstrated. 

The  Reference  Committee  noted  that  no  means  test 
for  Medicare  exists  or  is  politically  feasible;  therefore, 
the  Resolution  as  presented  is  not  appropriate. 

The  Reference  Committee  recommends  that  Reso- 
lution #7  be  rejected. 

HOUSE  ACTION:  Adopted.  Resolution  #7  was  re- 
jected. 


state  of  New  Jersey  which  allows  for  gross  inequities 
between  Areas  I,  II,  and  III. 

The  Reference  Committee  supports  the  concept  of 
this  Resolution,  but  anticipates  that  the  problem  will 
be  resolved  at  the  end  of  the  Medicare  fee  freeze  when 
a single  fee  schedule  probably  will  be  established. 

The  Reference  Committee  recommends  that  Reso- 
lution #8  be  rejected. 

HOUSE  ACTION:  None.  Resolution  #8  was 

withdrawn. 


Tr  34 


NEW  JERSEY  MEDICINE 


Resolution  # 1 1 

Introduced  by:  Bergen  County  Medical  Society 

Subject:  Investigation  of  Prudential  Insurance  Company’s  Methods  of  Medicare  Reimbursement 

Referred  to:  Reference  Committee  “C” 


Whereas,  investigations  by  the  Bergen  County  Medi- 
cal Society  Special  Task  Force  on  Medicare  Reimburse- 
ment have  unearthed  many  examples  of  inconsisten- 
cies in  allowances  of  Medicare  charges  by  the  Pruden- 
tial Insurance  Company,  the  Medicare  carrier  for  this 
area;  and 

Whereas,  payments  for  the  same  service  have  varied 
in  many  instances  by  as  much  as  60  percent;  and 
Whereas,  it  is  apparent  that,  when  physicians  ac- 
cepting Medicare  assignment  get  a lower  reimburse- 
ment, it  becomes  a disincentive  for  physicians  to  ac- 
cept assignment,  thus  patients  will  not  be  reimbursed 
what  is  due  them;  and 

Whereas,  the  Task  Force  on  Medicare  Reimburse- 
ment has  unearthed  many  instances  when  necessary 
services  to  patients  are  being  unilaterally  disallowed  by 
Prudential,  an  example  of  Prudential  attempting  to 
practice  medicine  without  seeing  the  patient;  and 
Whereas,  in  many  instances.  Prudential  is  dictating 
how  often  a sick  patient  should  be  seen  and  how  often 
certain  necessary  tests  should  be  done,  thus  denying 
a patient  essential  care;  and 
Whereas,  this  Task  Force  on  Medicare  Reimburse- 
ment has  been  thwarted  in  its  attempts  to  discuss  this 


Resolution  # 18 

Introduced  by:  Ocean  County  Medical  Society 
Subject:  DRG  and  PRO  Representation 

Referred  to:  Reference  Committee  “C” 

Whereas,  Congress  passed  the  Medicare  law  in  1965 
to  ensure  medical  care  for  the  elderly;  and 

Whereas,  peer  review  was  established  in  the  form  of 
PSRO  legislation  to  monitor  medical  care  under  the 
Medicare  law;  and 

Whereas,  Congress  has  acknowledged  the  inability  to 
deliver  the  medical  care  promised  in  the  1965  legis- 
lation by  enacting  cost  containment  efforts  such  as  the 
DRG  method  of  reimbursement  and  the  PRO  organiza- 
tion; and 

Whereas,  the  proved  effectiveness  of  DRG  has  not 
been  established  as  a means  of  reimbursement  that 
contains  costs  and  without  adversely  impacting  the 
quality  of  care;  and 

Whereas,  PRO  is  affecting  the  appropriateness  of 
care  and  the  quality  of  care  in  hospitals;  and 

Whereas,  PRO  has  established  its  own  guidelines  to 
monitor  the  care  without  necessarily  representing  the 
standards  of  care  practiced  in  the  community;  and 

Whereas,  physicians  are  required  to  respond  to  PRO 
inquiries  and  denials;  and 


matter  with  Prudential;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
institute  a full-scale  investigation  of  Prudential  In- 
surance Company’s  methods  of  Medicare  reimburse- 
ment to  determine  if  such  reimbursement  coincides 
with  federally  mandated  directives;  and  be  it  further 

Resolved,  that  the  investigation  focus  on  two  points: 
the  apparent  discrepancies  of  rate  of  payments  for  the 
same  procedures;  and  whether  nonmedical  personnel 
employed  by  Prudential  Insurance  Company  should  be 
allowed  to  dictate  the  necessity  of  medical  care  to  our 
elderly  patients. 

The  Reference  Committee  does  not  favor  Resolution 
#11,  but  acknowledges  that  problems  do  occur  and 
encourages  the  members  to  bring  their  dissatisfaction 
to  the  attention  of  Joseph  C.  Lucei,  Director  of  Medical 
and  Insurance  Affairs,  MSNJ,  and  James  E.D.  Gardam, 
M.D.,  Medical  Administrator,  Prudential  Insurance 
Company  of  America. 

The  Reference  Committee  recommends  that  Reso- 
lution #11  be  rejected. 

HOUSE  ACTION;  Not  adopted.  Resolution  #1 1 was 
adopted. 


Whereas,  hospitals  have  internal  review  mechanisms 
that  must  meet  Joint  Commission  on  Accreditation  of 
Hospitals  requirements;  and 

Whereas,  physicians  may  not  be  organized  to  deal 
effectively  with  PRO;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey:  1 ) 
establish  the  feasibility  of  developing  a Medical  Society 
of  New  Jersey-sponsored  separate  organization  that 
will  represent  its  members  in  all  actions  when  dealing 
with  PRO  issues  and  the  medical  quality  of  care  under 
the  DRG;  and  2)  assess  its  members  to  promote  the 
MSNJ  organization  which  will  deal  with  DRG  and  PRO 
issues. 

The  Reference  Committee  opposes  Resolution  #18 
because  a Peer  Review  Oversight  Committee  presently 
exists  at  MSNJ  which  can  address  the  concerns  ex- 
pressed. 

The  Reference  Committee  recommends  that  Reso- 
lution #18  be  rejected. 

HOUSE  ACTION:  Adopted.  Resolution  *18  was  re- 
jected. 
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Resolution  #35 

Introduced  by:  Middlesex  County  Medical  Society 
Subject:  Differential  Professional  Liability  Premiums 

Referred  to:  Reference  Committee  “C” 


Whereas,  other  captive  carriers  have  a differential  in 
professional  liability  premium  favoring  members  of 
their  state  medical  society;  and 
Whereas,  the  Medical  Society  of  New  Jersey  members 
are  better  risks  because  they  complete  150  hours  of 
continuing  medical  education  every  three  years;  and 
Whereas,  the  importance  of  continuing  medical 
education  was  recognized  by  the  Insurance  Com- 
missioner’s Task  Force  on  Medical  Malpractice;  now 
therefore  be  it 

Resolved,  that  the  Medical  Society  of  New.Jersry' 
request  the  Medical  Inter-Insyxa»ee^XcIiange  of  New 
Jersey  toproyid£-a-strrcT7arge  in  premiums  to  all  those 
aj^erafeTnot  members  of  the  Medical  Society  of  New 


Jersey  or  the  New  Jersey  Association  of  Octcnpnthir 
.Physicians  and  Surgeons! 

The  Reference  Committee  recommends  that  the  Re- 
solved be  amended  to  read: 

Resolved,  that  the  Medical  Society  of  New  Jersey 
request  the  Medical  Inter-Insurance  Exchange  of  New 
Jersey  to  provide  a surcharge  in  premiums  to  all  al- 
lopathic and  osteopathic  physicians  who  fail  to  com- 
plete a nationally  recognized  CME  requirement  of  150 
hours  of  continuing  medical  education  eveiy  three 
years. 

The  Reference  Committee  recommends  that  Reso- 
lution #35  be  adopted  as  amended. 

HOUSE  ACTION:  Adopted  as  amended. 


Resolution  #36 

Introduced  by:  John  H.  Lifland,  M.D.,  Delegate,  Somerset  County 
Subj  ec  t:  Experience  Rating  of  Class  of  Practice 

Referred  to:  Reference  Committee  “C” 


Whereas,  the  trends  in  medical  malpractice  liability 
insurance  today  and  in  the  future  indicate  ever-in- 
creasing  risks  and  monetaxy  damages  without  realistic 
hope  of  meaningful  tort  reform;  and 
Whereas,  it  is  highly  likely  that  the  Medical  Inter- 
Insurance  Exchange  of  New  Jersey  will  be  forced  to  go 
to  a claims  made  policy  sooner  than  most  physicians 
realize;  and 

Whereas,  a claims  made  policy,  in  which  a retiring 
physician  must  buy  back  the  “tail"  of  the  policy  in  the 
future,  will  be  unaffordable  for  physicians  in  certain 
high-risk  specialties  if  severe  inflation  develops  in  the 
future,  the  effect  will  be  that  these  physicians  will  have 
been  found  to  be  practicing  essentially  “bare”  in  the 
present,  with  grave  consequences  mentally  and  eco- 
nomically to  themselves  and  their  families  at  the  time 
of  proposed  retirement;  now  therefore  be  it 
Resolved,  that  the  Medical  Inter-Insurance  Ex- 


change of  New  Jersey  be  requested  to  have  each 
specialty  group's  premiums  reflect  the  predicted  actu- 
arial experience  of  that  group.  (This  will  eliminate  the 
subsidization  of  high-risk  groups  by  low-risk  groups 
that  occurs  now  and  serves  to  keep  the  “crisis”  from 
the  front  pages  of  the  newspapers,  and  will  result 
further  in  public  outrage  demanding  tort  reform  now 
rather  than  later,  and  the  costs  in  the  end,  both  human 
and  financial,  will  be  less  for  attacking  the  root  of  the 
problem  now,  rather  than  continuing  to  appease  its 
symptoms  without  hope  of  cure  well  into  the  future.) 

The  Reference  Committee  opposes  Resolution  #36 
because  classification  by  specialty  group  appropriate 
to  their  risk  experience  already  exists. 

The  Reference  Committee  recommends  that  Reso- 
lution #36  be  rejected. 

HOUSE  ACTION:  Adopted.  Resolution  #36  was  re- 
jected. 


Tr  36 


NEW  JERSEY  MEDICINE 


Resolution  *37 


Philip  Jasper,  M.D.,  Delegate,  Passaic  County 

Membership  in  a Professional  Society  as  a Requirement  for  Hospital  Privileges 
Reference  Committee  “C” 


Introduced  by: 

Subject: 

Referred  to: 

Whereas,  allopathic,  osteopathic,  and  podiatric  prac- 
titioners best  are  qualified  and  able  to  monitor  the 
quality  of  care  delivered  by  the  members  of  their  pro- 
fession; and 

Whereas,  allopathic,  osteopathic,  and  podiatric  prac- 
titioners have  formed  professional  societies  whose 
purpose  is  to  advance  and  enhance  the  science  and  art 
of  healing  as  well  as  to  monitor  the  skills  and  abilities 
of  their  members  in  the  science  and  art  of  healing:  and 

Whereas,  allopathic,  osteopathic,  and  podiatric  prac- 
titioners tend  to  seek  privileges  from  several  hospitals 
within  a geographic  area:  and 

Whereas,  state  licensing  boards  neither  are  funded 
nor  staffed  sufficiently  to  monitor  in  a timely  manner 
the  actions  of  those  practitioners  they  license;  now 
therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
adopt  as  its  official  position  that  all  allopathic,  os- 
teopathic, and  podiatric  practitioners  licensed  by  the 
state  of  New  Jersey  must  belong  to  a recognized  pro- 
fessional society  in  order  to  obtain  privileges  from  any 
hospital  in  this  state;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  New  Jersey 
immediately  initiate  action  with  the  New  Jersey  As- 
sociation of  Osteopathic  Physicians  and  Surgeons  and 
the  New  Jersey  Podiatric  Medical  Society  to  achieve  the 
implementation  of  this  state  position. 

The  Reference  Committee  recommends  that  line  1 
in  the  first  Whereas  be  amended  to  read  as  follows: 
‘Whereas,  allopathic  and  osteopathic  practitioner.” 


The  Reference  Committee  recommends  that  line  1 
in  the  second  Whereas  be  amended  to  read  as  follows: 
“Whereas,  allopathic  and  osteopathic  practitioners.” 
The  Reference  Committee  recommends  that  line  1 
in  the  third  Whereas  be  amended  to  read  as  follows: 
“Whereas,  allopathic  and  osteopathic  practitioners.” 
The  Reference  Committee  recommends  that  the 
first  Resolved  be  amended  to  read  as  follows: 

Resolved,  that  all  New  Jersey  hospital  medical  staffs 
should  be  encouraged  to  develop  a bylaw  policy  requir- 
ing all  allopathic  and  osteopathic  physicians  on  their 
staffs  to  be  members  of  either  a statewide  professional 
society  such  as  the  Medical  Society  of  New  Jersey  or 
the  New  Jersey  Association  of  Osteopathic  Physicians 
and  Surgeons  or  a recognized  specialty  society. 

The  Reference  Committee  recommends  that  the 
second  Resolved  be  deleted. 

A proposed  amendment  to  the  first  Resolved  was 
submitted  by  John  J.  Crosby,  Jr.,  M.D.,  Hudson  County: 
Resolved,  that  all  New  Jer  sey  hospital  medical  staffs 
should  be  encouraged  to  develop  a bylaw  policy  requir- 
ing all  professionals  on  their  staff  to  be  members  of 
a statewide  professional  society  to  which  their  degree 
entitles  them. 

The  Reference  Committee  recommends  that  Reso- 
lution #37  be  adopted  as  amended. 

HOUSE  ACTION:  Resolution  *37,  and  all  the 
proposed  amendments,  were  referred  to  the  Board  of 
Trustees,  with  input  from  the  Governing  Council  of 
the  Hospital  Medical  Staff  Section. 


Resolution  #40 

Introduced  by:  William  E.  Ryan,  M.D.,  Delegate,  Mercer  County 
Subj  ect:  Regional  Independent  Practice  Associations 


Referred  to:  Reference  Committee  “C” 

Whereas,  new  programs  such  as  HMOs,  PPOs,  and 
alternate  care  delivery  systems  are  rapidly  changing 
the  health  care  delivery  system  in  New  Jersey:  and 

Whereas,  well-researched  information  on  these  sub- 
jects is  difficult  to  obtain  and  interpret;  now  therefore 
be  it 

Resolved,  that  as  a service  to  its  membership,  the 


Medical  Society  of  New  Jersey  provide  information  and 
help  for  physicians  who  wish  to  know  more  about  the 
feasibility  of  forming  regional  independent  practice  as- 
sociations. 

The  Reference  Committee  recommends  that  Reso- 
lution #40  be  adopted. 

HOUSE  ACTION:  Adopted. 
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Resolution  #41 

Introduced  by:  Fred  M.  Palace,  M.D.,  Delegate,  Morris  County 
Subject:  Capitated  Reimbursement  Systems 

Referred  to:  Reference  Committee  “C” 


Whereas,  ethical  considerations  always  have  led 
physicians  to  oppose  strongly  personal  financial  incen- 
tives that  influence  any  decisions  regarding  patient 
care;  and 

Whereas,  individual  physicians  must  formulate  their 
opinions  and  recommend  referrals  and  therapies  on 
the  basis  of  an  honest  evaluation  of  data,  unen- 
cumbered by  personal  financial  gain;  and 

Whereas,  compensation  gained  by  reducing  the 
number  of  those  referrals  which  would  be  in  the  pa- 
tient's best  interest  likewise  would  be  improper;  and 
Whereas,  physicians  delivering  primaiy  care  under 
a capitation  system  are  called  on  to  reserve  a portion 
of  the  compensation  paid  based  solely  on  lesser  utiliza- 


Resolution #42 

I n t roduced  by:  Hospital  Medical  Staff  Section 
Subject:  PRO/URO  Attestation 

Referred  to:  Reference  Committee  “C” 

Whereas,  peer  review  organizations  and  utilization 
review  organizations  are  evaluating  quality  care  is- 
sues; and 

Whereas,  these  directly  affect  physicians  in  their 
practice  of  medicine:  and 

Whereas,  adequate  documentation  is  required  of  the 
physicians  in  their  hospital  records;  now  therefore  be 
it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
seek  legislation  or  regulation  that  requires  the 
£RO/URO  to  provide  the  detailed  report  of  the  phy- 
sician-reviewer (who  shall  be  properly  identified)  to  the 


tion  of  services  in  a cost-containment  environment; 
now  therefore  be  it 

Resolved,  that  since  the  potential  for  abuse  exists 
under  capitated  reimbursement  systems  through  the 
withholding  of  services,  the  Medical  Society  of  New 
Jersey  strongly  oppose  any  system  of  health  care  -de- 
livery reimbursement  which  would  limit  services  based 
solely  on  financial  consideration. 

The  Reference  Committee  recommends  that  the 
word  “deliveiy”  in  the  Resolved  be  changed  to  “reim- 
bursement.” 

The  Reference  Committee  recommends  that  Reso- 
lution #41  be  adopted  as  amended. 

HOUSE  ACTION:  Adopted  as  amended. 


cited  physician;  and  also  that  the  reviewers  must  sign 
an  attestation  stating  that  they  have  .reviewed  the 
chart  in  its  entirety,  and  that  conclusions  are  based 
on  their  review;  and  be  it  futher 

Resolved,  that  the  Medical  Society  of  New  Jersey 
seek  appropriate  legal  standards  to  assure  that  review- 
ing physicians  have  at  least  the  same  credentials  as 
the  physician  being  reviewed. 

The  Reference  Committee  recommends  that  Reso- 
lution #42  be  adopted. 

HOUSE  ACTION:  Adopted. 


i 
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Resolution  #45E 

I n t reduced  by:  Union  County  Medical  Society 
Subject:  Quality  of  Care  in  New  Jersey  Hospitals 

Referred  to:  Reference  Committee  “C” 

Whereas,  the  membership  of  the  Medical  Society  of 
New  Jersey  has  been  concerned  for  several  years  that 
the  quality  of  care,  the  accessibility  to  state  of  the  art 
technology,  and  the  conditions  of  the  physical  plants 
of  New  Jersey  hospitals  have  deteriorated  significantly 
under  the  state  DRG  and  certificate  of  need  programs; 
and 

Whereas,  recently  published  information  (New  York 
Times,  April  20,  1986,  New  Jersey  Section)  reveals  that 
the  average  New  Jersey  hospital  reimbursement  rate 
per  day  and  per  admission  markedly  is  lower  than  that 
of  its  neighboring  northeastern  states  (Maryland,  Dela- 
ware, Pennsylvania,  New  York,  Connecticut  Rhode 
Island,  Massachusetts,  Maine,  Vermont,  New  Hamp- 
shire): and 

Whereas,  recently  published  HCFA  data  suggests 
that  over  50  percent  of  New  Jersey  hospitals  have  high- 
er than  expected  Medicare  mortality  rates  determined 
from  PRO  accumulated  data:  now  therefore  be  it 
Resolved,  that  the  Medical  Society  nf  NCTlr  TnrnT 
xeqnewt  the  legislature  to  hold  tormal  hearings  to  in- 


vestigate the  reported  deterioration  in  the^yaii^^-of 
care  with  input  from  the  MediyaLSeei^T^fNew  Jersey 
and  otherinl£i^»ted^parties,  such  as  the  Senior 
J2i44«errTrouncils  of  New  Jersey. 

The  Reference  Committee  recommends  that  the  Re- 
solved be  amended  to  read  as  follows: 

Resolved,  that  the  Medical  Society  of  New  Jersey 
request  the  legislature  to  appoint  immediately  a select 
committe  to  review  the  New  Jersey  DRG  and  certificate 
of  need  experience,  with  membership  to  include  the 
Commissioner  and  Assistant  Commissioner  of  Health, 
the  members  of  the  Senate  and  Assembly  Health  Com- 
mittees, and  members  recommended  by  the  Board  of 
Trustees  of  the  Medical  Society  of  New  Jersey,  and  be 
it  further 

Resolved,  that  a copy  of  this  Resolution  be  sent  to 
the  Governor,  the  appropriate  office  on  aging,  and  the 
various  senior  citizen  councils  of  New  Jersey. 

HOUSE  ACTION:  Adopted  as  amended  (section  in  ital- 
ics added  by  the  House  of  Delegates). 
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Reference  Committee  “D” 


Reports:  COUNCIL  ON  LEGISLATION 

COUNCIL  ON  PUBLIC  RELATIONS 
STATEWIDE  HMO/IPA  FEASIBILITY 
COMMITTEE 

BOARD  OF  TRUSTEES’  ITEM 
RESOLUTIONS  #3,  *4,  *22,  *23,  *24, 
*25,  *29,  *30,  *31,  *33,  *39 


Members: 

Joseph  A.  Riggs,  M.D.,  Chairman,  Camden 
Herman  M.  Robinson,  M.D.,  Essex 
John  J.  Sprowls,  M.D.,  Union 
William  W.  Fithian,  M.D.,  Cumberland 
Charles  J.  Swerling,  M.D.,  Monmouth 
Rudolf  E.  Schwaeble,  M.D.,  Alternate,  Morris 


Council  on  Legislation 


Irving  P.  Ratner,  m.d.,  chairman,  willingboro 

(Reference  Committee  "D”) 

This  report  presents  a summary  of  the  status  of 
legislative  measures  of  primary  concern  during  the 
Second  Annual  Session  of  the  201st  Legislature.  The 
Council’s  operations,  together  with  a cumulative  re- 
port of  MSNJ’s  official  positions  on  current  legislation, 
are  reflected  regularly  in  the  official  bulletins  dis- 
patched to  state  legislative  keymen  and  to  component 
societies,  and  in  items  published  in  the  Membership 
Newsletter  section  of  NEW  JERSEY  MEDICINE. 

The  Council  on  Legislation  continues  its  established 
policy  of  inviting  an  official  representative  from  each 
specialty  society  to  all  Council  meetings.  A notice  an- 
nouncing the  date  of  each  of  the  Council’s  meetings 
also  is  sent  to  all  MSNJ  official  intermediaries  with 
New  Jersey  specialty  societies. 

The  Council  urges  all  those  representatives  to  attend 
its  meetings  so  that  it  may  have  the  benefit  of  the 
timely  thinking  of  specialty  societies  concerning 
proposed  legislation  affecting  the  specialty  fields. 

The  Council  on  Legislation  agreed,  in  order  to  fortify 
our  stand  on  legislative  bills  and  make  our  position 
known  throughout  the  Society,  that  it  be  a standing 
policy  to  invite  the  chairman  or  representative  of  each 
Council  and  Standing  Committee  to  attend  the  legis- 
lative meetings.  An  Auxiliary  member  is  appointed,  by 
the  President,  to  serve  as  a member  of  the  Council. 
Every  other  month  there  is  a special  section  in  NEW 
JERSEY  MEDICINE  dealing  with  legislative  and  regu- 
latory updates.  The  status  of  all  active  MSNJ  legislative 
matters  is  detailed. 

Of  the  bills  reported  to  the  House  from  the  201st 
Legislature,  the  following  were  signed  into  law: 

APPROVED 

S-1654 — Creates  a NJ  Commission  on  Science  and  Tech- 
nology in  the  Department  of  Commerce  and  Economic  De- 
velopment. This  bill  implements  Recommendation  38  of  the 
report  of  the  Governor’s  Commission  on  Science  and  Tech- 
nology. This  new  agency  will  have  the  responsibility  for 
formulating  long-range  plans  and  programs  for  science  and 
technology  in  New  Jersey. 

A-952 — Permits  needles  and  syringes  to  be  destroyed  by 
crushing  or  burning. 

A- 1764— Establishes  the  Advanced  Technology  Center  in 
Biotechnology  on  the  adjoining  campuses  and  under  the  joint 
governance  of  Rutgers,  The  State  University,  and  UMDNJ.  The 
purpose  of  establishing  this  Center  is  to  promote  the  develop- 
ment of  biotechnology  research,  and  to  stimulate  additional 
job  opportunities  and  new  business  in  this  state.  This  bill 
implements  Recommendation  1 of  the  report  of  the  Gov- 
ernor’s Commission  on  Science  and  Technology. 


DISAPPROVED 

A-872 — Prohibits  administrators  of  institutions  from  re- 
quiring Medicaid  patients  and  their  families  to  contract  as 
private  pay  patients.  It  also  prohibits  the  leveraging  of  con- 
tributions from  the  same  patients. 

ACTIVE  OPPOSITION 

S-1775 — Allows  chiropractors  who  are  licensed  to  practice 
by  written  examination  in  any  state  and  who  have  completed 
4,300  classroom  hours  in  a chiropractic  school  to  become 
licensed  to  practice  by  virtue  of  a clinical  examination. 

A-2140 — Provides  that  a judge  may  order  a juvenile  of- 
fender to  be  examined  by  a physician,  optometrist  or 
audiologist. 

RESOLUTION  *7  (1985  HOUSE  OF  DELEGATES) 

Resolved,  that  the  Medical  Society  of  New  Jersey  adopt  and 
promote  the  position  that  facilities  in  hospitals  be  de- 
termined by  its  Board  of  Trustees  in  concert  with  its  medical 
staff  via  mutually  approved  projects,  acting  without  inter- 
ference from  regulatory  agencies  on  these  determinations. 

RESOLUTION  *14  (1985  HOUSE  OF  DELEGATES) 

Resolved,  that  the  Medical  Society  of  New  Jersey  institute 
an  extensive  public  relations  campaign  to  educate  the  public 
as  to  the  dangers  inherent  in  Preadmission  Review/ 
Certification:  and  be  it  further 

Resolved,  that  the  Medical  Society  of  New  Jersey  advise  its 
members  to  voice  opposition  to  Preadmission  Review/ 
Certification:  and  be  it  further 

Resolved,  that  the  Medical  Society  of  New  Jersey  in- 
vestigate, through  its  legal  counsel,  the  advisability  of  a legal 
remedy  to  the  oppressive  regulations  of  Preadmission  Re- 
view/Certification and  institute  such  course  of  action  if 
found  to  be  advisable  by  the  Board  of  Trustees;  and  be  it 
further 

Resolved,  that  the  Medical  Society  of  New  Jersey  shall 
notify  all  legislative  representatives  of  the  state  of  New  Jersey, 
both  on  a state  and  national  level,  of  the  Society’s  strong 
opposition  to  Preadmission  Review/Certification:  and  be  it 
further 

Resolved,  that  the  Medical  Society  of  New  Jersey  shall  pre- 
sent a similar  Resolution  to  the  American  Medical  Associa- 
tion’s House  of  Delegates. 

Council  on  Legislation  notes  that  the  Resolveds,  in  both 
Resolutions,  are  in  the  process  of  being  accomplished  and 
that  MSNJ  is  seeking  the  repeal  of  the  certificate  of  need  law. 

The  Council  further  reports  that  legislation  has  been 
drafted  to  modify  the  HMO  law  and  structure  it  in  accordance 
with  the  hospital  admission  process  (amendment  to  NJ.SA. 
26-.2J-15 ).  Also,  drafted  for  introduction  into  the  1986-1987 
legislature  is  a bill,  re  MSNJ’s  opposition  to  Preadmission 
Review/Certification  (NJ.SA.  26-.2H-1  et  seq). 

FEDERAL  LEGISLATION 

As  of  this  writing,  the  Congress — unable  to  reach 
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agreement  on  an  Omnibus  Reconciliation  bill  for  FY 
1986 — moved,  once  again,  to  extend  “temporarily”  the 
Medicare  fee  freeze.  This  most  recent  extension 
(H.R.-400)  was  adopted  on  December  20,  1985,  ex- 
tending the  freeze  until  March  15,  1986:  the  fifth  ex- 
tension since  the  freeze  originally  was  intended  to  ex- 
pire. 

We  are  not  optimistic  that  the  freeze  will  end  in  the 
foreseeable  future.  The  Administration  now  is  advocat- 
ing capitation  payments  for  physician  services  under 
Medicare. 

SENATE  BILLS 

S-2711-Hagedom— Termination  of  Pregnancy.  Requires 
a second  physician  to  be  present  at  any  termination  of  preg- 
nancy procedure  if  the  attending  has  determined  the  unborn 
fetus  is  24  weeks  of  age  or  older.  The  second  physician  is  to 
provide  immediate  care  to  the  child  if  it  is  bom  alive.  Active 
Opposition,  it  is  impossible  to  implement  the  requirements 
of  this  legislation  because  of  U.S.  Supreme  Court  constraints 
and  the  limits  of  science. 

S-2712-Hagedom— Fetal  Viability.  Requires  the  State 
Board  of  Medical  Examiners  to  conduct  a study  as  to  when 
fetal  viability  occurs  so  that  the  conduct  of  physicians  may 
be  governed  accordingly.  Having  conducted  such  a study,  the 
Board  is  to  promulgate  guidelines  regarding  the  termination 
of  pregnancy.  Active  Opposition,  because  the  State  Board  of 
Medical  Examiners  is  not  a scientific  research  organization 
and  is  incapable  of  conducting  the  study  in  question. 

S-2740-Bassano— Certificate  of  Need  (Cardiac  Surgical 
Centers).  Deletes  the  requirement  of  a certificate  of  need  for 
cardiac  surgical  centers.  The  hospital  still  would  have  to 
comply  with  Department  of  Health  rules  and  regulations  gov- 
erning these  units.  Active  Support. 

S-2754-Bubba — No-Fault.  Auto  insurers  who  fail  to  re- 
spond promptly  with  personal  injury  protection  (PIP)  benefits 
would  be  subjected  to  punitive  damages.  Approved. 

S-2775-Rand — Cancer  Research.  Authorizes  the  Com- 
mission on  Cancer  to  establish  a nonprofit  corporation  to 
solicit  and  disburse  research  funds  within  the  state.  No  Ac- 
tion. 

S-2781 -Russo— Legal  and  Ethical  Medical  Problems.  Es- 
tablishes a Commission  on  Legal  and  Ethical  Problems  in  the 
Delivery  of  Health  Care.  The  Commission  is  charged  with  the 
responsibility  of  conducting  a scholarly  and  comprehensive 
examination  of  the  impact  of  technology  on  decision  making. 
It  shall  issue  periodic  reports  to  the  governor  and  the  legis- 
lature. It  would  consist  of  26  members:  9 members  will  come 
from  the  government;  9 from  the  health  related  fields:  5 from 
the  general  public:  and  a designated  representative  from  the 
NJHA  the  New  Jersey  State  Nurses  Association,  and  the  New 
Jersey  Association  of  Health  Care  Facilities.  Approved. 

S-2875-Codey — Children’s  Hospital.  Requires  the  Com- 
missioner of  Health  to  designate  Children’s  Hospital  in  New- 
ark as  the  state’s  specialty  acute  care  children’s  hospital. 
Further  directs  the  Commissioner  to  provide  adequate  reim- 
bursement rates.  No  Action.  Law  c.306  (1985). 

S-2882-Orechio— Mental  Health  Planning.  Establishes  a 
21 -member  Mental  Health  Care  Services  Planning  Com- 
mission to  provide  a comprehensive  plan  for  all  mental  health 
care  services  for  the  next  decade.  Seven  of  the  members  would 
come  from  the  government  the  remaining  14  would  come 
from  the  public.  Conditional  Approval,  pending  the  appoint- 
ment of  at  least  2 physicians  to  serve  on  the  Commission. 

S-2889-Costa — Public  Health.  Requires  a notice  to  the 
public  by  retail  food  stores  and  restaurants  if  sulfites  are 
added  to  foods  being  sold  by  them.  Conditional  Approval, 
pending  an  amendment  to  the  bill  that  would  include  hair 
dressing  and  cosmetic  industry  notification  as  well  as  res- 
taurants. 

S-2902-DiFrancesco — Teenage  Pregnancy.  Establishes, 
within  the  Department  of  Human  Services,  a residential  pilot 
program  for  unwed  pregnant  teenagers  and  unwed  teenage 
mothers  and  their  babies.  No  Action. 

S-2903-DiFrancesco— Maternal  Care.  Creates  a com- 
mission to  study  the  need  for  residential  facilities  for  unwed 


pregnant  teenagers  and  unwed  teenage  mothers  and  their 
babies.  No  Action. 

S-2905-DiFrancesco — Health  Education.  Requires  the 
State  Department  of  Education  to  study  and  prepare  a report 
for  the  legislature  and  governor  regarding  education  to  pre- 
vent adolescent  pregnancies.  Approved. 

S-2922-Hagedom— Medicaid.  Creates  a commission  to 
study  the  adequacy  of  rates  allowed  for  nursing  homes  and 
the  quality  of  care  rendered  to  patients  in  nursing  homes. 
Active  Support. 

S-2954-Bassano — Pertussis  Vaccine — Public  Health.  Re- 
quires the  Department  of  Health  to  make  available  to  phy- 
sicians a pamphlet  for  the  adverse  effects  and  benefits  of 
pertussis  vaccination.  The  physician  is  to  maintain  ap- 
propriate documentation  as  to  vaccination  and  consent. 
Major  adverse  reactions  are  to  be  reported  to  the  manufac- 
turer. Action  Deferred,  pending  further  information  from  the 
New  Jersey  Chapter  of  the  American  Academy  of  Pediatrics. 

S-2992-Hagedom — Microwave  Safety.  Creates  a task 
force  to  study  the  health  implication  on  microwave  trans- 
missions. Approved. 

S-3055-Pallone — Anatomical  Gifts.  Provides  that 
anatomical  gift  cards  used  by  prospective  donors  shall  be 
mailed  to  the  State  Police  and  recorded  by  them.  The  bill  is 
intended  to  expedite  organ  donations.  Approved. 

S-3064-Zane — Financial  Assistance  for  Organ  Trans- 
plants. Creates  a Commission  to  accept  applications  from 
teaching  or  affiliated  hospitals  to  perform  transplants.  Based 
on  the  patient’s  financial  need,  a grant  of  up  to  $200,000  may 
be  authorized.  The  Commission  would  consist  of  the  Com- 
missioner of  Health,  two  deans  of  New  Jersey  Medical  Schools, 
and  two  licensed  physicians  knowledgeable  in  transplant 
procedures.  Disapproved,  as  written.  The  Council  approves 
the  intent  of  the  legislation,  but  the  practicality  of  the  bill  is 
not  clear.  The  Council  recommends  that  the  Board  of 
Trustees  develop  a policy  on  this  topic  with  referral  to  existing 
Committees  for  report  and  recommendation. 

S-3178-Connors— Hazardous  Substances  in  Workplace. 
Requires  the  Department  of  Health  and  the  Department  of 
Environmental  Protection  to  develop  a single  workplace 
survey  to  be  sent  to  employers.  No  Action. 

S-3203-O’Connor— Board  of  Chiropractic  Examiners 
(A-3593).  Creates  a separate  Board  of  Chiropractic  Exam- 
iners within  the  Division  of  Consumer  Affairs.  Active  Opposi- 
tion, because  there  is  no  demonstrative  need  for  this  legis- 
lation. Chiropractors  are  adequately  supervised  under  the 
auspices  of  the  New  Jersey  State  Board  of  Medical  Examiners. 

S-3212-Codey — Mental  Health  Coverage — Blue  Cross.  Re- 
quires hospital  service  corporation  contracts  to  provide  a 
minimum  of  60  days  inpatient  care  or  120  days  of  partial  care 
during  a 12-month  benefit  period.  Approved. 

S-3213-Codey— Mental  Health  Coverage— Blue  Shield. 
Same  as  S-3212  except  it  applies  to  medical  service  corpo- 
rations. Approved. 

S-3214-Codey — Mental  Health  Coverage — Group  Con- 
tracts. Same  as  S-3212  except  it  applies  to  group  contracts. 

Approved. 

S-3215-Codey — Mental  Health  Coverage — Commercial 
Carriers.  Same  as  S-3212  except  it  applies  to  commercial 
carriers.  Approved. 

S-3217-Codey— Mental  Health  Coverage— HMO.  Same  as 
S-3212  except  it  applies  to  HMOs.  Approved. 

S-3256  Costa — Uniform  Anatomical  Gifts.  Authorizes  the 
medical  examiner  to  remove  eye  tissue  if  the  deceased  had 
made  a gift  of  his/her  eyes,  provided  the  procedure  does  not 
interfere  with  the  course  of  any  subsequent  investigation  or 
alter  the  decedent’s  postmortem  facial  appearance.  No  Ac- 
tion. 

SJR-65-Cowan — Long-Term  Care.  Creates  a commission 
to  study  the  feasibility  of  mandating  group  health  plan  cov- 
erage of  long-term  care.  No  Action. 

S-3302-Dumont— Immunity  for  Acts  of  Environmental 
Contamination.  Exempts  public  entities  and  public  em- 
ployees from  liability  for  injuries  caused  by  the  negligent 
contamination  of  the  environment.  Active  Opposition,  be- 
cause the  entire  problem  needs  to  be  studied  and  resolved. 
Exemptions  should  not  be  granted  to  specific  public  entities 
and  employees. 

S-3313-Costa — Senior  Citizen  Respite  Program.  Requires 
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the  Commissioner  of  Health  to  contract  with  a general  hospi- 
tal for  a pilot  program  to  dedicate  up  to  20  of  its  unused  beds 
to  provide  day  and  weekend  care  for  the  elderly.  No  certificate 
of  need  would  be  required  and  rates  would  be  under  the 
review  of  the  Rate  Setting  Commission.  Action  Deferred, 
pending  further  information  from  MSNJ's  Council  on  Medi- 
cal Services. 

S-3368-Graves— Drug  Abuse.  Amends  existing  law  to 
prohibit  the  manufacture  and  distribution  of  drugs  designed 
to  produce  an  effect  similar  to  that  of  a controlled  substance 
unless  the  activity  is  exempt  under  federal  law.  Approved. 

ASSEMBLY  BILLS 

A-2192-Penn— Motor  Vehicle  Vision  Examination. 

Provides  that  a licensed  ophthalmic  dispenser  may  certify 
successful  completion  of  the  required  visual  examination  for 
an  operator's  license.  Disapproved,  current  law  is  preferable 
at  this  time.  Motorists  may  feel  they  are  receiving  a quality 
eye  examination  when,  in  fact,  the  examination  merely  con- 
sists of  an  eye  chart  reading  test  and  a test  for  peripheral 
vision  and  depth  perception. 

A-2554-Doria — Professional  Boards.  Creates  a Review 
Commission  within  the  Division  of  Professional  Boards  to 
study  and  comment  on  various  licensing  proposals.  Ap- 
proved. 

A-2557-Zimmer— Emergency  Services.  Creates  an  inter- 
mediate EMT  unit  and  type  of  personnel.  (Companion  to 
A-2005  of  1984.)  Approved  (provided  physician  supervision 
is  stressed). 

A-2872-Felice — Methadone  Registry.  Establishes  a cen- 
tral registiy  within  the  Department  of  Health  of  patients  en- 
rolled in  methadone  maintenance  programs.  Disapproved, 
because  this  legislation  would  be  impractical  and  ex- 
pensive— also  such  a registry  reflects  an  approach  to  a prob- 
lem that  does  not  exist. 

A-3254-Muziani — Determination  of  Fetal  Viability. 

Directs  the  State  Board  of  Medical  Examiners  to  conduct  a 
scientific  study  to  determine  when  fetal  viability  occurs.  Ac- 
tive Opposition,  because  the  State  Board  of  Medical  Exam- 
iners is  not  a scientific  research  organization  and  is  in- 
capable of  conducting  the  study  in  question. 

A-3255-Muziani— Termination  of  Pregnancy.  Requires  a 
second  physician  to  be  present  whenever  a physician  termi- 
nates a pregnancy  involving  a live  fetus  of  24  weeks  of  age 
or  older.  Active  Opposition,  it  is  impossible  to  implement  the 
requirements  of  this  legislation  because  of  U.S.  Supreme 
Court  constraints  and  the  limits  of  science. 

A-3264-Walker— -Health  Education.  Establishes  a toll-free 
telephone  information  service  for  New  Jersey  residents  to 
advise  them  on  the  availability  of  prenatal,  perinatal,  and 
postpartum  care  in  the  state  through  the  Department  of 
Health.  The  Department  is  to  maintain  an  updated  directory 
on  maternal  services  and  to  market  the  availability  of  its 
information  and  directory  services.  Action  Deferred,  pending 
further  information  from  MSNJ's  Committee  on  Maternal 
and  Child  Care. 

A-3273-Muhler — Nutritionists.  Provides  for  the  licensing 
of  nutritionists  and  the  regulation  of  their  practice.  Creates 
a separate  board  within  the  Division  of  Consumer  Affairs 
with  nine  members;  one  of  whom  shall  be  a licensed  phy- 
sician. Disapproved,  because  there  has  been  no  demon- 
stration that  licensing  these  Boards  would  have  an  impact 
on  the  public  health,  also  there  are  other  means  available 
through  existing  state  agencies  to  regulate  dangerous  con- 
cepts such  as  the  treatment  of  cancer  by  nutrition  and  ex- 
ercise. 

A-3292-Ford— Catastrophic  Illness  in  Children.  Ap- 
propriates $10  million  to  operate  a catastrophic  relief  fund 
commission  within  the  Department  of  Health.  The  fund  is  to 
be  used  to  offset  the  expenses  of  catastrophic  illness  to  chil- 
dren. The  Commissioner  of  Health  shall  be  chairman  and 
chief  executive  officer  of  the  commission.  Action  Deferred, 
pending  further  information  from  the  New  Jersey  Chapter  of 
the  American  Academy  of  Pediatries. 

A-3295-Perun— Children’s  Counseling.  Requires  the  De- 
partment of  Human  Services  to  establish  a network  of  coun- 
seling centers  to  provide  support  services  to  children  who 
have  been  sexually  abused.  Action  Deferred,  pending  further 
information  from  MSNJ’s  Council  on  Mental  Health  and  the 


New  Jersey  Chapter  of  the  American  Academy  of  Pediatrics. 


A-3316-Karcher— Commission  To  Study  Legal  and  Ethi- 
cal Problems  in  Health  Care.  Establishes  a Commission  on 
Legal  and  Ethical  Problems  in  the  Delivery  of  Health  Care.  The 
Commission  is  charged  with  the  responsibility  of  conducting 
a scholarly  and  comprehensive  examination  of  the  impact  of 
technology  on  decision  making.  It  shall  issue  periodic  reports 
to  the  governor  and  the  legislature.  It  would  consist  of  26 
members;  9 members  will  come  from  the  government;  9 from 
the  health- related  fields;  5 from  the  general  public;  and  a 
designated  representative  from  the  NJHA,  the  New  Jersey 
State  Nurses  Association,  and  the  New  Jersey  Association  of 
Health  Care  Facilities.  This  bill  is  the  same  as  S-2781  (Russo) 
except  it  adds  the  Commissioner  of  Community  Affairs  to  the 
Commission.  Approved.  Law  c.363  (1985). 

A-3321 -Kline — Nursing  Home  Employees.  Provides  for  a 
state  and  federal  criminal  history  check  of  nursing  home 
employees.  The  nursing  home  is  granted  discretion  in  evalu- 
ating the  reports  and  determining  the  employee's  status.  Ap- 
proved. 

A-3397-Bocchini— Mobile  Intensive  Care.  Allows  an 
emergency  medical  technician  to  serve  on  a mobile  unit  in 
place  of  a paramedic  or  a registered  nurse.  Active  Opposition. 
This  would  lower  the  quality  of  care  available  to  seriously  ill 
patients.  There  is  no  evidence  that  qualified  paramedics  and 
registered  nurses  are  not  available  for  service  on  mobile  units. 
Patients  being  serviced  by  a mobile  intensive  care  unit  are 
critically  ill  and  should  be  treated  by  paramedics  or  registered 
nurses  until  transported  to  a receiving  hospital. 

A-3421-Miller — Public  Health.  Requires  public  eating 
places  to  post  notices  if  their  food  contains  sulfites.  Con- 
ditional Approval,  pending  an  amendment  to  the  bill  that 
would  include  hair  dressing  and  cosmetic  industry  notifica- 
tion as  well  as  restaurants. 

A-3469-Kem — Health  Planning.  Provides  for  local  plan- 
ning councils  to  replace  the  health  systems  agencies.  These 
would  be  funded  by  an  assessment  levied  against  all  New 
Jersey  hospitals.  Active  Opposition,  the  regulated  planning 
system  in  New  Jersey  and  nationally  has  failed  to  achieve  its 
designed  goals.  The  withdrawal  of  federal  funds  means  the 
system  should  be  phased  out  and  not  made  a financial 
burden  to  the  people  using  New  Jersey  hospitals. 

A-3470-Kem— Health  Care  Facilities.  Strengthens  the 
control  of  the  Department  of  Health  over  health  care  facilities 
in  issues  related  to  patient  safety.  No  Action. 

A-3474-Haytaian — Health  Care  Facilities  Improvement 
Fund.  This  bill  amends  existing  law  to  provide  that  penalties 
collected  for  violations  of  regulations  pertaining  to  patient 
care  in  health  care  facilities  or  for  hazardous  or  unsafe  con- 
ditions in  these  facilities  shall  be  paid  into  a special  fund  to 
be  known  as  the  “Health  Care  Facilities  Improvement  Fund.” 
Moneys  from  this  fund  shall  be  used  by  the  Department  of 
Health  to  remedy  life-threatening  conditions  in  health  care 
facilities  where  the  owner  or  operator  is  unwilling  or  unable 
to  do  so.  It  also  provides  that  the  owner  of  a facility  must  repay 
the  fund  with  interest  or  the  Department  of  Health  shall  have 
a lien  against  any  facility  it  repairs  for  the  cost  of  the  repairs 
and  for  expenses  incurred  in  placing  the  lien.  There  is  ap- 
propriated $75,000  to  start  up  the  fund.  It  is  the  purpose  of 
this  bill  to  ensure  that  no  health  care  facility  in  this  state 
shall  operate  with  conditions  which  pose  a threat  to  the  life 
of  any  person.  No  Action. 

A-3498-Hardwick — Prescriptions.  Deletes  the  require- 
ment of  placing  the  prescribers  registry  number  on  prescrip- 
tion labels.  Approved. 

A-3507-Girgenti — Abuse  of  the  Elderly.  Makes  it  a dis- 
orderly persons  offense  for  failure  to  report  instances  of  abuse 
to  the  elderly  to  the  state  ombudsman.  No  Action. 

A-3543-Kalik — Dispensing  of  Prescription  Drugs.  Intends 
to  alleviate  the  inability  of  certain  elderly  patients  to  open 
their  prescription  containers  that  are  closed  with  childproof 
cap.  Amendment  to  the  bill  would  require  a new  box  and 
statement  on  prescriptions.  No  Action. 

A-3551-Kalik — Child  Abuse.  Requires  boards  of  education 
to  establish  awareness  and  training  programs  for  teachers  on 
the  detection  of  and  response  to  instances  of  child  abuse. 
Approved. 

A-3558-Kosco — Certificate  of  Need.  Creates  a Com- 
mission to  study  the  Certificate  of  Need  process.  The  Com- 
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mission  would  consist  of  15  members;  2 of  the  15  would  be 
physicians.  Their  report  is  to  be  submitted  to  the  legislature 
and  the  governor.  Active  Support. 

A-3593-Zangari— Board  of  Chiropractic  Examiners 
(S-3203).  Creates  a separate  Board  of  Chiropractic  Exam- 
iners within  the  Division  of  Consumer  Affairs.  Active  Opposi- 
tion, because  there  is  no  demonstrative  need  for  this  legis- 
lation. Chiropractors  are  adequately  supervised  under  the 
auspices  of  the  New  Jersey  State  Board  of  Medical  Examiners. 

A-3603-Rocco— Reimbursement  for  Physiological  Lab- 
oratory Services.  Provides  that  physiological  laboratories 
performing  diagnostic  testing  services  at  the  request  of  phy- 
sicians shall  be  permitted  to  bill  Blue  Shield  directly.  Disap- 
proved, because  there  are  no  announced  licensing  standards 
in  the  bill.  The  New  Jersey  Insurance  Department  is  not 
equipped  to  regulate  and  license  a health  profession.  There 
is  no  recognized  profession  related  to  “physiological  labora- 
tory services.” 

A-3634-Walker— Cancer  Research  Fund.  Provides  for  a 
surtax  on  cigarettes  to  be  used  for  cancer  research  through 
the  Commission  on  Cancer  Research.  Approved. 

A-3646-Vainieri— Second  Surgical  Opinions.  Prohibits 
physicians  from  performing  elective  surgeiy  unless  the  pa- 
tient has  secured  a second  surgical  opinion  prior  to  the  sur- 
gery. Active  Opposition,  because  the  majority  of  patients  are 
referred  to  surgeons  by  family  physicians,  pediatricians,  and 
internists.  The  universal  requirement  of  a mandatory  second 
surgical  opinion  would  be  disruptive,  dangerous,  and  un- 
necessarily expensive  to  patients  and  their  insurance  car- 
riers. 

A-3661 -Walker— Infant  Mortality.  Clarifies  the  content  of 
A-2129  regarding  maternal  services  to  add  nurses  and  home 
health  agencies  as  eligible  providers.  Approved. 

A-3684-Adubato — Sulfites.  Prohibits  wholesale  or  retail 
distributors  of  food  or  food  products  from  adding  sulfites  to 
their  product.  No  Action. 

A-3700-Muziani— Medical  Advice.  Requires  physicians  to 
advise  pregnant  patients  of  the  effects  of  alcohol  and  certain 
drugs  on  a fetus.  The  woman  shall  sign  a form  confirming 
the  advice  was  given.  The  physician  is  to  retain  the  original 
and  provide  the  patient  with  a copy.  Active  Opposition,  be- 
cause this  legislation  interferes  with  the  regulatory  authority 
of  the  State  Board  of  Medical  Examiners  and  is  beyond  the 
scope  of  sound  legislative  policy. 

A-3715-Kline— Water  Storage  Tanks.  Provides  that  the 
Department  of  Environmental  Protection  shall  inspect  and 
certify  the  condition  of  water  in  tanks  exceeding  5,000  gal- 
lons. No  Action. 

A-3723-Felice — Childbirth.  Requires  hospitals  to  allow 
fathers  to  observe  deliveries  as  long  as  the  mother  and  the 
attending  physician  or  midwife  agree.  Disapproved,  because 
hospitals  and  their  medical  staffs  should  be  allowed  to  set 
their  own  policies. 

A-3737-Doria— Professional  Review.  Grants  immunity  to 
members  of  ethics,  grievance,  judicial,  or  professional  rela- 
tions committees  (a  technical  amendment).  Approved.  Law 
c.506  (1985). 

A-3748-Vainieri — Blood  Banks.  Requires  blood  banks  to 
screen  all  blood  for  antibodies  to  human  T-cell  lymphotropic 
virus.  Type  III  (HLTV-III).  No  Action. 

A-3776-Muhler— Deceptive  Practice.  Provides  that  any- 
one who  sells  drugs,  devices,  or  provides  treatments  knowing 
they  are  unsafe,  ineffective,  or  unproven  for  safety  or  efficacy, 
is  guilty  of  a crime  of  the  fourth  degree.  Action  Deferred, 
pending  further  information  from  the  sponsor  of  this  bill  as 
to  its  clarification  and  context.  The  bill,  as  written,  is  too 
vague  and  too  general. 

A-3798-Otiowski— Medical  Service  Corporation /Drug 
Abuse  Treatment.  Requires  all  group  and  individual  medical 
service  corporations  to  cover  the  expense  of  treatment  for 
drug  abuse  as  for  any  other  illness.  Approved. 

A-3799-Otlowski — Drug  Abuse  Treatment /Commercial 
Carriers.  Same  as  A-3798,  but  applies  to  commercial  car- 
riers. Approved. 

A-3800 — Otlowski — Group  Health/Drug  Abuse  Treat- 
ment. Same  as  A-3798,  but  applies  to  group  coverage.  Ap- 
proved. 

A-380 1 -Otlowski— HMO  Coverage/Drug  Abuse  Treat- 
ment. Same  as  A-3798,  but  applies  to  HMOs.  Approved. 
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A-3802 -Otlowski — Group  Health  Insurance /Drug  Abuse 
Treatment.  Requires  Blue  Cross  to  cover  the  expense  of  treat- 
ment for  drug  abuse  as  for  any  other  illness.  Approved. 

A-3824-Franks— Regulatory  Efficiency.  Creates  a study 
commission  to  review  the  regulatory  process.  The  com- 
mission is  to  determine  whether  the  regulatory  functions  of 
state  agencies  are  necessary,  straightforward,  nonduplica- 
tive,  of  minimal  expense  to  the  regulated  entity,  and  adequate 
to  protect  the  public  interest.  Active  Support. 

A-3889-Perun — Kawasaki  Disease.  Requires  the  Depart 
ment  of  Health  to  institute  screening  and  education  pro- 
grams to  promote  the  early  detection  and  treatment  of 
Kawasaki  disease.  No  Action.  (Advise  sponsor  that  a disease 
study  and  education  program  on  Kawasaki  disease  should  be 
conducted  through  UMDNJ,  not  through  the  legislative  pro- 
cess.) 

A-3893-Randall— Emergency  Medical  Services.  Provides 
for  the  establishment  of  at  least  two  hospital-based  EMS 
helicopter  response  units.  Approved. 

A-3902-Muziani — Tanning  Lights.  Permits  the  use  of 

ultraviolet  tanning  lights  in  licensed  beauty  culture  shops. 
Disapproved,  because  the  use  of  ultraviolet  tanning  lights  is 
potentially  dangerous. 

A-3962-Marsella— Radiation  Protection.  Adds  medical 
physics  and  epidemiology  to  the  types  of  training  of  members 
of  the  Radiation  Protection  Commission.  Also,  adds  two  mem- 
bers to  the  Commission.  Approved. 

A-3998-Bryant— DRG  Exemption.  Designates  Cooper 
Hospital  as  the  “south  Jersey”  specialty  acute  care  children’s 
hospital  and  requires  the  Department  of  Health  to  develop 
adequate  reimbursement  rates.  No  Action  (letter  to  governor 
and  sponsor  of  bill,  re  obvious  defect  in  DRG  system). 

A- 4000 -Baer— Hazardous  Substances.  Creates  a plan  to 
list  the  extraordinarily  hazardous  substances  and  to  develop 
an  assessment  of  catastrophic  risk  to  the  public  health  and 
a design  for  risk  prevention  and  management.  Approved. 

A-4006-Perun — AIDS.  Establishes  an  AIDS  Task  Force  to 
compile  and  analyze  data  to  advise  the  state  regarding  pre- 
vention, control,  and  public  education.  Conditional  Approval, 
pending  amendment  of  the  bill  to  include  provisions  for 
epidemiological  followup  on  all  AIDS  cases. 

A-4007-Perun — AIDS.  Appropriates  an  additional 
85,000,000  to  UMDNJ  for  the  AIDS  resource  center.  Con- 
ditional Approval,  pending  amendment  of  the  bill  to  include 
provisions  for  epidemiological  followup  on  all  AIDS  cases. 

A-4016-Pelly— Impaired  Health  Professionals.  Establish 
es  a 15-member  Impaired  Health  Professionals  Study  Com- 
mission. MSNJ  is  to  designate  1 of  the  members.  Active  Sup- 
port. 

A-4017-Frelinghuysen — AIDS.  Appropriates  81.6  million 
for  services  to  AIDS  patients  and  their  families.  Conditional 
Approval,  pending  amendment  of  the  bill  to  include 
provisions  for  epidemiological  followup  on  all  AIDS  cases. 

A-4032-Patemiti— CPR  for  Senior  Citizens.  Requires  the 
Department  of  Health  to  establish  a statewide  program  to 
train  senior  citizens  in  CPR  No  Action. 

A-4074-Patemiti — Pharmaceutical  Information.  Requires 
the  Department  of  Health  to  provide  statewide  pharma- 
ceutical information  services  for  physicians  and  pharmacists. 
Disapproved,  the  Department  does  not  have  the  resources 
and  manpower  to  effect  this  function  which  is  more  ap- 
propriate for  UMDNJ. 

A-4119-Doria — Chiropractic.  Creates  a licensing  board  for 
chiropractic.  Transfers  all  functions  and  responsibilities  of 
the  State  Board  of  Medical  Examiners  regarding  chiropractic 
to  the  new  board.  Removes  the  place  for  a chiropractor  from 
the  medical  board.  Active  Opposition,  because  there  is  no 
demonstrative  need  for  this  legislation.  Chiropractors  are 
adequately  supervised  under  the  auspices  of  the  New  Jersey 
State  Board  of  Medical  Examiners. 

A-4122-Ogden— Certificate  of  Need/Cardiac  Surgery.  Re- 
quires the  Commissioner  of  Health  to  issue  a certilicate  tor 
cardiac  surgeiy  to  hospitals  that  demonstrate  that  they  have 
lawfully  operated  a catheterization  facility  which  performed 
at  least  750  procedures  in  the  year  following  the  year  the 
Commissioner  denied  their  application.  No  Action.  (MSNJ  is 
opposed  to  the  certificate  of  need.) 

A-4124 — Ancora  Developmental  Center.  Referred  to  the 
Council  on  Mental  Health  for  an  opinion.  Action  Deferred, 
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pending  further  information  from  the  Council  on  Mental 
Health. 

A-4148,  A-4149,  A-4150,  and  A-4151  — Paterniti— 
Hospice  Care.  Requires  insurers  and  HMOs  to  cover  hospice 
care  as  defined  by  the  Department  of  Insurance  to  include 
at  least  210  days  of  care.  Approved. 

AR-146-Shusted — DRG  for  Physicians.  Requests  Con- 
gress to  consider  the  recommendations  of  the  American 
Academy  of  Family  Physicians  in  establishing  a federal  phy- 
sician DRG  program.  Active  Opposition.  The  DRG  program 
has  conceptual  design  and  operating  flaws.  It  has  not 
achieved  the  goals  of  cost  effectiveness  and  quality  assurance. 
It  should  be  repealed— not  expanded— to  physicians.  Further, 


it  is  impractical  to  impose  on  physicians. 

AR-147-Shusted— DRG  for  Physicians.  Requests  the  As- 
sembly to  consider  the  recommendations  of  the  New  Jersey 
Academy  of  Family  Physicians  before  implementing  a phy- 
sician DRG  program  in  New  Jersey.  Active  Opposition  (same 
as  AR-146) 

AR-157-Otlowski— Mental  Health.  Declares  the  opinion  of 
the  Assembly  that  adequate  care  should  be  provided  to  the 
chronically  mentally  ill  residents  of  this  state.  Approved. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 


Supplemental  Report  #1 
Legislation 

Irving  P.  Ratner,  m.d.,  chairman,  willingboro 

(Reference  Committee  “D") 

At  12  o’clock  noon,  Tuesday,  January  14,  1986,  the 
Senate  and  General  Assembly  met  for  organization  of 
the  First  Annual  Session  of  the  202nd  New  Jersey 
State  Legislature.  As  the  Legislature  presently  is  con- 
stituted, the  Senate  has  a total  of  40  members  consist- 
ing of  17  Republicans  and  23  Democrats.  The  As- 
sembly has  a total  of  80  members  consisting  of  50 
Republicans  and  30  Democrats.  By  means  of  official 
legislative  bulletins,  the  Society’s  official  legislative 
positions  on  all  current  state  legislation  regularly  are 
called  to  the  attention  of  legislators  as  well  as  compo- 
nent societies,  cooperating  agencies,  county  keymen, 
county  society  executive  directors,  and  executive  sec- 
retaries. 

The  Society  has  adopted  the  following  regular  range 
of  official  positions  concerning  proposed  legislation: 

Watch  List— For  all  Approved /Disapproved  legis- 
lation. 

Active  Support— All-out  support  of  the  measure. 

Active  Opposition — All-out  opposition  for  the 
measure. 

Conditional  Approval — To  indicate  that  the  ap- 
proval of  the  Society  is  conditional,  subject  to  elimina- 
tion of  the  unsatisfactory  elements  of  the  bill  that  are 
pointed  out. 

Note  & File— For  all  No  Action  legislation. 

Action  Deferred— Pending  amendment  that  will 
have  substantial  impact  on  Active  Support/Active  Op- 
position legislation. 

CURRENT  STATE  LEGISLATION 

The  Council  offers  this  Supplemental  Report  #\  covering 
items  dealt  with  since  the  compilation  of  its  Annual  Report. 

S-33-Hurley — Withholding  or  Withdrawing  of  Services  in 
the  Event  of  Terminal  Illness.  Empowers  adults  to  execute 
a statutory  form  of  directive  to  their  physicians  providing  for 
the  withholding  or  withdrawing  of  life-sustaining  procedures 
during  a terminal  illness.  The  directive  would  be  valid  for  five 
years  and  provides  immunity  for  physicians  and  other 
providers  complying  with  such  a directive.  “Life  sustaining" 
means  a modality  or  intervention  which  utilizes  mechanical 
or  other  artificial  means  to  sustain,  restore,  or  supplant  a vital 
function  which  would  serve  only  artificially  to  prolong  the 
moment  of  death  where,  in  the  judgment  of  the  attending 
physician,  death  is  imminent  whether  or  not  such  procedures 


are  utilized.  It  does  not  include  "the  administration  of  mea, 
cation  or  the  performance  of  any  medical  procedure  deemed 
necessary  to  alleviate  pain."  Action  Deferred,  pending  further 
information  from  the  MSNJ’s  Committee  on  Biomedical  Eth- 


ics. 


S-78-Bubba  Patient  Rights.  Would  establish  a bill  of  rights 
for  hospital  patients.  The  rights  enumerated  are  essentially 
the  developed  common-law  rights  of  patients  in  this  state. 
The  hospital  administrator  must  supply  written  notice  of 
these  rights  to  all  patients  and  post  the  notice  in  a con- 
spicuous public  place  in  the  facility.  Approved. 

S-84-Bubba— Criminal  Responsibility.  Abolishes  the  de- 
fense of  insanity  in  criminal  cases.  Action  Deferred,  pending 
further  information  from  the  Council  on  Mental  Health. 

S-100-Bubba— Surgical  Consent  Forms.  Requires  physi- 
cians to  personally  present  and  obtain  surgical  consent  forms 
and  signatures.  The  form  shall  state  the  name  of  any  assist- 
ing physician  that  performs  surgery  under  the  supervision 
of  the  attending.  Active  Opposition,  this  procedure  relates  to 
physician/patient  relationship.  It  should  not  be  a matter  of 
licensure  law.  It  is  well  addressed  in  civil  and  regulatory  law. 

S-124-Bubba — Consent  to  Surgery.  Requires  express  writ- 
ten consent  to  surgery  except  in  eases  of  physical  or  mental 
incapacity  or  emergencies.  The  State  Board,  after  consul- 
tation with  the  Health  Department,  the  Medical  Society,  and 
the  Hospital  Association  shall  prescribe  the  consent  forms 
which  shall  be  used  by  physicians.  Active  Support. 

S-139-Foran — Products  Liability.  Provides  a six-year 
statute  of  limitations  in  products  liability  actions.  Establish- 
es rebuttable  presumptions  that  products  are  free  of  defects. 
No  Action. 

S-164-Foran— Emergency  Services.  Would  allow  a para- 
medic or  RN,  with  special  training,  to  ride  with  an  EMT  unit 
and  perform  advance  life-support  services.  Approved. 

S-167-Foran — Emergency  Medical  Services.  Provides  for 
the  establishment  of  at  least  two  hospital-based  EMS  helicop- 
ter response  units.  Disapproved,  because  adequate  services 
already  are  available  making  this  legislation  unnecessary. 

S-179-Brown — Breast  Cancer.  Requires  the  Department 
of  Health  to  prepare  a booklet  on  breast  cancer  which  must 
be  given  to  breast  cancer  patients  by  their  physicians.  Active 
Opposition,  because  specific  acts  of  medical  judgment  and 
patient  information  should  not  be  legislated,  but  must  be 
developed  by  science,  education,  and  standards  of  practice. 

S-244-Connors — Hazardous  Substance  in  the  Workplace. 
Requires  the  Department  of  Health  and  the  Department  of 
Environmental  Protection  to  develop  a single  workplace 
survey  to  be  sent  to  employers.  No  Action. 

S-281 -Dumont — Statute  of  Limitations.  Provides  for  a 
three-year  statute  of  limitations,  except  for  fraud,  intentional 
concealment  or  nontherapeutic  or  diagnostic  purpose.  Min 


ors  would  have  until  age  1 1 on  any  injury  prior  to  age  8. 
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Active  Support. 

S-345-Ewing — Professional  Licensing.  Creates  a com- 
mission to  advise  the  Governor  and  the  legislature  regarding 
any  proposals  to  regulate  or  license  new  professions.  Active 
Support 

S-377-Laskin — Criminal  Responsibility.  Would  abolish 
the  defense  of  insanity,  but  would  allow  evidence  of  mental 
condition  to  be  considered  at  the  time  of  sentencing.  Action 
Deferred,  pending  further  information  from  the  Council  on 
Mental  Health. 

S-402-Rand — Burn  Injuries.  Requires  that  bum  injuries 
exceeding  4.9  percent  of  a person's  body  be  reported  to  state 
or  local  police.  Also,  establishes  a central  bum  registiy.  Action 
Deferred,  pending  further  clarification  of  the  bill  by  its  spon- 
sor. 

S-403-Rand — Peer  Review.  Grants  immunity  to  peer  re- 
view organizations  when  the  organization  is  recognized  by 
the  Department  of  Health.  Also,  provides  for  confidentiality 
of  materials  and  records  of  the  PRO.  Active  Opposition,  be- 
cause this  bill  would  prevent  patients  and  physicians  injured 
by  improper  review  the  right  of  fair  treatment  and  would  close 
PRO  files  to  any  scrutiny  by  others.  Subsections  c and  d are 
especially  harmful. 

S-406-Rand — Cancer  Research.  Authorizes  the  Com- 
mission on  Cancer  to  establish  a nonprofit  corporation  to 
solicit  and  disburse  research  funds  within  the  state.  No  Ac- 
tion. 

S-416-Rand— DRG  Waiver/ Children’s  Hospital  (South 
Jersey).  Designates  Cooper  Hospital  as  the  South  Jersey 
“specialty  acute  care  children's  hospital."  Directs  the  Depart- 
ment of  Health  to  approve  adequate  rates.  No  Action. 

S-440-Garibaldi — Disability.  Provides  that  cancers  caused 
by  exposure  to  heat,  cold,  radiation,  or  a known  carcinogen 
which  manifest  themselves  in  active  police  and  firemen  are 
assumed  to  be  accidental  and  work-related  disabilities.  Active 
Opposition,  this  legislation  is  an  intrusion  on  the  private 
practice  of  medicine  and  improperly  and  incorrectly  produces 
a diagnosis  by  legislation. 

S-447-Garibaldi — Prader-Willi  Syndrome.  Requires  the 
state  to  conduct  an  exhaustive  study  of  Prader-Willi  syndrome 
including  an  assessment  of  available  services.  A report  with 
findings,  conclusions,  and  recommendations  is  to  be  sub- 
mitted to  the  Governor  and  legislature  within  two  years.  Dis- 
approved, because  there  has  been  no  evidence  submitted  to 
determine  the  frequency  of  this  disease,  its  coverage  under 
current  insurance,  and  what  the  rating  impact  of  mandated 
benefits  would  be. 

S-492 -Garibaldi — Termination  of  Pregnancy.  Requires  a 
second  physician  to  be  present  at  any  termination  of  preg- 
nancy procedure  if  the  attending  has  determined  the  unborn 
fetus  is  24  weeks  of  age  or  older.  The  second  physician  is  to 
provide  immediate  care  to  the  child  if  it  is  bom  alive.  Active 
Opposition,  it  is  impossible  to  implement  the  requirements 
of  this  legislation  because  of  U.S.  Supreme  Court  constraints 
and  the  limits  of  science. 

S-493-Garibaldi— Fetal  Viability.  Requires  the  State 
Board  of  Medical  Examiners  to  conduct  a study  as  to  when 
fetal  viability  occurs  so  that  the  conduct  of  physicians  may 
be  governed  accordingly.  Having  conducted  such  a study,  the 
Board  is  to  promulgate  guidelines  regarding  the  termination 
of  pregnancy.  Active  Opposition,  because  the  State  Board  of 
Medical  Examiners  is  not  a scientific  research  organization 
and  is  incapable  of  conducting  the  study  in  question. 

S-513-Cardinale — Protective  Services  for  Adults.  Re- 
quires the  reporting  of  vulnerable  adult  abuse  to  county  agen- 
cies which  would  then  investigate  and  institute  protective 
services.  Approved. 

S-523-Cardinale— Monosodium  Glutamate.  Requires  res- 
taurants to  notify  customers  if  they  use  monosodium 
glutamate  in  preparation  of  their  food  or  add  it  to  the  food 
after  preparation.  Notice  would  be  in  writing  on  or  attached 
to  the  menu.  Approved. 

S-524-Cardinale — Education.  Requires  Board  of  Educa- 
tion to  provide  examinations  for  obesity  of  pupils  between  the 
ages  of  6 and  18.  Disapproved,  this  legislation  would  allow 
persons  who  are  not  licensed  to  practice  medicine. 

S-539-Cardinale — Certificate  of  Need.  Exempts  the  pri- 
vate practice  of  medicine  from  the  certificate  of  need  law. 
Active  Support. 


S-542-Cardinale— Automobile  Insurance.  Creates  a study 
commission  to  ascertain  whether  no-fault  insurance  should 
be  replaced  by  a system  of  compensation  patterned  after 
workmen’s  compensation.  No  Action. 

S- 55 8- Cardinal  e — Radiation  Protection  Commission. 
Adds  two  members  expert  in  medical  physics  and 
epidemiology  to  the  Radiation  Protection  Commission.  Ac- 
tion Deferred,  pending  further  clarification  of  the  bill  from 
its  sponsor. 

S-559-Cardinale— Life  Insurance.  Requires  that  a life  car- 
rier with  a disability  waiver  must  pay  for  the  examination  by 
the  insured's  physician  if  disability  certification  is  required. 

No  Action. 

S-568-Bassano — School  Buses — Seat  Belts.  Requires  seat 
belts  or  restraints  and  other  safety  design  features  in  school 
buses.  Approved. 

S-588-Bassano— Mental  Health  Records.  Requires  in- 
stitutions to  make  available  mental  health  records  upon  re- 
quest when  the  patient  is  an  applicant  for  a police  position 
or  firearm  permit.  Disapproved,  because  the  Attorney  Gen- 
eral’s office  already  has  this  capacity,  making  this  legislation 
unnecessary.  The  provision  of  a release  by  the  applicant 
would  resolve  this  difficulty. 

S-599-Bassano— Marriage  Certificates.  Requires  all 
female  marriage  license  applicants  under  age  45  to  undergo 
rubella  testing  in  addition  to  serological  testing.  Conditional 
Approval,  pending  amendment  of  the  bill  to  exclude  women 
who  already  have  been  sterilized. 

S-600-Bassano — Rh  Testing.  Requires  every  physician  at- 
tending a woman  at  the  time  of  delivery,  miscarriage, 
abortion,  or  during  the  prenatal  period  to  perform  an  Rh  test. 
If  the  test  is  Rh  negative  the  physician  shall,  within  24  hours 
of  receipt  of  the  results,  advise  the  woman  of  its  significance 
and  the  availability  of  preventive  treatment.  Conditional  Ap- 
proval, pending  alteration  of  24-hour  statement  to  a more 
reasonable  period  of  time. 

S-614-Bassano— Certificate  of  Need  (Cardiac  Surgical 
Centers).  Deletes  the  requirement  of  a certificate  of  need  for 
cardiac  surgical  centers.  The  hospital  still  would  have  to 
comply  with  Department  of  Health  rules  and  regulations  gov- 
erning these  units.  No  Action. 

S-697-Graves — Drug  Abuse.  Amends  existing  law  to 
prohibit  the  manufacture  and  distribution  of  drugs  designed 
to  produce  an  effect  similar  to  that  of  a controlled  substance 
unless  the  activity  is  exempt  under  federal  law.  Approved. 

S-700-VanWagner — Wrongful  Death.  Expands  recoverable 
damages  in  wrongful  death  actions  to  include  emotional  and 
social  factors  along  with  mental  anguish.  Disapproved,  Su- 
preme Court  decisions  in  New  Jersey  have  established  a 
reasonable  and  workable  format  for  awarding  damages  in 
wrongful  death  actions.  This  bill  would  create  an  unwar- 
ranted expansion  and  escalate  the  cost  of  casualty  insurance 
without  any  benefit  to  the  public. 

A-l-Weidel — No  Fault.  Provides  that  tort  litigation  may  be 
brought  following  an  auto  accident  when  there  is  an  injury 
which  results  in  death,  serious  impairment  of  body  function, 
or  permanent  serious  disfigurement.  No  Action. 

A-6-Zimmer— Emergency  Services.  Creates  an  intermedi- 
ate EMT  unit  and  type  of  personnel.  Approved. 

A-78-Baer — Sulfites.  Prohibits  wholesale  or  retail  dis- 
tributors of  food  or  food  products  from  adding  sulfites  to  their 
products.  Conditional  Approval,  pending  amendment  to  the 
bill — there  should  be  no  prohibition,  as  long  as  there  is 
notification  of  its  use. 

A-124-Brown — Infant  Mortality.  Creates  an  infant  mor- 
tality prevention  program  in  the  Department  of  Health  to 
provide  obstetrical  and  prenatal  services  to  women  with  high- 
risk  pregnancies.  Also,  provides  postpartum  followup  ser- 
vices. Seven  hospitals  are  designated  by  statute  with  three  to 
be  added  by  the  Commissioners.  Two  million  dollars  is  ap- 
propriated. Approved. 

A-137-Muhler — Psychiatric  Review — Criminally  Insane. 

Creates  a 27-person  Board  within  the  Department  of  Human 
Services  vested  with  the  authority  to  release  or  continue  the 
commitment  of  persons  who  were  found  incapable  of  stand- 
ing trial  or  not  guilty  by  reasons  of  insanity.  A Superior  Court 
judge  currently  makes  these  decisions.  Active  Opposition, 
this  authority  should  remain  within  the  jurisdiction  of  the 
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Superior  Court  judge.  The  Court  is  more  experienced  in  objec- 
tively evaluating  the  evidence  presented  and  the  needs  of  the 
individual  and  society  in  general. 

A- 139-Nutritionists.  Provides  for  the  licensing  of  nutri- 
tionists and  the  regulation  of  their  practice.  Creates  a separ- 
ate board  within  the  Division  of  Consumer  Affairs  with  nine 
members,  one  of  whom  shall  be  a licensed  physician.  Disap- 
proved, because  there  has  been  no  demonstration  that 
licensing  these  Boards  would  have  an  impact  on  the  public 
health,  also  there  are  other  means  available  through  existing 
state  agencies  to  regulate  dangerous  concepts  such  as  the 
treatment  of  cancer  by  nutrition  and  exercise. 

A- 141 -Muhler— Deceptive  Practice.  Provides  that  anyone 
who  sells  drugs,  devices,  or  provides  treatments  knowing  they 
are  unsafe,  ineffective,  or  unproved  for  safety  or  efficacy  is 
guilty  of  a crime  of  the  fourth  degree.  Action  Deferred,  pend- 
ing further  information  from  the  sponsor  of  this  bill  as  to  its 
clarification  and  context.  The  bill,  as  written,  is  too  vague  and 
too  general. 

A-  166-Villane— Infant  Mortality.  Creates  a Commission 
on  Infant  Mortality  consisting  of  15  members:  4 legislators, 
4 doctors,  4 nurses,  and  3 commissioners.  Approved. 

A-181-Villane— Social  Work.  This  bill  would  establish  and 
license  two  categories  of  social  workers  and  would  create  a 
Board  of  Social  Work  Examiners  in  the  Department  of  Law 
and  Public  Safety  whose  powers  and  duties,  among  others, 
would  be  to  administer  the  act,  examine  and  license  can- 
didates for  the  various  categories  of  social  work,  and 
promulgate  rules  and  regulations  necessary  for  the  effective 
enforcement  of  the  act.  The  two  categories  of  licensed  social 
work  would  be:  1 ) social  work  specialists,  who  would  be  re- 
quired to  have  a doctorate  in  social  work  or  a master’s  degree 
from  an  accredited  school  of  social  work  and  2)  social  workers 
who  would  need  a baccalaureate  degree  from  an  accredited 
college  or  university  social  work  or  social  welfare  program. 
The  bill  would  "grandfather”  in  all  persons  currently  in  prac- 
tice, provided  they  have  been  in  practice  in  one  of  the  two 
licensed  categories  for  two  of  the  last  five  years  and  apply  to 
be  licensed  within  180  days  from  the  effective  date  of  this  act. 
Active  Opposition,  because  there  has  been  no  demonstrative 
need  for  this  type  of  licensure. 

A-187-Haytaian — School  Health.  Provides  that  children 
with  ARC,  AIDs,  or  HTLV-III  positive  shall  be  excluded  from 
regular  school  attendance  (public  schools)  and  educated 
through  an  alternate  system.  Disapproved,  because  there  is 
no  evidence  to  indicate  these  children  present  a com- 
municable disease  risk. 

A-200-Kosco — Certificate  of  Need.  Creates  a Commission 
to  study  the  certificate  of  need  process.  The  Commission 
would  consist  of  15  members.  Two  of  the  15  would  be  phy- 
sicians. Their  report  is  to  be  submitted  to  the  legislature  and 
the  Governor.  Active  Support. 

A-275-Loveys — Child  Identification.  Provides  that  local 
law  enforcement  authorities  shall,  at  the  request  of  parents, 
distribute  I.D.  tags  containing  medical  information  and  other 
data  The  tags  are  for  children  in  grades  K-4  and  are  to  be 
affixed  to  their  shoes.  No  Action. 

A-301-Patemiti — Alzheimer’s  Disease.  Establishes  a day 
care  center  program  for  Alzheimer  disease  victims.  The  pro- 
gram would  be  administered  through  the  Department  of 
Health.  No  Action. 

A-307-Patemiti— Long-Term  Care  and  Aging.  Creates  a 
Division  of  Long-Term  Care  and  Aging  within  the  Depart- 
ment of  Health.  Provides  administrative  funding  of  a limited 
amount,  about  a three-person  staff.  No  Action. 

A-320-Zangari — Board  of  Chiropractic  Examiners. 
Creates  a separate  Board  of  Chiropractic  Examiners  within 
the  Division  of  Consumer  Affairs.  Active  Opposition,  because 
there  is  no  demonstrative  need  for  this  legislation.  Chiroprac- 
tors are  adequately  supervised  under  the  auspices  of  the  New 
Jersey  State  Board  of  Medical  Examiners. 

A-345-Kern — Medical  Licensure.  Increases  the  penalties 
for  using  false  credentials  to  obtain  a license  or  to  represent 
oneself  as  licensed.  Applies  to  medicine  and  chiropractic.  Ap- 
proved. 

A-355-Garvin — Handicapped  Children.  Would  require 
school  buses  transporting  handicapped  children  to  have  com- 
munication equipment  for  emergency  use.  No  Action. 

A-360-Garvin— Breast  Cancer/Informed  Consent.  Re- 


quires the  Department  of  Health  and  the  State  Board  of  Medi-I  Cl 
cal  Examiners  to  prepare  a booklet  on  all  aspects  of  the  treat-  ** 
ment  of  breast  cancer.  Attending  physicians  are  required  to  < 
distribute  the  book  to  appropriate  patients  and  to  discuss  it  yJ 
with  them.  Active  Opposition,  physicians  have  the  medical/ 
legal  obligation  to  secure  informed  consent  from  all  their  W 
patients  regardless  of  the  condition  involved.  The  legislature]  |tel 
should  not  become  involved  in  specific  acts  of  medical  judg- 
ment and  patient  information.  These  must  be  developed  by  S 
science,  education,  and  standards  of  practice.  If  codification!  * 
is  necessary,  that  is  a function  of  the  appropriate  regulatory!  % 
agencies. 

A-439-Doyle-Nursing.  Allows  nurses  to  form  professionals  -« 
corporations  either  independently  or  with  physicians  and  or:  iw 
dentists.  No  Action. 

A-452-Muziani — Administrative  Law.  Makes  the  findings;  :af 
of  fact  by  an  Administrative  Law  Judge  (ALJ)  binding  on  the]  # 
agency  in  a contested  action.  Conclusions  of  law  by  the  ALL]  art 
will  continued  to  be  “recommendations.”  Approved. 

A-478-Muziani — Fetal  Viability.  Directs  the  State  Board  of;  pro 
Medical  Examiners  to  review  the  issue  of  when  fetal  viability 
occurs  and  to  provide  guidelines  to  physicians  regarding;  jo 
procedures  to  terminate  pregnancy.  Active  Opposition,  be- 
cause the  SBME  is  not  a scientific  research  organization  and  jc 
is  incapable  of  conducting  the  study  in  question. 

A-479-Muziani — Abortion.  Requires  a second  physician 
be  present  whenever  a physician  terminates  a pregnancy  in-i  a 
volving  a live  fetus  of  24  weeks  of  age  or  older.  Active  Opposi-  » 
tion,  it  is  impossible  to  implement  the  requirements  of  this}  It 
legislation  because  of  U.S.  Supreme  Court  constraints  andii 
the  limits  of  science. 

A-482-Muziani — Medical  Advice.  Requires  physicians  to 
advise  pregnant  patients  of  the  effects  of  alcohol  and  certain 
drugs  on  a fetus.  The  woman  shall  sign  a form  confirming  i t 
that  advice  was  given.  The  physician  is  to  retain  the  original 
and  provide  the  patient  with  a copy.  Active  Opposition,  be- 
cause this  legislation  interferes  with  the  regulatory  authority 
of  the  State  Board  of  Medical  Examiners  and  is  beyond  the  i 
scope  of  sound  legislative  policy. 

A-485-Muziani — Medical  Advice.  Permits  the  use  of  ultra- 
violet tanning  lights  in  licensed  beauty  culture  shops.  Disap- 
proved, because  the  use  of  ultraviolet  tanning  lights  is  poten- 
tially  dangerous. 

A-515-Shusted — Dialysis  Technicians.  Hemodialysis  tech- 
nicians would  work  under  the  supervision  of  physicians.  This 
legislation  would  establish:  1 ) guidelines  for  training  and ! 
education;  2)  guidelines  for  recognized  testing  and  certifica- 
tion  procedures;  and  3)  guidelines  to  define  the  role  and  ; 
responsibilities  of  the  hemodialysis  technician.  Action  De- 
ferred,  until  requested  information  is  available. 

A-547-Penn — Motor  Vehicle  Vision  Screening.  Provides 
that  a licensed  ophthalmic  dispenser  may  certify  successful  i 
completion  of  the  required  visual  examination  for  an  oper- 
ator’s license.  Disapproved,  current  law  is  preferable  at  this 
time.  Motorists  may  feel  they  are  receiving  a quality  eye  exam- 
ination when,  in  fact,  the  examination  merely  consists  of  an 
eye  chart  reading  test  and  a test  for  peripheral  vision  and 
depth  perception. 

A-564-Bryant — Withholding  Medical  Treatment.  Amends 
Title  26  of  the  Revised  Statutes  (Health  Code)  and  establishes 
a procedure  whereby  a document,  executed  in  conformity 
with  the  Will  statutes,  can  be  relied  upon  by  physicians  to 
withhold  or  withdraw  artificial  life-sustaining  treatment  Ac- 
tion Deferred,  pending  further  information  from  the  Com- 
mittee on  Biomedical  Ethics. 

A-588-Bryant — Medical  Education.  Provides  for  the 
Chancellor  of  Higher  Education  to  contract  with  Meharry 
Medical  College  and  School  of  Dentistry,  located  in  Nashville, 
Tennessee,  to  export  five  to  ten  medical  students  and  three 
to  five  dental  students  into  each  Meharry  class.  Admission 
will  be  solely  on  academic  merit.  Students  shall  come  from 
a disadvantaged  or  minority  background.  Disapproved,  the 
purpose  of  this  bill  can  best  be  resolved  by  utilizing  educa- 
tional facilities  within  the  state.  (N.B. — UMDNJ  has  a very 
good  minority  program.) 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 
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S-767-DiFrancesco — Surrogate  Parenthood.  Provides  for 
s the  arrangement  of  surrogate  parenthood  contracts.  Follow- 
ing agreement  to  the  contract,  a petition  is  filed  in  the  Su- 
perior Court.  An  investigation  will  be  conducted.  If  all  require- 
ments are  met,  the  Court  will  approve  the  petition  if  the 
investigating  agency  so  recommends.  No  Action. 

S-776-DiFrancesco— Abuse  of  Elderly  Disabled  or  In- 
capacitated Persons.  Requires  every  person  who  has  reason- 
able cause  to  believe  an  elderly  or  disabled  person  is  the 
: victim  of  abuse  or  exploitation  to  report  that  information  to 
' the  Commissioner  of  Human  Services  or  his  designee.  Ap- 
proved. 

S-808-Dorsey — Immunization  of  School  Children.  Ac- 
tion Deferred,  pending  further  information  from  the  Com- 
mittee on  Child  Health  and  the  New  Jersey  Chapter,  American 
Academy  of  Pediatrics.  This  information  is  requested  within 
60  days. 

S-809-Garibaldi— Restaurants.  Requires  certain  res- 
taurants to  display  posters  related  to  choke  prevention  and 
to  have  employees  trained  in  choke  prevention  and  CPR  No 

Action. 

S-826-Russo — Terminal  Illness.  Amends  the  Juvenile 
Terminal  Illness  Assistant  Act  to  include  adults.  Approved. 

S-828-Russo— Good  Samaritan  Act.  Clarified  the  Good 
Samaritan  Act  to  include  all  emergency  situations  regardless 
of  location.  Approved. 

S-838-Russo— Workmen’s  Compensation  (Free  Choice 
of  Physician).  Allows  injured  workers  to  select  upon  notice 
to  their  employer,  their  own  physician  or  hospital  for  the 
treatment  of  covered  injuries.  Approved. 

S-846-Russo— Discontinuance  of  Medical  Treatment. 
Action  Deferred,  pending  further  information  from  the  Com- 
mittee on  Biomedical  Ethics. 

S-868-Russo — Wrongful  Death  of  Minors-Damages.  Per- 
mits the  awarding  compensatory  damages  in  cases  of  wrong- 
ful death  of  minors.  There  would  be  a limitation  of 
Si 00,000.  (Current  law  limits  these  awards  to  pecuniary  loss, 
together  with  established  special  damages.)  Disapproved, 
with  Active  Opposition  if  the  bill  moves,  because  only  dam- 
ages established  by  proof  should  be  subject  to  award.  Su- 
preme Court  decisions  in  New  Jersey  have  established  a 
reasonable  and  workable  format  for  awarding  damages  in 
wrongful  death  actions.  This  bill  would  create  an  unwar- 
ranted expansion  and  escalate  the  cost  of  casualty  insurance 
without  anv  benefit  to  the  public. 

S-919-Feldman — Privileged  Communications.  Extends 
privileged  communications  to  psychiatric  social  workers  and 
nurses.  It  also,  by  implication,  advances  the  concept  that 
persons  other  than  psychiatrists  and  psychologists  may  treat 
mental  health  conditions.  Disapproved,  unnecessary  liti- 
gation— individuals  being  directed  and  employed  by  phy- 
sicians or  psychologists  are  already  covered  by  that  privilege. 

S-920-Feldman— Confidentiality  of  Medical  Claims  In- 
formation. Provides  that  employers  could  not  review  medical 
claims  submitted  by  employees  on  claims  through  employers’ 
coverage.  It  assumes  that  employers  discourage  claims  in 
order  to  contain  premiums.  Applies  to  Blue  Cross.  Approved. 

S-921  -Feldman— Confidentiality  of  Medical  Claims  In- 
formation. Same  as  S-920  except  it  applies  to  group  health 
insurers.  Approved. 

S-922-Feldman— Confidentiality  of  Medical  Claims  In- 
formation. Same  as  S-920  except  it  applies  to  group  health 
corporations.  Approved. 

S-935-Feldman— Professional  Liability.  Provides  that 
within  60  days  of  filing  an  action  against  a physician  the 
plaintiff  must  provide  an  affidavit  from  an  expert  that  there 
has  been  a negligent  deviation  from  the  accepted  standards 
of  practice.  Active  Support. 

S-937-Feldman — Frivolous  Litigation.  Authorizes  courts 
to  award  reasonable  attorney's  fees  to  a party  who  has  been 
subjected  to  a frivolous  claim.  Active  Support. 


S-947-Feldman— Terminal  Illness.  Action  Deferred, 

pending  further  information  from  the  Committee  on 
Biomedical  Ethics. 

S-962— Administrative  Law.  Makes  the  decision  of  an  Ad- 
ministrative Law  Judge  final  in  contested  agency  actions. 

Active  Support. 

S-977-Cowan — Medical  Education.  Authorizes  the  State 
Board  of  Higher  Education  to  contract  with  an  out-of-state 
medical  school  to  accept  2-4  minority  students  per  class. 
Following  licensure,  the  students  must  serve  three  years  in 
a medically  underserved  area  of  New  Jersey.  Disapproved,  the 
purpose  of  this  bill  can  best  be  resolved  by  utilizing  educa- 
tional facilities  within  the  state. 

S-1070-Dorsey— Physical  and  Psychiatric  Examinations. 
Permits  Boards  of  Education  to  require  employees  to  pass 
physical  and  mental  examinations  to  determine  their  suit- 
ability for  employment.  Approved. 

S-1089-Dorsey — Immunity.  Provides  immunity  from  lia- 
bility for  medical  personnel  who  take  breath,  blood,  or  urine 
samples  at  the  request  of  police.  Approved. 

S-1129-Lesniak — Criminal  Responsibility.  Action  De- 
ferred, pending  further  information  from  the  Council  on 
Mental  Health.  This  information  is  requested  within  60  days. 

S- 1181 -O’Connor — Care  of  Newborns.  Action  Deferred, 
pending  further  information  from  the  New  Jersey  Chapter, 
American  Academy  of  Pediatrics.  This  information  is  re- 
quested within  60  days. 

S- 11 97- Jackman — Chiropractic.  Creates  a separate 
licensing  and  regulatory  board  for  chiropractic.  Active  Op- 
position, because  there  is  no  demonstrative  need  for  this 
legislation.  Chiropractors  are  adequately  supervised  under 
the  auspices  of  the  New  Jersey  State  Board  of  Medical  Exam- 
iners. 

S-1202-Cardinale— Marriage  License  Certifications.  Re- 
quires applicants  to  be  tested  for  thaslassemia,  sickle  cell 
anemia,  and  Tay-Sachs.  The  physician  must  notify  the  appli- 
cants of  the  test  results  in  writing.  Disapproved,  because  two 
far  more  universal  diseases,  diabetes  and  rubella,  are  not  in- 
cluded in  the  testing  and  those  listed  have  a limited  popu- 
lation susceptibility.  The  tests  themselves  would  not  be  medi- 
cally indicated  for  a majority  of  applicants. 

S-1204-DiFrancesco— Cardiac  Surgery.  Requires  the 
Commissioner  of  Health  to  issue  a Certificate  of  Need  for 
cardiac  surgery  to  any  hospital  that  has  performed  750  or 
more  catheterizations  in  the  prior  calendar  year.  Disap- 
proved, capacity  and  the  need  to  perform  a given  number  of 
catheterizations  does  not  equate  to  capacity  and  performance 
in  cardiac  surgery. 

S- 1 22 1-Codey— Commissioner  of  Health.  Removes  the 
requirement  that  the  State  Commissioner  of  Health  shall  be 
a duly  licensed  physician.  Active  Opposition,  because  the 
health  care  needs  of  our  population  require  that  a licensed 
physician  serve  in  the  position  of  Commissioner  of  Health. 
There  are  many  qualified  candidates.  It  is  not  advisable  to 
dilute  the  requirements  at  a time  when  the  Department  is 
faced  with  critical  medical  issues. 

S- 124 1-Codey — Health  Care  Facilities  Act/ Certificate  of 
Need.  Amends  the  Certificate  of  Need  to  include  physicians 
whenever  a health  service  has  been  regionalized  by  regulation 
of  the  Department  of  Health.  Regulation  would  terminate 
within  three  years,  at  which  time,  the  Commissioner  could 
readopt  the  regulation.  Active  Opposition,  there  is  no 
evidence  the  certificate  of  need  concept  is  a valid  regulatory 
item.  It  has  proved  to  be  ineffective  in  containing  costs,  it  has 
stifled  initiative,  its  expansion  to  intrude  on  the  private  prac- 
tice of  medicine  is  not  warranted.  Nationally  at  least  1 1 states 
have  repealed  certificate  of  need  legislation  and  a number  of 
federal  agencies  (including  the  Department  of  Health  and 
Human  Services  and  the  Federal  Trade  Commission)  have 
called  for  its  repeal. 
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S-1249-Codey— Mental  Health  Coverage-Blue  Cross.  Re- 
quires hospital  service  corporation  contracts  to  provide  a 
minimum  of  60  days  inpatient  care  or  1 20  days  of  partial  care 
during  a 12-month  benefit  period.  Approved.  (Dr.  Lehr  voted 
in  the  negative  and  asked  to  be  so  recorded.) 

S-1250-Codey— Mental  Health  Coverage-Blue  Shield. 
Same  as  S-1249  except  it  applies  to  medical  service  corpor- 
ation. Approved.  (Dr.  Lehr  voted  in  the  negative  and  asked 
to  be  so  recorded.) 

S- 1 25 1-Codey— Mental  Health  Coverage -Group  Con- 
tracts. Same  as  S-1250  except  it  applies  to  group  contracts. 
Approved.  (Dr.  Lehr  voted  in  the  negative  and  asked  to  be 
so  recorded.) 

S-1252-Codey— Mental  Health  Coverage-Commercial 
Carriers.  Same  as  S-1251  except  it  applies  to  commercial 
carriers.  Approved.  (Dr.  Lehr  voted  in  the  negative  and  asked 
to  be  so  recorded.) 

S-1253-Codey— Mental  Health  Coverage-HMO.  Same  as 
S-1252  except  it  applies  to  HMOs.  Approved.  (Dr.  Lehr  voted 
in  the  negative  and  asked  to  be  so  recorded.) 

S-1283-Hirkala— Confidentiality.  Extends  confidentiality 
to  data  in  the  possession  of  hospital  peer  review  committees. 
Active  Support. 

S-1285-Hirkala— Civil  Immunity  of  Review  Committees. 

Extends  civil  immunity  to  hospital  board  members  when  ex- 
ercising good  faith  in  considering  the  appointment  or  dis- 
missal of  medical  staff  applicants.  Conditional  Approval, 
pending  amendment  that  would  grant  immunity  to  the  Board 
of  Governors  when  they  act  to  support  the  decisions  of  the 
medical  staff  committee  recommendations. 

S-1309-Contillo — National  Health  Care.  Provides  for  a 
nonbinding  referendum  concerning  the  enactment  of  a na- 
tional health  plan.  Active  Opposition,  the  bill  presents  a uto- 
pian approach  and  does  not  consider  the  negative  impact  of 
cost  and  quality  factors.  It  is  misrepresentation  in  the  purest 
form. 

S- 13 16-Lipman— Adolescent  Pregnancy.  Creates  a task 
force  on  adolescent  pregnancy  to  make  recommendations  to 
the  governor  and  the  legislature.  Approved. 

S-1389-Orechio— Group  Health  Insurance  /Drug  Abuse 
Treatment.  Requires  Blue  Cross  to  cover  the  expense  of  treat- 
ment for  drug  abuse  as  for  any  other  illness.  Approved.  (Dr. 
Lehr  voted  in  the  negative  and  asked  to  be  so  recorded.) 

S-1390-Orechio — Individual  Health  Insurance  Cov- 
erage/Drug Abuse  Treatment.  Same  as  S-1389,  but  applies 
to  commercial  carriers.  Approved.  (Dr.  Lehr  voted  in  the 
negative  and  asked  to  be  so  recorded.) 

S-1391-Orechio — Medical  Service  Corporation/Drug 
Abuse  Treatment.  Same  as  S-1390,  but  applies  to  Blue 
Cross/Blue  Shield.  Approved.  (Dr.  Lehr  voted  in  the  negative 
and  asked  to  be  so  recorded.) 

S-1392-Orechio — Group  Health  Policies/Drug  Abuse 
Treatment.  Same  as  S-1391,  but  applies  to  group  coverage. 
Approved.  (Dr.  Lehr  voted  in  the  negative  and  asked  to  be 
so  recorded.) 

S-1394-Orechio — HMO  Coverage/Drug  Abuse  Treat- 
ment. Same  as  S-1392,  but  applies  to  HMOs.  Approved.  (Dr. 
Lehr  voted  in  the  negative  and  asked  to  be  so  recorded.) 

S - 1409-Orecho — Life -Sustaining  Treatment /In- 
competent Patient.  Action  Deferred,  pending  further  infor- 
mation from  the  Committee  on  Biomedical  Ethics. 

S- 1 4 1 4-Bassano — Diabetes  Control.  Permanently  estab- 
lishes a diabetes  control  program  within  the  Department  of 
Health.  Action  Deferred,  pending  further  information  from 
the  Council  on  Public  Health.  This  information  is  requested 
within  60  days. 

S- 1446-Costa — Aides  in  Nursing  Homes.  Authorizes  the 
Department  of  Health  to  certify  aides  in  long-term  care  facili- 
ties pursuant  to  completion  of  an  approved  training  course 
and  passing  of  an  examination.  Disapproved,  with  Active 
Opposition  if  the  bill  moves;  there  is  no  demonstrated  need 
for  the  certification  of  these  aides  and  such  a system  will 
produce  increased  costs. 

S-1533-Pallone — Infant  Mortality.  Establishes  a state- 
wide infant  mortality  prevention  program  to  be  operated 
through  the  Department  of  Health  for  high-risk  women.  Ac- 
tion Deferred,  pending  further  information  from  the  New 
Jersey  Obstetrical  and  Gynecological  Society.  This  infor- 
mation is  requested  within  60  days. 


S-1550-DiFrancesco — Catastrophic  Illness  in  Children 
Relief  Fund/ Commission.  Action  Deferred,  pending  further 
information  from  the  New  Jersey  Chapter,  American  Academy 
of  Pediatrics.  This  information  is  requested  within  60  days. 

S-1568-Contillo— Motor  Vehicles.  Increases  penalties  for 
refusing  to  submit  to  alcohol  determination  tests.  Approved. 

S-1583-Lesniak— Professional  Liability.  Provides  that 
physicians  shall  not  be  exempted  from  malpractice  claims  by 
fellow  employees.  Active  Opposition,  this  legislation  is  un- 
necessary and  duplicative.  There  is  already  a process  available 
for  such  claims  through  the  workmen’s  compensation  statu- 
tes. 

S-1617-Gormley — Motor  Vehicles.  Grants  individuals 
charged  with  driving  under  the  influence  to  'elect  the  pro- 
fessional of  their  choice  for  a blood  or  urine  test.  No  Action. 

SR-5-Bubba — Taxations.  Requests  Congress  to  reject  any 
proposals  to  tax  health  benefit  packages.  Active  Support. 

SR-  12-Cardinale— Certificate  of  Need.  Directs  the  Senate 
Committee  on  Institutions,  Health,  and  Welfare  to  investigate 
the  denial  of  certificates  of  need  by  the  Department  of  Health 
in  Bergen  County  related  to  cardiac  catheterization  and 
cardiac  surgery.  No  Action. 

SR-17-Russo — Cost  Containment.  This  Senate  resolution 
memorializes  Congress  to  enact  the  “Medicare  Solvency  and 
Health  Care  Financing  Reform  Act  of  1985"  sponsored  by 
Representatives  Gephardt  and  others. 

The  purpose  of  this  federal  bill  is  provided  for  the  solvency 
of  the  Medicare  Hospital  Insurance  Trust  Fund  (Medicare- 
part  A),  which  is  funded  entirely  through  the  Social  Security 
payroll  tax,  and  to  reform  the  health  care  financing  system. 
The  bill  encourages  states  to  operate  their  own  cost  control 
programs,  (either  through  a regulatoiy  system,  voluntary  pro- 
gram or  competitive  mechanisms),  but  if  a state’s  programs 
are  not  successful  in  holding  down  Medicare’s  hospital  costs, 
the  bill  provides  that  strict  federal  regulation  will  go  into 
effect.  No  Action. 

AR-21-Shusted — DRG  for  Physicians.  Requests  Congress 
to  consider  the  recommendations  of  the  American  Academy 
of  Family  Physicians  in  establishing  a federal  physician  DRG 
program.  Active  Opposition,  the  DRG  program  has  concep- 
tual design  and  operating  flows.  It  has  not  achieved  the  goals 
of  cost  effectiveness  and  quality  assurance.  It  should  be  re- 
pealed—not  expanded  to  physicians.  Further,  it  is  impractical 
to  impose  on  physicians. 

AR-22-Shusted— DRG  for  Physician.  Requests  the  As- 
sembly to  consider  the  recommendations  of  the  New  Jersey 
Academy  of  Family  Physicians  before  implementing  a phy-  j 
sician  DRG  program  in  New  Jersey.  Activie  Opposition  (same 
as  AR-21). 

AR-33-Cooper— Outpatient  VA  Service.  Requests  the  Vet- 
erans Administration  to  establish  an  outpatient  clinic  in  cen- 
tral or  southern  New  Jersey.  Active  Opposition,  because 
there  is  no  need  for  a VA  hospital  in  central  or  southern  New  ; 
Jersey. 

AR-38-Doria— Foreign  Medical  Education.  Requests  Con- 
gress to  exempt  U.S.  citizens  (FMGs)  from  any  legislation 
which  would  reduce  or  eliminate  Medicare  reimbursement 
for  graduate  training  related  to  FMGs.  Action  Deferred, 
pending  further  information  from  MSNJ’s  Committee  on 
Medical  Education. 

A-624-Bryant — DRG  Exemption.  Designates  Cooper  Hos- 
pital as  the  “South  Jersey”  speciality  acute  care  children’s 
hospital  and  requires  the  Department  of  Health  to  develop 
adequate  reimbursement  rates.  No  Action. 

A-640-Randall — Emergency  Medical  Services.  Provides 
for  the  establishment  of  at  least  two  hospital  based  EMS 
helicopter  response  units.  Disapproved,  because  adequate 
services  are  already  available  making  this  legislation  un- 
necessary. 

A-716-Miller — DRGs.  Allows  patients  or  insurers  to  ap- 
peal excessive  charges  under  the  DRG  program.  Active  Sup- 
port. 

A-718-Miller — DRGs.  Terminates  the  DRG  program  and 
requires  the  Department  of  Health  to  develop  an  alternate 
system  within  one  year.  Active  Support. 

A-735-Miller — School  Buses.  Provides  that  school  buses 
must  have  seat  belts  and  that  seat  backs  shall  be  padded. 
Approved. 

A-737-Miller — Damages  in  Personal  Injury  and  Wrongful 
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Death.  Provides  that  collateral  sources  of  payment  shall  be 
used  to  offset  damages.  Further  provides  structured  pay- 
ments may  be  used  at  the  request  of  either  party  if  the  future 
damages  exceed  $100,000.  Active  Support. 

A-738-Miller — Limitation  of  Personal  Injury  Damages. 
Provides  a $100,000  cap  on  damages  for  pain  and  suffering 
to  personal  injury  actions.  Active  Support. 

A-739-Miller— Professional  Liability-Statute  of  Limi- 
tations. Establishes  a three-year  statute  of  limitations  in  tort 
actions  against  health  care  providers.  Children  would  have 
until  1 1 to  bring  an  action  for  injuries  prior  to  age  8.  After 
age  8 they  come  under  the  3 year  standard.  Fraud  conceal- 
ment, and  unintentional  foreign  bodies  “toll”  the  statute.  Ac- 
tive Support. 

A-740-Miller — Professional  Liability-Affidavit  of  Merit. 

Provides  that  within  60  days  of  filing  a medical  malpractice 
complaint,  the  plaintiff  must  supply  an  affidavit,  by  a quali- 
fied expert,  that  reasonable  cause  exists  to  believe  malpractice 
occurred.  Active  Support. 

A-761-Miller — Public  Health.  Requires  public  eating 
places  to  post  notices  if  their  food  contains  sulfites.  Con- 
ditional Approval,  pending  an  amendment  to  the  bill  that 
would  include  hair  dressing  and  cosmetic  industry  notifica- 
tion as  well  as  restaurants. 

A-776-Weidel — Life-Sustaining  Procedures.  Provides 
that  terminally  ill  patients  may  direct  their  physicians, 
through  a written  document  to  withhold  or  withdraw  mech- 
anical or  artificial  means  to  sustain  or  supplant  vital  function 
when  those  acts  will  only  artificially  prolong  death. 

The  directive  shall  comply  with  statutory  form.  The  phy- 
sician relying  upon  it  shall  determine  it  complies  with  the 
statute.  Active  Opposition,  pending  extensive  amendments 
to  the  bill. 

A-869-Genova — Blood  Donations.  Provides  that  a person 
who  makes  a blood  donation  when  he  knows  he  is  infected 
with  a communicable  disease  shall  be  guilty  of  a fourth  degree 
crime.  No  Action. 

A-891-Deverin — Abortions.  Would  permit  hospital  gov- 
erning boards  to  determine  whether  or  not  abortions  can  be 
performed  in  the  hospital  facilities.  No  Action. 

A-895-Deverin— Respiratory  Therapists.  Licenses  and 
regulates  respiratory  therapists  to  function  under  the  direc- 
tion or  supervision  of  a licensed  physician.  The  State  Board 
of  Medical  Examiners  would  be  the  licensing  agency.  No  Ac- 
tion. 

A-901-Deverin— Occupational  Therapy.  Creates  a new 
class  of  licensed  practitioners  who  would  function  indepen- 
dently and  would  be  permitted  to  perform  such  services  as 
the  design,  fabrication,  and  application  of  splints,  sen- 
sorimotor activities,  the  use  of  specifically  designed  crafts, 
guidance  in  the  selection  and  use  of  adaptive  equipment, 
therapeutic  activities  to  enhance  functional  performance; 
prevocational  evaluation  and  training,  and  consultation  con- 
cerning the  adoption  of  physical  environments  for  the  handi- 
capped. The  State  Board  of  Medical  Examiners  will  exercise 
jurisdiction.  No  Action. 

A-947-Schuber— Administrative  Law.  Transfers  the  Of- 
fice of  Administrative  Law  from  the  Executive  Branch  to  the 
Judicial  Branch.  The  initial  decision  made  by  the  agency 
directly  or  by  report  from  an  administrative  law  judge.  All 
appeals  would  then  be  heard  by  another  administrative  law 
judge.  The  next  appeal  would  be  to  the  Appellate  Division. 
Active  Support. 

A-948-Schuber— Administrative  Law.  Creates  a regu- 
latory agency  within  the  legislature  to  promulgate  rules  and 
regulations  which  shall  be  implemented  by  the  Executive 
Branch.  No  Action. 

A-986-Doria — Newborn.  Requires  hospitals  to  adopt  poli- 
cies and  procedures  which  ensure  newborns  receive  nourish- 
ment and  care  consistent  with  accepted  medical  standards. 
Action  Deferred,  pending  further  information  from  the  NJ 
Chapter,  American  Academy  of  Pediatrics.  This  information 
is  requested  within  60  days. 

A-998-Doria — Professional  Licensing  Commission. 

Creates  a commission  to  review  licensing  legislation  being 
proposed  by  any  legislator.  The  commission  is  to  file  a report 
with  the  governor  and  the  legislature  on  the  necessity  of 
establishing  the  licensing  mechanism  being  reviewed.  Active 
Support. 


VOL.  83— NUMBER  7— JULY  TRANSACTIONS  1986 


A- 1008  Doria— Chiropractic.  Creates  a licensing  board 
for  chiropractic.  Transfers  all  functions  and  responsibilities 
of  the  State  Board  of  Medical  Examiners  regarding  chiroprac- 
tic to  the  new  board.  Removes  the  place  for  a chiropractor 
from  the  medical  board.  Active  Opposition,  because  there  is 
no  demonstrative  need  for  this  legislation.  Chiropractors  are 
adequately  supervised  under  the  jurisdiction  of  the  New  Jer- 
sey State  Board  of  Medical  Examiners. 

A-  1068-Pateraiti— Pharmaceutical  Information.  Re- 
quires the  Department  of  Health  to  provide  statewide  phar- 
maceutical information  services  for  physicians  and  pharma- 
cists. Disapproved,  with  Active  Opposition  if  the  bill  moves, 
the  Department  does  not  have  the  resources  and  manpower 
to  effect  this  function  which  is  more  appropriate  for  UMDNJ 
and  already  is  available  through  federal  agencies. 

A- 1073,  A- 1074,  A-1075  and  A-1076-Patemiti— 

Hospice  Care.  Requires  insurers  and  HMOs  to  cover  hospice 
care  as  defined  by  the  Department  of  Insurance  to  include 
at  least  210  days  of  care.  Approved. 

A- 1095-Odgen — Hemophilia.  Requires  all  hospital  ser- 
vices contracts  to  include  services  and  products  rendered  at 
home  under  the  supervision  of  a state-approved  hemophilia 
treatment  center.  Approved. 

A-1096-Ogden — Hemophilia.  Same  as  A- 1095 — applies 
to  group  health  insurance  contracts.  Approved. 

A-1097-Ogden — Hemophilia.  Same  as  A-1096 — applies 
to  individual  health  insurance  contracts.  Approved. 

A-1133-Ogden — Certificate  of  Need/Cardiac  Surgery.  Re- 
quires the  Commissioner  of  Health  to  issue  a certificate  for 
cardiac  surgeiy  to  hospitals  that  demonstrate  that  they  have 
lawfully  operated  a catheterization  facility  which  performed 
at  least  750  procedures  in  the  year  following  the  year  the 
Commissioner  denied  their  application.  Disapproved,  ca- 
pacity and  the  need  to  perform  a given  number  of  catheteriza- 
tions does  not  equate  to  capacity  and  performance  in  cardiac 
surgery. 

A- 1159-Rocco— Certificate  of  Need.  Provides  that 
certificate  of  need  shall  expire  after  two  years  unless  financ- 
ing, contracts,  and  necessary  variances  are  obtained.  Ap- 
proved. 

A-l  179-Rocco — Birth  Certificates.  Prohibits  any  refer- 
ence to  legitimacy  or  illegitimacy  on  birth  certificates  or 
transmittal  notices.  Approved. 

A-l  185-Rocco — Reimbursement  for  Physiological  Lab- 
oratory Services.  Provides  that  physiological  laboratories 
performing  diagnostic  testing  services  at  the  request  of  phy- 
sicians shall  be  permitted  to  bill  Blue  Shield  directly.  Disap- 
proved, because  there  are  no  announced  licensing  standards 
in  the  bill.  The  NJ  Insurance  Department  is  not  equipped  to 
regulate  and  license  a health  profession.  There  is  no  rec- 
ognized profession  related  to  “physiological  laboratory  ser- 
vices.” 

A- 12 16-Kalik— Dispensing  of  Prescription  Drugs.  In- 
tends to  alleviate  the  inability  of  certain  elderly  patients  to 
open  their  prescription  containers  that  are  closed  with  child- 
proof cap.  Amendment  to  the  bill  would  require  a new  box 
and  statement  on  prescriptions.  Disapproved,  because  exist- 
ing law  allows  the  option  requested.  There  is  no  need  to  revise 
prescription  blanks. 

A- 1237-Miller— Child  Abuse  Prevention.  Creates  a 24- 
member  commission  to  study  the  problem  of  child  abuse  and 
to  recommend  methods  of  prevention.  Conditional  Approval, 
pending  specific  amendment  that  a pediatrician  and  a psy- 
chiatrist be  appointed  to  the  Commission. 

A- 1242-Felice— Methadone  Registry.  Establishes  a cen- 
tral registry  within  the  Department  of  Health  of  patients  en- 
rolled in  methadone  maintenance  programs.  Action  De- 
ferred, pending  further  information  from  the  Committee  on 
Drug  and  Alcohol  Abuse.  This  information  is  requested 
within  60  days. 

A-1256-Bennett — CPR.  Requires  CPR  training  for  high 
school  students.  Exemptions  would  be  granted  on  the  basis 
of  violations  of  religious  beliefs.  Conditional  Approval,  pend- 
ing the  following  amendments  to  be  added  to  the  bill:  1)  that 
CPR  be  offered  only  to  interested  students  and  2)  that  CPR 
training  be  taught  by  qualified  instructors. 

A-1273-Bennett — Emergency  Telephone  Number. 
Provides  for  a single,  universal,  statewide  911  reporting 
number  in  New  Jersey.  Approved. 
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A- 1300-Hendrickson— AIDS/ School  Attendance.  Action 
Deferred,  pending  further  information  from  MSNJ's  Commit- 
tee on  Child  Health  and  New  Jersey  Chapter,  American 
Academy  of  Pediatrics. 

A- 1301  -Hendrickson— Emergency  Medical  Services. 

Provides  that  police  officers  may  not  impede  physicians  at- 
tempting to  render  emergency  services  to  injured  parties.  No 

Action. 

A- 1473-Marsella— Radiation  Protection.  Adds  medical 
physics  and  epidemiology  to  the  types  of  training  of  members 
of  the  Radiation  Protection  Commission.  Also  adds  two  new 
members  to  the  Commission.  Approved. 

A- 1685-Martin — Refusal  To  Submit  to  Alcohol  De- 
terminations. Provides  that  anyone  with  a third  or  greater 
number  convictions  for  violation  of  N.J.S.A.  39.4-50  shall 
have  their  license  revoked  for  10  years.  Approved. 

A-1686-Patemitd — AIDS /School  Attendance.  Action  De- 
ferred, pending  further  information  from  MSNJ’s  Committee 
on  Child  Health  and  New  Jersey  Chapter,  American  Academy 
of  Pediatrics. 

A-1708-Colbum — Diabetes  Control.  Permanently  estab- 
lishes a diabetes  control  program  within  the  Department  of 
Health.  Action  Deferred,  pending  further  information  from 
the  Council  on  Public  Health.  This  information  is  requested 
within  60  days. 

A-1794-Kem — Health  Care  Representative  Act.  Action 
Deferred,  pending  further  information  from  the  Committee 
on  Biomedical  Ethics. 


A- 1849-Patemiti— Preadmission  Nursing  Home  Screen- 
ing. Provides  for  preadmission  screening  of  nursing  home 
patients  to  avoid  unnecessary  admissions.  Disapproved,  pa- 
tients are  placed  in  nursing  homes  from  a variety  of  sources. 
Preadmission  screening  will  be  a cumbersome  and  expensive 
exercise.  Medicaid  has  and  continues  to  monitor  placements 
and  denies  reimbursement  when  the  admission  is  improper. 

A- 1882-Miller— AIDS/School  Attendance.  Action  De- 
ferred, pending  further  information  from  MSNJ’s  Committee 
on  Child  Health  and  the  New  Jersey  Chapter,  American 
Academy  of  Pediatrics.  This  information  is  requested  within 
60  days. 

A- 1885-Bocchini— Prescriptions.  Eliminates  the  require- 
ments of  the  patients  address  and  the  prescribers  address 
and  registry  number  from  appearing  on  the  prescription 
label.  Approved. 

AJR-10-Garvin — Cardiac  Rehabilitation.  Creates  a 
Cardiac  Rehabilitation  Services  Study  Commission  to  study 
the  alternatives  available  to  bypass  surgery.  Action  Deferred, 
pending  a copy  of  the  amended  version  of  the  bill. 

AJR- 11 -Garvin— Second  Surgical  Opinions.  Directs  the 
Department  of  Health  to  study  whether  second  surgical 
opinion  programs  should  be  required  through  HMO  cover- 
ings. No  Action. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 
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Council  on  Public  Relations 


Louis  J.  Bosco,  m.d.,  chairman,  clifton 

(Reference  Committee  “D") 

The  Council  on  Public  Relations  maintains  the  con- 
tinuity of  our  coordinated  public  relations  program  in 
reaching  the  public,  the  membership,  and  the  media 
The  Council  studies  a variety  of  projects  and  instituted 
those  falling  within  the  mandates  of  the  House  of  Del- 
egates, the  Board  of  Trustees,  and  the  available  re- 
sources. 

SUBSTITUTE  RESOLUTION  *18— MEDIA  SEMINAR, 
1985  ANNUAL  MEETING 

This  Resolution  was  referred  for  review  by  the  House 
of  Delegates.  The  Council  held  the  first  Media  Tech- 
nique Seminar  on  March  16,  1983,  at  which  time  32 
members  of  MSNJ  attended.  The  second  Seminar  was 
planned  for  March  21,  1984,  with  a similar  format  of 
the  previous  successful  session,  including  the  addition 
of  specialized  training.  The  Seminar  was  well  publi- 
cized to  the  county  societies  and  through  NEW  JER- 
SEY MEDICINE  and  the  Membership  Newsletter.  It 
was  necessary  to  cancel  this  session  because  of  insuffi- 
cient registration  by  the  membership. 

The  AMA  and  Mort  Enright  Associates,  plus  many 
other  private  agencies,  offer  a variety  of  training  pro- 
grams in  public  speaking  and  negotiation  for  a fee. 
Unfortunately,  they  all  require  a rather  large  financial 
guarantee  and  a minimum  attendance  of  at  least  25 
participants.  Many  local  colleges  offer  public  speaking 
and  leadership  courses  at  reasonable  prices  and  con- 
venient hours  and  locations.  Many  of  the  programs  are 
tailored  to  serve  the  needs  of  the  participants. 

The  Council  on  Public  Relations  was  of  the  opinion 
that  the  abundance  of  programs  offered  is  sufficient 
to  serve  the  various  needs  of  those  who  are  truly 
interested  in  a particular  subject.  It  further  was  noted 
that  repeated  solicitation  at  the  county  level  did  not 
bring  a supportive  response,  therefore,  it  would  not 
serve  any  purpose  to  plan,  develop,  and  promote  a ser- 
vice that  apparently  is  not  going  to  be  utilized. 

CONTINUING  PROJECTS 

A Publication  and  distribution  of: 

(1)  Membership  Newsletter 

(2)  Monthly  releases:  The  Best  Medical  Care  Pos- 
sible, Medicare  1985,  A Personal  Message  To  My  Medi- 
care Patients,  Your  Doctor  and  Medicare,  Safety  is  a 
Snap  and  It’s  the  Law,  Fatal  Vision,  The  Facts  About 
Where  Your  Health  Care  Dollar  Goes,  Your  Doctor  Is 
Your  Link  to  the  Best  Heath  Care  in  the  World,  Drink- 
ing and  Driving,  and  Organ  Donation. 

A series  of  posters  was  developed  and  distributed  for 
office  use.  The  posters  were  extensions  of  some  of  the 
media  releases  on:  Your  Doctor  Is  Your  Link  to  the  Best 
Health  Care  in  the  World,  The  Facts  About  Where  Your 
Health  Care  Dollar  Goes,  Your  Doctor  and  Medicare, 
and  Smoking  Can  Kill. 

B.  Preparation  and  publication  of  special  news  re- 
leases and  publicity  as  required  from  time  to  time  in 
furtherance  of  the  Society’s  business  interests  and  ac- 
tivities, including:  1)  The  Annual  Meeting:  2)  selected 
official  programs  and  activities:  and  3)  professional 


liability — through  newspaper  articles  explaining 
MSNJ’s  position  on  professional  liability. 

C.  The  Golden  Merit  Award  ceremony  continues  to 
be  an  important  function  at  which  our  senior  physi- 
cians, who  have  been  in  practice  50  years,  receive 
special  recognition.  In  1985,  130  physicians  were  so 
recognized,  making  a total  of  1,777  since  the  awards 
began  in  1957.  The  recipients  and  their  families  re- 
ceive undivided  attention  from  the  state  and  county 
leaders  prior  to  the  formal  awards  ceremonies  and 
during  the  reception  that  follows. 

D.  Encouragement  of  increased  voluntary  blood 
donations  throughout  the  year  and  particularly  during 
vacation  time  in  the  summer  and  over  Thanksgiving 
and  Christmas  holidays. 

E.  Encouragement  of  the  continuance  or  establish- 
ment of  orientation  programs  for  new  members  by  the 
component  societies. 

F.  Placement  sendees  in  NEW  JERSEY  MEDICINE. 

G.  Encouragement  of  medical  television  programs 
of  informational  value  to  the  public. 

H.  Coordinate  efforts  of  the  Council  on  Public  Rela- 
tions with  the  Committee  on  Drug  and  Alcohol  Abuse 
for  future  MSNJ  involvement  in  drug  abuse  education 
and  prevention. 

NEWSPAPERS 

During  the  past  year,  we  publicized  health  topics 
such  as  the  cost  of  medical  care,  choosing  your  own 
doctor,  hypertension,  donating  blood,  professional 
liability,  drunken  driving,  driving  while  drug  impaired, 
smoking  in  public  places,  and  new  trends  in  health 
care  delivery  including  DRGs. 

DIRECT  MAIL 

Each  member  received  three  mailings  this  year.  The 
members  were  mailed  posters  entitled:  Your  Doctor 
and  Medicare,  Smoking  Can  Kill,  and  Which  Pair 
Doesn't  Belong? 

MAGAZINES 

Time:  Your  Doctor  Is  Your  Link  to  the  Best  Health 
Care  in  the  World,  Your  Doctor  and  Medicare.  Lethal 
Weapons,  The  Facts  About  Where  Your  Health  Care 
Dollar  Goes,  and  Safety  Is  A Snap. 

TELEVISION 

During  1985,  public  service  announcements  aired 
out  of  New  York  and  Philadelphia  reached  over  three 
million  viewers.  This  is  our  most  effective  method  of 
reaching  the  population  of  New  Jersey.  Cooperation 
from  the  1 1 television  stations  and  several  radio  sta- 
tions running  our  material  continue  to  be  excellent. 
The  air  time  is  provided  free  as  a public  service  on 
subjects  such  as  back  pain  and  drinking  and  driving. 

SPECIAL  PROGRAMMING 

• Preparation  of  guidelines  for  intervention  bv  phy- 
sicians in  cases  of  child  abuse. 
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• Participation  and  development  of  manual  for 
physicians,  nurses,  and  law  enforcement  by  Governor’s 
Committee  on  Homicide  and  Sudden  Death. 

• Preparation  of  brochure,  ‘‘10  Ways  to  Cut  Your 
Medical  Bills.” 

• Promotion  of  Roving  Seminar  on  Substance 
Abuse. 

• Preparation  and  distribution  of  material  related  to 
organ  donation  in  cooperation  with  the  New  Jersey  Bar 
Association. 

DRUG  ABUSE 

The  Council  on  Public  Relations  in  cooperation  with 


the  Committee  on  Drug  and  Alcohol  Abuse  continues 
to  make  public  service  promotions  on  the  hazards  of 
the  misuse  of  drugs. 

The  Reference  Committee  is  satisfied  that  with  the 
funds  available  and  with  professional  people  already 
working  with  us,  the  present  public  relations  program 
is  adequate.  The  Reference  Committee  recognizes  that 
in  the  future  more  funds  may  have  to  be  budgeted  to 
meet  the  goals  of  the  House  of  Delegates. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 
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NEW  JERSEY  MEDICINE 


State  HMO/IPA  Feasibility  Committee 


Bernard  Robins,  m.d.,  chairman,  union 

(Reference  Committee  “D”) 

The  Board  of  Trustees  appointed  this  Committee  to 
determine  whether  or  not  the  Society  should  form  a 
statewide  HMO/IPA  which  would  be  physician  directed 
and  controlled. 

The  Committee  gave  very  careful  consideration  to 
the  concept.  There  are  obvious  arguments  both  in 
favor  of  and  against  such  an  activity.  We  believe  we 
have  considered  all  pertinent  factors  and  I will  detail 
those  significant  elements  for  you. 

The  Committee  believes  that  a Society-sponsored 
alternate  delivery  system  can  be  formed  and  effectively 
compete  with  the  various  models  that  now  are  func- 
tioning or  will  function  in  the  future  in  New  Jersey. 
The  Society’s  system  would  place  a measure  of  control 
of  the  future  in  the  hands  of  the  physician.  It  also 
would  protect  the  patient  and  his  right  to  quality 
health  care  from  nonphysician,  third-party  disruption. 
At  this  point  it  is  our  belief  that  about  $12  million  in 
capitalization  will  have  to  be  raised  to  adequately 
finance  the  program.  If  2,000  physicians  participate, 
they  must  invest  an  average  of  $6,000.  If  5,000  partici- 
pate, the  investment  would  become  $2,400  each.  The 
offering  would  be  made  only  to  members  of  the  Medical 
Society  of  New  Jersey  and  the  New  Jersey  Association 
of  Osteopathic  Physicians  and  Surgeons.  Medical  so- 
cieties in  Georgia,  Mississippi,  and  South  Dakota  have 
begun  such  systems.  Medical  societies  in  the  District 
of  Columbia  California  Indiana  Pennsylvania  and 
Delaware  have  decided  not  to  develop  such  a system. 
Virginia  has  a study  committee  which  has  rec- 
ommended a “no”  vote. 

There  are  a number  of  caveats  which  must  be  under- 
stood clearly.  Not  all  members  of  the  Society  and  the 
Association  can  be  accepted  nor  can  all  hospitals.  A 
specified  ratio  of  primary  care  physicians  to  specialist 
physicians  may  be  required.  Federal  qualification  will 
be  necessary  to  accept  Medicare  and  Medicaid  pa- 
tients. That  will  mean  at  least  one-third  of  the  govern- 
ing board  must  be  consumers.  The  system  will  not 
assure  the  physician  participant  that  his  method  of 
practice  will  not  be  altered  or  his  income  protected. 
There  can  be  no  assurances  that  the  program  will  offer 
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fee-for-service  reimbursement  on  any  or  all  contracts 
with  covered  groups.  There  is  no  assurance  that  pay- 
ments will  exceed  those  of  other  plans.  Finally,  there 
is  the  potential  that  since  large  numbers  of  Society 
members  will  not  be  taken  into  the  program  that  So- 
ciety membership  will  be  adversely  impacted  by  the 
resulting  backlash. 

After  thoroughly  considering  all  the  preceding  and 
other  factors,  the  Committee  and  the  Board  of  Trustees 
believe  that  the  Society  should  engage  a consulting 
firm  to  prepare  an  implementation  plan.  The  firm  is 
to  be  given  the  charge  to  report  back  to  the  Committee 
within  30  days  of  its  initiation  of  the  study.  If  the  study 
advises  proceeding,  the  Board  should  take  steps  to 
implement  it  with  the  goal  of  being  operational  by 
January  1,  1987.  The  Board  and  the  Committee  sub- 
mit the  following  recommendations: 

RECOMMENDATIONS 

1 . That  the  Society  contract  for  an  alternate  delivery 
system  implementation  study. 

2.  That  providing  the  study  warrants  proeeedingTo- 
implementation,  the  Medical  Society^of-^e^Jersey, 
with  the  best  interesto|/-the^patient,  quality  health 
care,  and  physietarfcontrol  in  mind,  form  an  alternate 
JieahtTcare  delivery  system. 

The  Reference  Committee  recommends  that  Rec- 
ommendation 1 be  approved. 

HOUSE  ACTION:  Approved. 

The  Reference  Committee  recommends  approval  of 
the  following  Substitute  for  Recommendation  2: 

That  providing  the  study  warrants  proceeding  to 
implementation,  the  Board  of  Trustees  call  a special 
session  of  the  House  of  Delegates  to  present  the  results 
of  the  study  and  get  final  approval  of  the  House  of 
Delegates. 

HOUSE  ACTION:  Approved  substitute  recommen- 
dation. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 


Tr  53 


Board  of  Trustees’  Item 


PUBLICIZING  COSTS  OF  NONPATIENT  CARE 

(Reference  Committee  “D”) 

The  New  Jersey  Delegation  to  the  American  Medical 
Association  introduced  a Resolution  at  the  June  meet- 
ing requesting  that  the  AMA  undertake  a study  of  the 
costs  of  medical  care  as  opposed  to  the  nonmedical 
components  of  health  care,  and  that  the  results  of  the 
study  be  publicly  released  to  physicians,  the  media 
and  the  government. 

The  Reference  Committee  considered  several  reso- 
lutions asking  for  various  types  of  AMA  studies  of 
breakdowns  of  health  care  costs  including  a study  of 
the  health  component  of  the  Gross  National  Product 
a more  definitive  study  of  the  components  of  national 


health  expenditures  and  international  comparisons. 

While  the  Reference  Committee  was  impressed  with 
the  expressed  need  for  such  studies,  it  also  was  in- 
formed of  their  potential  expense.  The  Committee  felt 
that  the  benefits  of  undertaking  additional  studies  of 
this  magnitude  should  be  carefully  balanced  against 
their  cost  to  the  Association.  The  Resolution  therefore 
was  referred  to  the  Board  of  Trustees  for  report  to  the 
AMA  House  of  Delegates  in  June  1986. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 


Resolution  #3 

Introduced  by:  Charles  Harris,  M.D.,  Delegate,  Ocean  County 


Subject:  Prescriptions 

Referred  to:  Reference  Committee  “D” 

Whereas,  the  doctor  no  longer  has  control  over  his 
prescriptions:  and 

Whereas,  generic  competition  has  driven  the  price  of 
brand  names  way  beyond  the  reach  of  many  patients; 
and 

Whereas,  doctors  are  legally  responsible  for  the  type 
of  medication  the  patient  receives;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 


request  legislation  to  change  the  law  so  that  the  doc- 
tor's prescription  is  nothing  more  than  his  best  advice 
to  the  patient. 

The  Reference  Committee  recommends  that  Reso- 
lution #3  be  rejected. 

HOUSE  ACTION:  Adopted.  Resolution  #3  was  re- 
jected. 


Resolution  *4 


Introduced  by:  Charles  Harris,  M.D.,  Delegate,  Ocean  County 
Subject:  Chart  Documentation  by  Nurses 

Referred  to:  Reference  Committee  “D” 


Whereas,  numerous  agencies  and  licensing 
authorities  require  doctors  to  write  explicit  chart 
notes;  and 

Whereas,  there  is  no  law  that  requires  nurses  to 
chart  instances  of  commission  or  omission  that  occur 
and  that  diminish  patient  care;  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jersey 
petition  the  Board  of  Nursing  to  require  nurses  to 


document  episodes  of  commission  or  omission  that 
interfere  with  proper  patient  care. 

The  Reference  Committee  recommends  that  Reso- 
lution #4  be  rejected  because  it  may  be  counter- 
productive and  hospitals  already  have  mechanisms  in 
place  for  such  documentation. 

HOUSE  ACTION:  Adopted.  Resolution  #4  was  re- 
jected. 
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NEW  JERSEY  MEDICINE 


Resolution  #22 

Introduced  by:  Essex  County  Medical  Society 
Subject:  Coalition  for  Liability  Tort  Reform 

Referred  to:  Reference  Committee  “D" 

Whereas,  many  California  tort  reform  laws  have  been 
tested  by  the  Supreme  Court  and  found  constitutional; 
and 

Whereas,  the  cost  of  medical  liability  insurance  is 
rising  at  a precipitous  rate;  and 

Whereas,  liability  insurance  in  unrelated  fields  such 
as  product  liability,  municipalities,  manufacturing,  in- 
surance, and  the  service  industry,  such  as  taverns, 
food  chains,  and  other  professions,  including  account- 
ing, continues  to  rise  at  an  alarming  rate;  and 


Resolution  #23 

Introduced  by:  Essex  County  Medical  Society 

Subject:  Tort  Reform 

Referred  to:  Reference  Committee  “D” 

Whereas,  the  Medical  Society  of  New  Jersey  has  at- 
tempted to  have  tort  reform  legislation  enacted  in  the 
past  but  was  not  successful;  and 

Whereas,  the  Medical  Inter-Insurance  Exchange  of 
New  Jersey  and  the  Medical  Society  of  New  Jersey  have 
for  two  years  attempted  to  have  specific  professional 
liability  bills  enacted  which  died  with  the  past  legisla- 
tive session;  and 

Whereas,  achieving  the  change  in  New  Jersey  laws 
is  not  easy;  and 

Whereas,  there  is  an  increased  public  awareness  for 
tort  reform;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey  in 
conjunction  with  the  Medical  Inter-Insurance  Ex- 


Whereas, there  is  no  sign  of  a legislative  policy  which 
will  redress  this  intolerable  situation;  now  therefore  be 
it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
actively  form  an  alliance  with  coalitions  of  insurers 
and  businessmen  interested  in  correcting  injustices  in 
liability  laws  through  the  enactment  of  tort  reform. 

The  Reference  Committee  recommends  that  Reso- 
lution #22  be  adopted. 

HOUSE  ACTION:  Adopted. 


change  of  New  Jersey  work  out  a cooperative  plan  for 
achieving  tort  reform  which  would  call  for  increased 
input  from  the  Medical  Society  of  New  Jersey,  the  New 
Jersey  specialty  societies,  the  Auxiliary,  and  the  New 
Jersey  Society  American  Association  New  Jersey  So- 
ciety of  Medical  Assistants, -State  of  New  Jersey,  Inc., 
and  be  it  further 

Resolved,  that  the  entire  membership  of  the  Medical 
Society  of  New  Jersey  be  kept  informed  of  all  efforts 
to  achieve  tort  reform. 

The  Reference  Committee  recommends  that  Reso- 
lution #23  be  adopted  with  editorial  changes  as  in- 
dicated. 

HOUSE  ACTION:  Adopted  with  editorial  changes. 
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Resolution  #24 

Introduced  by:  Essex  County  Medical  Society 
Subject:  Fairness  in  Cost  Containment 

Referred  to:  Reference  Committee  “D” 

Whereas,  of  the  total  cost  of  the  health  care  dollar, 
only  19  percent  is  utilized  in  reimbursing  physicians 
and  of  this  amount  as  much  as  30  percent  can  pay  the 
salaries  of  medical  support  people;  and 

Whereas,  the  medical  community,  championed  by 
the  AMA,  voluntarily  froze  fees  for  one  year;  and 
Whereas,  Congress  saw  fit  to  freeze  fees  for  the  next 
year  and  a half;  and 

Whereas,  Congress  has  not  induced  manufacturers 
of  all  medical  supplies  and  services  needed  to  care  for 
the  elderly  to  freeze  their  charges;  and 
Whereas,  the  cost  of  all  the  ancillary  items  and  ser- 
vices continues  to  rise  yearly  which  unfairly  increases 


Resolution  #25 

Introduced  by:  Essex  County  Medical  Society 
Subject:  End  Discriminatory  Freeze 

Referred  to:  Reference  Committee  “D” 

Whereas,  the  physicians  of  this  country  have  cooper- 
ated with  and  initiated  cost-containment  measures; 
and 

Whereas,  this  cooperation  has  included  a voluntary 
fee  freeze:  and 

Whereas,  the  federal  government  has  seen  fit  to 
freeze  fees  unfairly  for  a significant  segment  of  the 
population  for  an  unforeseeable  period  of  time;  and 

Whereas,  the  cost  of  maintaining  a medical  practice 
due  to  rising  costs  for  professional  liability,  utilities, 
medical  supplies,  and  personnel  has  increased  by  a 
significant  amount;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
and  the  American  Medical  Association  intensify  their 


the  overhead  for  physicians;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
petition  state  and  federal  representatives  to  require  all 
vendors  and  manufacturers  suppliers  of  medical  sup- 
plies-sewiees  to  share  in  cost  containment  equally  and 
not  unjustly  penalize  the  medical  profession;  and  be 
it  further 

Resolved,  that  this  Resolution  be  presented  to  the 
American  Medical  Association. 

The  Reference  Committee  recommends  that  Reso- 
lution #24  be  adopted  with  the  editorial  changes  as 
indicated. 

HOUSE  ACTION:  Adopted  with  editorial  changes. 


effort  to  correct  the  unfair  and  un-American  man- 
datory freeze  action  by  our  elected  officials  by  lobbying 
or  any  other  means  at  their  disposal;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  New  Jersey 
and  the  AMA  declare  their  firm  opposition  to  HCFA’s 
recent  consideration  of  a 28-day  payment  cycle  for 
Medicare  beneficiaries  which  would  place  an  unwar- 
ranted financial  burden  upon  the  elderly  ill  and  fa- 
cilities such  as  hospices  and  home  health  agencies 
which  serve  senior  citizens. 

The  Reference  Committee  recommends  that  Reso- 
lution #25  be  adopted. 

HOUSE  ACTION:  Adopted  as  amended  (shown  in 
italics). 
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Resolution  #29 

Introduced  by:  Board  of  Trustees 

Subject:  Medical  Assistants,  Subcutaneous  Injections,  Venipuncture,  and  Performance  of  Skin  Tests 

Referred  to:  Reference  Committee  “D” 


Whereas,  in  keeping  with  current  regulations,  giving 
subcutaneous  injections  and  performing  venipunc- 
ture are  prohibited  in  a physician’s  office  by  any 
nonphysician  other  than  a registered  nurse;  and 
Whereas,  performance  of  skin  tests  is  limited  to 
physicians;  and 

Whereas,  the  decision  to  give  subcutaneous  injec- 
tions and  the  dosage  are  determined  by  the  physician 
alone;  and 

Whereas,  the  performance  of  giving  subcutaneous 
injections,  venipuncture,  and  skin  tests  are  mechan- 
ical acts  to  assist  the  physician  and  do  not  involve  any 
medical  decisions  or  interpretations;  and 
Whereas,  formally  trained  allied  medical  personnel 
are  capable  of  giving  subcutaneous  injections,  per- 
forming venipuncture,  and  administering  skin  tests 
with  as  equal  skill  as  registered  nurses;  and 
Whereas,  limiting  these  procedures  to  registered 
nurses  alone  increases  the  cost  of  office  operations  and 


thereby  raises  the  cost  to  the  patient;  now  therefore 
be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey- 
seek  the  passage  of  regulations  orjegistSfion  to 
authorize  that  formally  traintjLaHied’medical  person- 
nel, in  addition  toregistefed  nurses,  be  allowed  to 
administej^sutoCutaneous  injections  and  perform  skin 
Jest sTmder  the  immediate  supervision  of  a physician. 

The  Reference  Committee  recommends  that  the  Re- 
solved be  amended  as  follows: 

Resolved,  that  the  Medical  Society  of  New  Jersey 
seek  the  passage  of  regulations  or  legislation  to 
authorize  that  credentialed  allied  medical  personnel, 
in  addition  to  RN.s,  be  allowed  to  administer  sub- 
cutaneous intramuscular  and  intradermal  injections 
and  perform  skin  tests  under  the  personal  observation, 
direction,  and  supervision  of  a physician  who  is  on  the 
premises. 

HOUSE  ACTION:  Adopted  as  amended. 


Resolution  #30 


Jawahar  Asirvatham , M.D.,  Delegate,  Essex  County 
Equality  in  Testing  Foreign  Medical  Graduates 
Reference  Committee  “D” 


Introduced  by: 

Subject: 

Referred  to: 

Whereas,  state  boards  of  medical  examiners  have,  at 
times,  established  different  testing  requirements  for 
foreign  medical  graduates  and  United  States  medical 
graduates;  and 

Whereas,  the  Educational  Commission  for  Foreign 
Medical  Graduates  Council,  at  the  national  level,  also 
has  established  different  examination  requirements 
for  foreign  medical  graduate  evaluation;  and 
Whereas,  the  stated  purpose  of  such  examinations 
for  foreign  medical  graduates  is  to  test  them  and  make 
them  equivalent  to  United  States  graduates;  and 
Whereas,  with  equivalent  examinations,  the  foreign 
medical  graduates  and  United  States  graduates  would 
be  considered  as  equal;  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  Nnv  Jcrnrr 
.adopt  a policy  calling  lor  foreign  medical  graduates 


and  United  States  graduates  to  take  the  same  exajjuft-- 
ation  at  state  and  national  levelsiapdJac-Jflurther 
Resolved,  that  the  NewjierseyTIelega t i o n to  the  AMA 
introducehiis-J^eSolution  at  the  1986  AMA  Annual 

The  Reference  Committee  recommends  that  the  fol- 
lowing substitute  resolution  be  adopted: 

Resolved,  that  the  Medical  Society  of  New  Jersey 
petition  the  National  Board  of  Medical  Examiners  to 
allow  foreign  medical  graduates  to  take  the  same 
examination  as  United  States  graduates;  and  be  it 
further 

Resolved,  that  the  New  Jersey  delegation  to  the 
AMA  introduce  this  Resolution  at  the  1986  AMA  An- 
nual Meeting. 

HOUSE  ACTION:  Adopted  substitute  resolution. 
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County 


Introduced  by:  Charles  Harris,  M.D.,  Delegate,  Ocean 
Subject:  Federal  Regulatory  Rate  Relief 

Referred  to:  Reference  Committee  “D” 

Whereas,  Congress  has  limited  physicians’  fees  by 
prohibiting  fee  increases  to  Medicare  recipients;  and 
Whereas,  Congress  has  mandated  that  laboratory 
fees  must  be  accepted  by  assignment;  and 
Whereas,  Congress  has  reduced  assignment  income 
to  physicians  by  1 percent  this  year;  and 
Whereas,  Congress  has  failed  to  limit  physician  ex- 
penses; now  therefore  be  it 


Resolved,  that  the  Medical  Society  of  New  Jersey 
petition  Congress  for  a regulatory  commission  to 
which  physicians  can  go  for  rate  relief. 

The  Reference  Committee  recommends  that  Reso- 
lution #31  be  rejected. 

HOUSE  ACTION:  Adopted.  Resolution  #31  was  re- 
jected. 


Resolution  #33 


Introduced  by:  Ocean  County  Medical  Society 
Subject  Medical  Education  and  Licensure 

Referred  to:  Reference  Committee  “D” 

Whereas,  there  is  a surplus  of  physicians  in  the  Unit- 
ed States  and  this  surplus  will  increase  by  the  year 
1990;  and 

Whereas,  this  surplus  of  physicians  has  caused  and 
will  cause  many  problems;  and 
Whereas,  the  influx  of  foreign-bom  physicians  is  a 
drain  on  the  resources  of  foreign  countries  and  con- 
tributes to  the  oversupply  existing  in  the  United 
States;  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jersey 
seek  legislation  to  limit  the  influx  of  foreign-bom  phy- 
sicians into  the  state;  and  be  it  further 


Resolved,  that  the  Society  urge  New  Jersey  Con- 
gressmen to  introduce  legislation  in  Congress  to  place 
a national  curb  on  foreign-bom  physicians  entering 
the  countiy,  similar  to  that  enacted  in  Great  Britain; 
and  be  it  further 

Resolved,  that  the  AMA  be  requested  to  join  in  a 
similar  effort  on  the  national  level. 

The  Reference  Committee  recommends  that  Reso- 
lution #33  be  rejected. 

HOUSE  ACTION:  Adopted.  Resolution  #33  was  re- 
jected. 


Resolution  #39 

Introduced  by:  William  E.  Ryan,  M.D.,  Delegate,  Mercer  County 

Subj  ect:  Medicare  or  Any  Third-Party  Assignment  as  a Condition  of  State  Licensure 

Referred  to:  Reference  Committee  “D” 


Whereas,  the  physicians  of  New  Jersey  are  un- 
desirous  of  experiencing  the  same  economic  and  politi- 
cal fate  of  their  colleagues  in  Massachusetts  (with  re- 
spect to  Medicare  acceptance  as  a condition  of  state 
licensure);  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  NewJersey- 
oppose  by  every  means  at  its  disposaL^«y^JewJersey 
legislation  requiringacceptarTceof  Medicare  or  any 
third-party^assTgnment  as  a condition  of  state 
JieerrSure  or  hospital  staff  privilege;  and  be  it  further 
Resolved,  that  the  Medical  SocietymfJiew--Jersey' 
research  and assisttlieJ^aesactlusHt^  Society 

in-Tte-battlFTorepeal  the  state  law. 

The  Reference  Committee  recommends  that  the  Re- 


solveds  be  amended  as  follows: 

Resolved,  that  the  Medical  Society  of  New  Jersey 
vehemently  opposes  any  legislation  requiring  accep- 
tance of  Medicare  or  any  third-party  assignment  as  a 
condition  of  state  licensure  or  hospital  staff  privilege; 
and  be  it  further 

Resolved,  that  the  Medical  Society  of  New  Jersey 
support  the  Massachusetts  Medical  Society  in  its 
battle  to  repeal  the  Massachusetts  law,  and  so  advise 
the  Governor  of  Massachusetts  and  the  President  of 
the  Massachusetts  Medical  Society. 

The  Reference  Committee  recommends  that  Reso- 
lution #39  be  adopted  as  amended. 

HOUSE  ACTION:  Adopted  as  amended. 
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Reference  Committee  “E” 


Reports:  COUNCIL  ON  MENTAL  HEALTH 
COUNCIL  ON  PUBLIC  HEALTH 
RESOLUTIONS  *1,  *10,  *12,  *15, 
*16,  *17,  *44E 


Members: 

Roland  E.  Johnson,  M.D.,  Chairman,  Sussex 
Gabriel  A.  Sinisi,  M.D.,  Bergen 
Bessie  M.  Sullivan,  M.D.,  Union 
L.  Willis  Allen,  M.D.,  Cumberland 
Gerald  S.  Barad,  M.D.,  Hunterdon 
Manuel  R.  Morman,  M.D.,  Alternate 


Council  on  Mental  Health 

William  H.  Bristow,  jr.,  m.d.,  chairman,  ridgewood 

(Reference  Committee  “E”) 


1.  Insanity  Defense.  The  1985  Resolution  of  the 
New  Jersey  Academy  of  Family  Physicians  regarding 
the  insanity  defense  in  New  Jersey  has  been  reviewed 
carefully  by  the  Council.  The  Council’s  recommen- 
dation regarding  this  Resolution  will  be  formulated 
and  presented  to  the  Board  of  Trustees. 

2.  Ad  Hoc  Committee  on  New  Jersey  Psychiatric 
Institutions.  Upon  review  of  the  events  leading  to  the 
formation  of  the  Ad  Hoc  Committee  on  Psychiatric 
Institutions  and  the  difficulties  experienced,  the  Coun- 
cil agreed  to  dissolve  the  Committee  with  the  under- 
standing that  any  future  problems  be  brought  to  the 
attention  of  the  Council  or  that  the  Ad  Hoc  Committee 
could  be  reactivated  with  a specific  directive.  The  State 
Directors  of  Quality  of  Assurance  is  being  monitored 


by  a Society  representative. 

3.  State  Health  Coordinating  Council  Psychiatric 
Bed  Task  Force.  The  State  Health  Coordinating  Coun- 
cil Psychiatric  Bed  Task  Force  has  been  considering 
proposed  rules  regarding  intermediate  care  beds.  The 
Council  will  maintain  observance  of  the  actions  of  this 
Task  Force. 

4.  Mental  Health  Services  Booklet.  The  Mental 
Health  Services  Booklet  is  in  the  final  stages  of  its 
compilation;  it  is  expected  to  be  published  in  late 
spring  of  1986. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 
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Council  on  Public  Health 


Charles  J.  Moloney,  m.d.,  chairman,  moorestown 

(Reference  Committee  ”E”) 

1.  AIDS  (Acquired  Immunodeficiency  Syndrome). 

At  the  request  of  the  Board  of  Trustees,  the  Council 
is  in  the  process  of  addressing  the  issue  of  AIDS  and 
considering  the  possibility  of  the  Society  acting  as  a 
source  of  information  for  the  membership.  The  Coun- 
cil will  prepare  and  submit  a report  to  the  Board  of 
Trustees. 

2.  Anti-Smoking  Videotape — Burlington  County 
Medical  Society.  The  Council’s  Committee  on  Cancer 
Control  feels  that  the  videotape  “Smoking:  Friend  or 
Foe?”  produced  by  the  Burlington  County  Medical  So- 
ciety is  very  worthwhile  and  its  showing  in  schools 
across  the  state  should  be  encouraged  as  much  as 
possible.  To  publicize  this  film  and  promote  its  use,  the 
Committee  will  look  into  having  a viewing  at  the  So- 


ciety’s 1986  Annual  Meeting. 

3.  Task  Force  for  Better  Dental  Health.  The  Dental  ^ 
Health  Program  of  the  New  Jersey  Department  of  * 
Health  has  organized  a State  Task  Force  for  Better 
Dental  Health.  This  Task  Force  is  being  monitored  by  1 
members  of  the  Council  on  Public  Health. 

4.  Aging  Population  in  New  Jersey.  The  Council  is 
in  the  process  of  reviewing  statistics  on  the  increase  ] 
in  the  aging  population  in  New  Jersey.  If  deemed  ap- 
propriate, a report  will  be  submitted  to  the  Board  of 
Trustees. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 


Supplemental  Report  #1: 
Council  on  Public  Health 


Charles  J.  Moloney,  m.d.,  chairman,  moorestown 

(Reference  Committee  “E”) 

1.  AIDS  (Acquired  Immunodeficiency  Syndrome). 

An  Ad  Hoc  Committee  on  AIDS  is  being  organized 
under  the  Council  on  Public  Health.  This  Committee 
will  review  the  Union  County  Medical  Society’s  reso- 
lutions regarding  AIDS  and  report  its  recommen- 
dations to  the  Board  of  Trustees.  It  also  will  work  with 
the  Department  of  Health  in  developing  policy  rec- 
ommendations on  the  issue. 

2.  Public  Water  Fluoridation.  The  Board  of  Trus- 
tees has  approved  the  Council’s  recommendation  that 
the  Medical  Society  of  New  Jersey  support  public  water 
fluoridation  as  a clearly  demonstrated,  safe,  and  effec- 
tive way  to  prevent  tooth  decay. 

3.  Periodic  Vision  Screening  for  Licensed  Drivers. 

The  Board  of  Trustees  approved  the  following  rec- 
ommendations submitted  by  the  Committee  on  Con- 
servation of  Vision:  1)  that  the  Medical  Society  of  New 
Jersey  endorse  the  concept  that  the  Division  of  Motor 
Vehicles  be  encouraged  to  perform  vision  screenings 


at  its  locations,  with  the  proviso  that  licensed  drivers 
should  have  the  right  to  have  the  screening  done  in 
the  office  of  an  ophthalmologist  or  optometrist  of  their 
choice;  that  all  licensed  drivers  under  age  70  should 
be  screened  eveiy  ten  years,  and  all  licensed  drivers 
over  70  should  be  screened  every  five  years;  and  that 
the  Medical  Society  of  New  Jersey  endorse  the  visual 
requirements  for  operating  a not-for-hire  motor  ve- 
hicle recommended  by  the  New  Jersey  Academy  of 
Ophthalmology  and  Otolaryngology. 

4.  Eye  Health  Screening  Program.  The  Eye  Health 
Screening  Program,  sponsored  by  the  Medical  Society 
of  New  Jersey,  was  held  during  the  week  of  October  14, 
1985.  The  vision  of  5,986  persons  was  screened  and 
a total  of  363  glaucoma  suspects  were  found.  This  year 
the  Program  will  celebrate  its  30th  anniversary. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 
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Resolution  # 1 

Introduced  by:  Burlington  County  Medical  Society 
Subj ect:  Organ  Procurement  for  Transplantation 

Referred  to:  Reference  Committee  “E” 

Whereas,  until  recently  kidney  and  corneal  trans- 
plantations were  the  only  fully  accepted  human  trans- 
plant procedures  not  considered  experimental;  and 

Whereas,  heart  and  liver  transplantations  now  have 
been  moved  from  the  experimental  to  the  therapeutic 
category,  with  others  sure  to  follow;  and 

Whereas,  there  has  been  a nearly  exponential  ex- 
plosion in  the  centers  performing  these  procedures, 
resulting  in  a major  problem  in  organ  procurement  for 
such  transplantation;  and 

Whereas,  the  most  recent  efforts  of  New  Jersey  legis- 
lators are  directed  towards  having  potential  donors 
identified  on  their  drivers’  licenses,  which  has  no  legal 
binding  on  surviving  next  of  kin;  and 

Whereas,  there  is  legislation  now  in  place  in  several 
other  states  requiring  appropriate  medical  personnel 
to  make  a specific  request  for  organ  donation  to  the 


next  of  kin;  now  therefore  be  it 

Resolved,  that  the  House  of  Delegates  ac 
position  that  physicians  bej^iPih:ecf^T:equest  organ 
donation  ofJlje^iamiijr^Fnext  of  kin  in  brain  dead 
tsTand  be  it  further 

Resolved,  that  this  Resolution  be  forwarded 
appropriate  governmental  stafeJaodies^Sr^nactment. 

The  Reference-GenTlTTfEtee  recommends  that  the 
^solved  be  amended  to  read  as  follows: 

Resolved,  that  the  House  of  Delegates  adopt  the 
position  that  physicians  be  strongly  urged  to  request 
organ  donation  of  the  family  or  next  of  kin  in  brain 
dead  patients,  and  document  the  request  in  the  chart. 

The  Reference  Committee  recommends  that  the 
second  Resolved  be  deleted. 

The  Reference  Committee  recommends  that  Reso- 
lution #1  be  adopted  as  amended. 

HOUSE  ACTION:  Adopted  as  amended. 


Resolution  # 10 

Introduced  by:  Morris  County  Medical  Society 

Subject:  Reimbursement  for  Screening  Mammography  by  Third-Party  Payers 

Referred  to:  Reference  Committee  “E” 


Whereas,  cancer  of  the  breast  is  the  leading  cause 
of  death  in  women  between  the  ages  of  25  and  75  and, 
despite  modem  advances  in  oncology,  the  stage-related 
mortality  is  essentially  unchanged  over  the  past  25 
years;  and 

Whereas,  pending  new  medical/surgical  break- 
throughs, early  diagnosis  represents  the  only  practical 
way  to  improve  longevity  in  women  with  this  disease; 
and 

Whereas,  screening  mammography  has  proved  to  be 
effective  in  finding  women  in  the  early  stages  of  this 
disease;  and 

Whereas,  criteria  for  screening  have  been  approved 
by  the  AMA  Council  on  Scientific  Affairs,  the  American 
Cancer  Society,  the  National  Institutes  of  Health,  the 
American  College  of  Obstetricians  and  Gynecologists, 
the  American  Academy  of  Family  Physicians,  and 


mammography  has  been  approved  in  principle  by  the 
Medical  Society  of  New  Jersey;  and 
Whereas,  the  cost  of  screening  mammography  is  not 
reimbursed  by  Blue  Shield  and  major  health  mainten- 
ance organizations,  making  it  difficult  for  women  to 
avail  themselves  of  this  medically  proved,  technological 
advance;  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jersey 
should  advise  all  insurers,  including  Blue  Shield,  that 
screening  mammography  is  sound  preventive  medi- 
cine and  should  be  reimbursed;  and  be  it  further 
Resolved,  that  the  Medical  Society  of  New  Jersey 
educate  the  legislature  and  the  public  of  the  value  of 
screening  mammography  in  the  early  detection  and 
treatment  of  breast  cancer. 

The  Reference  Committee  recommends  that  Reso- 
lution #10  be  adopted. 

HOUSE  ACTION:  Adopted. 
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Resolution  #12 

Introduced  by:  Bergen  County  Medical  Society 
Subject:  Smoking  in  Hospitals 

Referred  to:  Reference  Committee  “E” 

Whereas,  smoking  is  beyond  a doubt  our  greatest 
public  health  problem,  causing  at  least  300,000  deaths 
per  year  and  a national  medical  bill  of  over  $25  billion 
a year;  and 

Whereas,  multiple  efforts  of  public  education  have 
been  undertaken  and  are  continuing  to  make  relatively 
insignificant  inroads  on  the  smoking  populations;  and 
Whereas,  public  laws  have  been  passed  in  New  Jersey 
designed  to  limit  smoking  and  the  exposure  of 
nonsmokers  to  the  adverse  effects  of  “secondary 
smoke”;  and 

Whereas,  the  attitude  of  the  community  and  the  na- 
tional atmosphere  is  oriented  toward  a smokeless  so- 
ciety by  the  year  2000;  and 
Whereas,  studies  indicate  that  a large  number  of 
smokers  would  like  to  eliminate  their  habit  but  find 
it  extremely  difficult  to  do  so;  and 
Whereas,  the  hospital  atmosphere  is  conducive  to 
strengthening  the  smoker’s  will  to  quit  as  support  is 
plentiful  within  the  hospital;  and 
Whereas,  there  is  support  for  a nonsmoking  at- 


mosphere in  many  areas  in  the  form  of  legislation 
already  passed  in  New  Jersey  as  well  as  in  other  states; 
and 

Whereas,  the  American  Cancer  Society,  the  American 
Lung  Association,  the  Lung  and  Respiratory  Health 
Association,  the  American  Heart  Association,  Senator 
Bill  Bradley,  and  the  Surgeon  General  are  all  in  favor 
of  eliminating  smoking  as  a public  health  hazard;  now 
therefore  be  it 

Resolved,  that  all  hospitals  in  the  state  of  New  Jer- 
sey not  only  curtail  smoking  within  their  walls,  but 
prohibit  smoking  entirely;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  New  Jersey 
support  this  concept  and  urge  the  New  Jersey  As- 
sembly and  Senate  to  adopt  such  legislation  which 
would  prohibit  smoking  within  the  confines  of  all 
acute-care  hospitals  in  New  Jersey. 

The  Reference  Committee  recommends  that  Reso- 
lution #12  be  adopted. 

HOUSE  ACTION:  Adopted. 


Resolution  # 1 5 

Introduced  by:  Ocean  County  Medical  Society 
Subject;  Veterans  Administration  Services 

Referred  to:  Reference  Committee  “E” 

Whereas,  the  Veterans  Administration  is  planning  to 
open  an  outpatient  facility  in  Bricktown,  New  Jersey; 
and 

Whereas,  the  opening  of  such  a facility  would  relieve 
only  the  needs  of  the  veterans  in  the  surrounding 
areas,  which  is  a short-term  achievement;  and 

Whereas,  the  expenses  of  opening  a new  clinic  are 
a direct  contradiction  to  the  constant  government 
regulations  forcing  budget  cuts  in  medical  care;  and 

Whereas,  the  Ocean  County  Medical  Society  feels 
that  the  government  should  not  engage  in  cutting  ex- 
penses in  the  civilian  medical  sector  while  at  the  same 
time  continuing  to  spend  money  on  its  own  “pork 


barrel”  projects  such  as  this;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey  go 
on  record  as  opposing  the  opening  of -a- new  Veterans 
Administration  foeifity  in  Bricktown,  New  Jersey  facili- 
ties where  present  facilities  exist  that  can  render  care 
to  the  veterans. 

The  Reference  Committee  felt  that  it  would  seem  to 
be  adverse  to  the  general  public  and  would  appear 
excessively  self-serving  for  physicians  to  adopt  this 


Resolution. 

The  Reference  Committee  recommends  that  Reso- 
lution #15  be  rejected. 

HOUSE  ACTION:  Not  adopted.  Resolution  #15  was 
adopted  as  amended. 


Tr  62 


NEW  JERSEY  MEDICINE 


Resolution  # 16 


Introduced  by:  Ocean  County  Medical  Society 
Subject:  Veterans  Administration  Pilot  Project 

Referred  to:  Reference  Committee  “E” 

Whereas,  the  Ocean  County  Medical  Society  has 
presented  to  Congressmen  Jim  Saxton,  Christopher  H. 
Smith,  and  James  J.  Howard,  the  following  proposal  to 
alleviate  veterans’  inconvenience  and  to  reduce  the 
budget: 

That  the  Congressmen  seek  the  institution  of  a pilot 
program  wherein  the  veteran  would  be  issued  a 
voucher  enabling  him  to  seek  a local  physician  or  hos- 
pital for  treatment.  This  concept  would  produce  the 
following  results: 

a.  The  problem  of  transportation  time  for  veterans 
and  their  families  would  be  eliminated 

b.  It  would  give  veterans  a “permanent”  doctor  in- 
stead of  an  a revolving  door  array  of  physicians  that 
they  encounter  at  the  VA  clinic. 

c.  Considerable  reduction  of  “waiting  time,”  a major 
complaint  of  all  veterans. 

d.  Hospitalization  of  a veteran  at  a local  facility 
where  the  family  conveniently  could  visit  him  would 
appear  to  be  preferable  to  a family  traveling  one  or  two 
hours  daily  to  a VA  hospital  (to  which  the  the  clinic 
would  refer)  and  save  expenses;  and 

Whereas,  this  would  place  i u i il  ( n n uli i iH  i rT 
thousands  of  veteran^-w--t4Tr^pm^^  sector  of  medi- 
-G*fter~CTTnTzIng  the  glut  of  physicians,  the  under- 


utilization of  hospital  beds,  and  at  the  same  time 
untold  hundreds  of  millions  of  dollars  ineestSTnow 
therefore  be  it 

Resolved,  that  theftJfidifaTSociety  of  New  Jersey 
urge  CongresspaeTT'')§axton,  Smith,  and  Howard  to 
pursu^lhCnistitution  of  a pilot  program  in  Ocean 
-Cofmty  to  facilitate  the  above  and  study  the  results. 

The  Reference  Committee  recommends  that  the 
first  whereas  be  amended  to  read  as  follows: 

b.  It  would  give  veterans  a “permanent”  doctor  in- 
stead of  an  array  of  physicians  that  they  encounter  at 
the  VA  clinic. 

The  Reference  Committee  recommends  that  the 
second  whereas  be  deleted. 

The  Reference  Committee  recommends  that  the  Re- 
solved be  amended  to  read  as  follows: 

Resolved,  that  the  Medical  Society  of  New  Jersey 
urge  Congressmen  Saxton,  Smith,  and  Howard  to 
pursue  the  institution  of  a pilot  program  in  Ocean 
County  to  provide  treatment  by  local  physicians  utiliz- 
ing local  facilities  for  the  care  of  veterans. 

The  Reference  Committee  recommends  that  Reso- 
lution #16  be  adopted  as  amended. 

HOUSE  ACTION:  Adopted  as  amended. 


Resolution  # 17 


Introduced  by:  Ocean  County  Medical  Society 

Subject:  Veterans’  Care 

Referred  to:  Reference  Committee  “E” 

Whereas,  the  concept  of  veteran  care  as  presently  in 
place  on  a national  scale  leads  to  great  inconvenience 
to  the  veterans  nationwide;  and 
Whereas,  reports  of  high  costs  of  clinic  care  per  pa- 
tient are  well  known;  and 
Whereas,  waste  and  inefficiency  of  the  present  VA 
system  have  been  shown  to  be  great;  now  therefore  be 
it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
seek  the  endorsement  and  help  of  the  American  Medi- 
cal Association  in  promoting  a revision  of  the  present 


system  of  veterans’  care  at  the  national  level  in  an 
effort  to  provide  better  veteran  care  and  to  help  reduce 
the  federal  deficit. 

The  Reference  Committee  does  not  believe  that  suf- 
ficient documentation  exists  to  support  the  state- 
ments presented  in  the  Resolution. 

The  Reference  Committee  recommends  that  Reso- 
lution #17  be  rejected. 

HOUSE  ACTION:  Not  adopted.  Resolution  *17  was 
adopted. 
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Resolution  #44E 

Introduction  by:  Camden  County  Medical  Society 

Subject:  Bedside  Reagent  Strip  Blood  Glucose  Determination  in  the  Hospital  Setting 


Referred  to:  Reference  Committee  “E” 

Whereas,  reagent  strip  blood  glucose  determination 
performed  by  patients  and  their  physicians  has  been 
accepted  as  a proper  and  reasonably  accurate  method 
to  monitor  blood  glucose:  and 

Whereas,  home  glucose  monitoring  by  patients  has 
improved  outpatient  diabetic  care  substantially;  and 

Whereas,  reagent  strip  blood  glucose  determination 
is  being  used  as  a clinical  tool  similar  to  other  bedside 
measurements  to  manage  patients  carefully  and  prop- 
erly; and 

Whereas,  immediate  availability  of  blood  glucose 
levels  is  essential  for  good  medical  practice  in  certain 
clinical  situations  and  such  immediate  results  often 
are  only  obtainable  with  reagent  strip  blood  glucose 
determination:  and 

Whereas,  the  Department  of  Health  recommen- 
dations which  follow  P.L.  1975,  Chapter  166  and 
Chapter  IV  of  the  State  Sanitary  Code  are  so  stringent 
for  developing  a program  of  on-floor  rapid  blood 


glucose  determinations  that  hospitals  now  are  pro- 
hibiting such  programs;  now  therefore  be  it 

Resolved,  that  the  1986  House  of  Delegates  rec- 
ommend to  the  New  Jersey  Department  of  Health,  that 
physicians  should  be  permitted  the  reagent  strip  blood 
glucose  determination  outside  the  laboratory  of  the 
hospital  and  use  the  results  to  manage  their  patients; 
and  be  it  further 

* 

Resolved,  that  the  New  Jersey  Department  of  Health 
modify  the  current  regulation  and  recommendations 
to  allow  more  readily  the  use  o$  reagent  strip  blood 
glucose  determinations  in  specia^zed  units  to  include: 
intensive  care  unit,  emergency  room,  labor  and  de- 
liveiy,  recoveiy  room,  and  operating  room,  since  such 
results  are  essential  to  good  and  safe  medical  practice. 

The  Reference  Committee  recbmmends  that  Reso- 
lution #44E  be  adopted.  f v 

HOUSE  ACTION:  Adopted. 
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R Gregory  Sachs,  M.D.,  Uniont 

Trustees: 

1st  District 
2nd  District 
5th  District 

3 years 
3 years 
3 years 

Joel  S.  Cherashore,  M.D.,  Essex 
Frank  Gingerelli,  M.D.,  Bergen 
John  J.  Pastore,  M.D.,  Cumberland 

Judicial  Councilors: 
2nd  District 
5th  District 

3 years 
3 years 

Alden  B.  Hall,  M.D.,  Sussex 
Paul  H.  Steel,  M.D.,  Atlantic 

AMA  Delegates: 

2 years 
2 years 
2 years 
2 years 
2 years 
2 years 

Alfred  A.  Alessi,  M.D.,  Bergen 
Frederick  W.  Durham,  M.D.,  Camden 
Palma  E.  Formica,  M.D.,  Middlesex 
Karl  T.  Franzoni,  M.D.,  Mercer 
John  S.  Madara  M.D.,  Salem 
Henry  J.  Mineur,  M.D.,  Union 

AMA  Alternate  Delegates: 

1 year 

2 years 
2 years 
2 years 
2 years 
2 years 
2 years 

Ralph  J.  Fioretti,  M.D.,  Bergen 
James  H.  Spillane,  M.D.,  Warren 
Joseph  N.  Micale,  M.D.,  Hudson 
Michael  M.  Heeg,  M.D.,  Mercer 
Charles  S.  Krueger,  M.D.,  Burlington 
Joseph  A.  Riggs,  M.D.,  Camden 
Robert  H.  Stackpole,  M.D.,  Union 

Administrative  Councils: 
Legislation 


1st  District 
4th  District 

2 years 
2 years 

Anthony  P.  Caggiano,  Jr.,  M.D.,  Essex 
Irving  P.  Ratner,  M.D.,  Burlington 

Medical  Services 

1st  District 
4th  District 

2 years 
2 years 

** 

Albert  Minzter,  M.D.,  Union 
Lindsay  L.  Pratt  M.D.,  Camden 

Mental  Health 

1st  District 
2nd  District 

2 years 
2 years 

Rita  R Newman,  M.D.,  Essex 
William  H.  Bristow,  Jr.,  M.D.,  Bergen 

Public  Health 

1st  District 
4th  District 

2 years 
2 years 

Richard  R Lorber,  M.D.,  Union 
William  Pawluk,  M.D.,  Burlington 

Public  Relations 

1st  District 
4th  District 

2 years 
2 years 

Charles  H.  Amoldi,  Jr.,  M.D.,  Essex 
Blackwell  Sawyer,  Jr.,  M.D.,  Ocean 

Standing  Committees 
Annual  Meeting 

Auxiliary  Advisory 
Finance  and  Budget 
Medical  Education 
Membership  Services 
Publication 

2 years 

1 year 

2 years 
2 years 
2 years 
2 years 
2 years 

t 

John  F.  Marshall,  M.D.,  Mercer 
Robert  L.  Wegryn,  M.D.,  Union0 
George  T.  Hare,  M.D.,  Camden 
B.  Ralph  Wayman,  Jr.,  M.D.,  Mercer 
Roberta  G.  Rubin,  M.D.,  Passaic 
Carl  Restivo,  Jr„  M.D.,  Hudson 
Frederick  B.  Cohen,  M.D.,  Essex 

‘Elected  to  the  unexpired  term  of  Bernard  Robins,  M.D.  Doctor  Robins  was  elected  Secretary. 
tElected  to  the  unexpired  term  of  Douglas  M.  Costabile,  M.D.  Doctor  Costabile  was  elected  Treasurer. 

°Elected  to  fill  the  vacancy  on  the  Auxiliary  Advisory  Committee  created  by  the  death  of  Doctor  J.  James  Pegues. 
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Official  Attendance  Report 


County  Delegates 

Atlantic  5 

Bergen  29 

Burlington  13 

Camden  20 

Cape  May  3 

Cumberland  5 

Essex  35 

Gloucester  3 

Hudson  12 

Hunterdon  2 

Mercer  20 

Middlesex  15 

Monmouth  15 

Morris  1 1 

Ocean  8 

Passaic  1 8 

Salem  2 

Somerset  4 

Sussex  3 

Union  32 

Warren  2 

Fellows  and  Officers  13 

270 


Members  Total 

2 7 

4 33 

1 14 

4 24 

— 3 

4 9 

6 41 

2 5 

7 19 

1 3 

7 27 

6 21 

7 22 

3 14 

— 8 

2 20 

1 3 

— 4 

— 3 

5 37 

— 2 

— 13 

62  332 


Delegates  Specialty 

Societies  6 6 

Delegate  MSNJ  Student 

Association  1 1 

Delegate  MSNJ  Resident 

Association  1_  1 

278 


Physician  Guests  9 

Total  Physician  Registration  349 

Auxiliary  145 

Medical  Students  10 

Visitors  89 

Exhibitors  66 

Total  Registration  659 


Three -Year  Comparative  Registration  Figures 

Year 

Physicians 

Others 

Total 

1986 

349 

310 

659 

1985 

432 

443 

875 

1984 

707 

460 

1,167 
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NEW  JERSEY  MEDICINE 


Now  Available:  4th  Edition,  1986 


THE  TREATMENT  OF  OBESITY: 

PHYSICIAN’S  MANUAL  FOR  MODIFIED  FASTING 

by  Allan  Lazar,  M.D.,  F.C.A.P.  and  Marvin  Gastman,  D O,  this  95  page 
loose  leaf  book  is  intended  for  the  primary  care  physician  who  wishes 
to  offer  physician-supervised  modified  fasting  to  overweight  patients. 
The  book  presents  the  medical  background  and  the  necessary  patient 
instructions.  The  manual  was  originally  written  for  use  with  Nutri-Lene® 
Complete  Nutritional  Supplement  but  it  can  be  used  with  any  suitable 
supplement. 

Medical  Weight  Management,  Inc.  740  Carroll  Place,  Teaneck,  N.J. 
07666.  Check,  Visa,  Mastercard.  $50.00  (+  $3.00  tax  in  NJ). 


NEEDED 

Two  OB-GYN,  BE  or  BC.  Excellent  opportunity  for 
physicians  to  locate  in  a county  of  over  30,000  people 
with  no  gynecologist  in  the  farming/industrial  communi- 
ty. A very  progressive  50-bed  acute  care  hospital. 
Located  at  the  foot  of  the  Ozark  Mts.  with  outstanding 
recreational  opportunities,  good  schools,  churches, 
hospital,  shopping,  etc.  Ideal  area  to  live  and  raise  a 
family,  with  easy  access  to  metropolitan  areas.  Please 
forward  resume  to: 

Nolan  O.  England,  Adm. 

Dexter  Memorial  Hospital 
P.O.  Box  279 
Dexter,  Mo.  63841 . 


NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 

Problems  of  Human  Infertility 

The  Foundation  provides  a complete 
diagnostic  and  consultation  service  for  in- 
fertile couples.  Investigations  are  con- 
ducted by  well-known  specialists  in  con- 
junction with  consultants  in  the  various 
fields  of  medicine  related  to  infertility. 

The  Foundation  is  supported  by  an  in- 
house  modern  laboratory  equipped  to  do 
most  tests  required  for  diagnosis  and 
treatment.  Literature  on  request. 

1430  Second  Avenue,  Suite  103 
New  York,  N.Y.  10021 
Phone:  (212)  744-5500 


PHYSICIANS 

U.S.  NAVY  MEDICAL  CORPS 

Positions  are  now  available  in  the  following  areas:  General  Surgery 
• Neurosurgery  • Thoracic  Surgery  • OB/GYN  • Pediatrics  • 
Otolaryngology  • Preventive/Occupational  Medicine  • Psychiatry  • 
Diagnostic  Radiology  • Critical  Care  • Emergency  Medicine 


NAVY  MEDICINE 

—provides  the  qualified  physician  with  the  opportunity  to  become  a member  of  the  global  health 
care  system 

— is  practiced  in  excellent  medical  facilities  in  conjunction  with  a highly  professional  staff  of  support 
personnel 

—is  characterized  by  a broad  spectrum  of  patient  age  and  case  diversity 

— allows  extensive  experience  in  all  aspects  of  medicine  including  teaching,  research,  without 
career  disruption 

— provides  the  physician  with  an  officer’s  commission  with  attendant  benefits  and  privileges 

Basic  Qualifications:  Include  U.S.  citizenship,  graduate  of  an  American  Medical  or  Osteopathic 

School,  Board  eligible  or  Board  certified,  and  excellent  professional  references. 

For  complete  details  call  or  send  Curriculum  Vitae  to:  Medical  Programs  Officer,  128  N.  Broad 

St.,  Philadelphia,  PA  19102,  (215)  597-9680  collect. 

BE  THE  DOCTOR  YOU  WANT  TO  BE.  IN  THE  NAVY. 
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Classified 

Advertisements 

Space  Use  For 
Members  Only 

Copy  deadline:  5th  of 
preceding  month;  Payment 
in  advance;  $5. 00 first  25 
words,  10<P  each  additional. 
Count  as  one  word  all  single 
words,  two  initials  of  name, 
each  abbreviation,  isolated 
numbers,  groups  of 
numbers,  hyphenated 
words.  Count  name  and 
address  as  five  words, 
telephone  number  as  one 
word , Box  No.  000, 

NEW  JERSEY  MEDICINE 
as  five  words. 


SELLING  YOUR  PRACTICE?  BUYING 
AN  EXISTING  ONE?  Ar)  experienced  in- 
ternist and  CPA  will  help  you  evaluate 
the  practice  to  maximize  your  protection. 
We  can  appraise  the  true  value  and  can 
ask  the  right  questions.  Write  Box  No. 
191,  NEW  JERSEY  MEDICINE. 

ATTENTION:  INTERNISTS,  FAMILY 

PRACTITIONERS,  ORTHOPEDISTS, 
OB-GYN — Board  Certified  Consulting 
Radiologists  will  interpret  your  private 
office  x-ray  and  ultra-sound  studies. 
Consultations  available  at  your  office  or 
pick-up  and  deliveiy  of  films  by  messen- 
ger service.  Will  assume  all  medical/legal 
responsibilities.  Write  to  Consulting 
Radiologists.  Box  No.  172,  NEW  JERSEY 
MEDICINE. 

SITUATION  WANTED-PHYSIATRIST — 

Physical  Medicine  and  Rehabilitation 
specialist  seeking  to  do  portable  elec- 
tromyography tests  (EMGs)  and  physical 
therapy  consultations  in  your  office.  Will 
pay  you  rent  for  office  use.  Call 
201-278-3711  or  write  to  41  E.  White 
Terrace,  Nutley,  NJ  07110. 

ANESTHESIOLOGIST — Competent,  35 
years  experience,  licensed  in  New  Jersey. 
Seeking  locum  tenens  or  ambulatoiy 
surgical  unit.  Write  Box  No.  192,  NEW 
JERSEY  MEDICINE. 

NEEDED— Cardiologist,  Dentist,  Gyne- 
cologist. For  multi-specialty  group.  Aber- 
deen, Monmouth  County.  Private  office 
in  large  medical  building  with  emergi- 
center.  Prime  location  in  busy  mall. 
20 1 -290-2300,  Drs.  Darden,  Shacker,  von 
Bose. 


NEEDED— Dermatologist.  Part-time; 
Board  Certified  or  Eligible.  Immediate 
opportunity,  Jersey  shore.  Please  send 
C.V.  to  Box  No.  193,  NEW  JERSEY  MEDI- 
CINE. 


NEEDED — Energetic  Internist/GP. 
Board  Certified  or  Board  Eligible  phy- 
sician to  Associate  with  aggressive,  suc- 
cessful General  Practitioner.  Part-time  or 
Full  time  to  start,  leading  to  full  partner- 
ship in  rapidly  growing,  affluent  com- 
munity in  Northern  New  Jersey  30  miles 
from  New  York  City.  Physicians  finishing 
residency  in  the  next  twelve  months  may 
also  apply.  Please  send  your  curriculum 
vitae  to  Marvin  Gastman,  D.O.,  52  Sky- 
line Drive,  Ringwood,  NJ  07456. 

NEEDED — Ophthalmologist.  Must  be 
able  to  relocate  to  Midwest.  Call  Amy 
Brunett  at  800-223-4500. 

NEEDED — Orthopedic  Surgeon.  Unex- 
pected opening  for  Orthopedist  in  Cen- 
tral New  Jersey  Orthopedic  Surgery  Prac- 
tice. Must  be  Board  Eligible.  Position 
available  immediately.  Excellent  oppor- 
tunity. Please  send  C.V.  to  Dante  E.  Sesin, 
M.D.,  1001  West  Main  Street,  Freehold, 
NJ  07728. 


NEEDED— Physicians.  For  successful 
well  known  walk-in  medical  office  center 
in  Central  NJ.  Full  and  part-time.  Skilled 
and  personable  American  trained  MDs. 
Send  C.V.  to  E.V.  McGinley,  M.D.,  1005  N. 
Washington  Avenue,  Green  Brook,  NJ 
08812  or  call  201-968-8900. 

NEEDED — Pulmonary  Practice  Associ- 
ate. Practice  opportunity  for  pulmonary 
physician  in  Morris  County  available  to 
join  established  practitioner.  Practice  in- 
cludes hospital,  office  and  busy  diag- 
nostic and  rehabilitation  center.  Contact 
John  Penek,  M.D.,  FCCP,  Morristown. 
201-267-8882. 

PRACTICE  FOR  SALE — Retiring.  Estab- 
lished Family  Practice  in  Hackensack 
area  40  years.  Ideal  comer  office  and 
home.  Call  201-845-8451. 

PRACTICE  FOR  SALE— Twenty-five 
year  successful  Family/General  Practice 
in  South  Jersey  near  Philadelphia  Write 
Box  No.  175,  NEW  JERSEY  MEDICINE. 

PRACTICE  FOR  SALE— Well  established 
combined  Family,  General,  Internal 
Medicine  Practice.  Ideal  location  in 
Morris  County  near  Route  80  and  46. 
Fully  equipped  office  building,  1,500 
square  feet,  plus  parking  lot.  Will  lease  or 
sell.  Will  introduce  for  smooth  transition. 
I will  finance  if  desired.  Building  large 
enough  for  two  FPs  or  Internist-Pedia- 
trician combo.  Grossing  185,000  dollars 
solo.  Call  evenings  after  8 P.M.,  201- 
335-6814. 


PRACTICE  FOR  SALE— General  Prac- 
tice for  sale  or  will  share  office.  Write  Box 
No.  185,  NEW  JERSEY  MEDICINE. 


PRACTICE  FOR  SALE — Lucrative  Hem/ 
One  Practice  in  North  Central  NJ.  Terms 
and  office  available.  Reply  with  C.V.  to 
Box  No.  190,  NEW  JERSEY  MEDICINE. 

PRACTICE  FOR  SALE— Internal  Medi- 
cine and  Cardiology.  4 years  old  grossing 
approximately  1 20,000  dollars,  low  over- 
head, moving  out  of  country  for  personal 
reasons.  Rapidly  growing  Somerset-  1 
Middlesex  County  area  Apply  Box  No. 
194,  NEW  JERSEY  MEDICINE. 

PRACTICE  FOR  SALE— Well  equipped 
Medical  Office  with  tremendous  practice ; 
opportunity  in  Central  Jersey.  In  metro- 
politan area  of  New  York  City.  Can  share 
office.  Call  201-566-1774  or  write  to  112 
Oxford  Lane,  Aberdeen,  NJ  07747. 

PRACTICE  FOR  SALE— Pediatrics.  Cen- 
tral Jersey  Medical  School  Community. 
Solidly  established  but  has  further 
growth  potential.  Equipment  and  fur- 
nishings included— lease  assumable. ; 
Terms.  Will  stay  to  introduce.  Health 
reasons.  Reply  to  Box  No.  188,  NEW  JER- 
SEY MEDICINE. 

PRACTICE  FOR  SALE— Active  Ophthal 
practice  established  eight  years  in  grow- 
ing South  Jersey  area  Close  to  shore  and ; 
Philadelphia  Fully  equipped  hospital  V2 
mile.  Physician  leaving  area  Write  Box; 
No.  186,  NEW  JERSEY  MEDICINE. 

EQUIPMENT  FOR  SALE — Going  out  of 
Practice.  Office  and  Professional  equip- 
ment. Lateral  files,  exam  tables,  chairs,  1 
scales,  desks,  etc.  Best  offer.  Please  write 
for  complete  list.  Box  No.  1 87,  NEW  JER- 
SEY MEDICINE. 

EQUIPMENT  FOR  SALE— Siemen  s x- 
ray,  superb  condition.  Dr.  George  Sig- 
man,  201-434-2749. 

EQUIPMENT  FOR  SALE— X -ray  ma- 1 
chine  300  MA  with  fluoroscope,  motor 
driven  table,  casettes,  tank  also  3 exam 
tables,  3 instrument  cabinets,  scales, 
tables,  EKG  machine.  All  perfect  con-  i 
dition.  Call  201-763-2974. 

EQUIPMENT  FOR  SALE— Mentor  CM-III 
operating  microscope  with  floor  stand,  1 
case,  6X  and  10X  eyepieces,  excellent 
condition,  $800.  Call  609-597-6800. 

MEDICAL  OFFICE/HOME  FOR  SALE 

— Jersey  City.  Two  family  house  with  of- 
fice  in  prime  location.  Office  is  equipped 
with  x-ray,  fluoroscope  and  EKG.  Call 
201-435-7734. 

MEDICAL  OFFICE/  HOME  COMBO  FOR 
SALE — Established  location  in  Maple-  1 
wood  over  20  years.  Retired.  9 room,  fully 
furnished  office  including  300  MA  x-ray 
and  fluoro,  EKG;  central  air  conditioned. 
Custom  built,  4 bedroom,  modem  home. 
Central  air,  bus  stop;  for  more  detail  call 
201-763-2974. 

HOME/  OFFICE — Centrally  located  in 
Bridgewater  Township,  your  best  tax 
shelter— your  own  home  and  office.  Cus- 
tom built  4,000  square  foot  expanded 
ranch.  Perfect  site  and  layout  to  convert 
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to  a professional  suite.  Near  Routes  287, 
202,  206.  78  and  22.  Offers  the  ultimate 
in  entertaining  and  family  living.  1,000 
square  feet,  cathedral  ceiling  with  field- 
stone  fireplace,  great  room,  perfect  for 
computer  center,  band  practice  or  what- 
ever your  needs.  Lighted  regulation  ten- 
nis court.  201-993-9400. 

FOR  SALE — Medical-surgical  office  in- 
cluding contents,  equipment  and  furni- 
ture 1,160  square  feet,  two  consultation 
rooms,  four  examination  rooms.  Central 
New  Jersey,  311  Omni  Drive,  Hills- 
borough, NJ  08876.  201-359-0874. 

OFFICE  SPACE  TO  SELL— Retiring  Or 
thopedist  in  15  year  old  Erdman  Medical 
Building  in  North  Plainfied.  Approx- 
imately 13,000  square  feet.  Good  residen- 
tial neighborhood,  three  hospitals  and 
surgi-center  nearby.  X-ray  office  furni- 
ture and  equipment  negotiable.  Reply 
P.O.  Box  7129,  Watchung,  NJ  07061  or 
call  201  757-6892. 

MEDICAL  OFFICE— Glen  Ridge,  NJ. 
1,288  square  feet,  2 consultation  rooms, 
4 exam  rooms,  reception  and  waiting 
areas,  prime  location.  Excellent  facility. 
Call  201-748-9555. 

OFFICE  SPACE — Long  Branch,  profes- 
sional office  building  directly  opposite 
Monmouth  Medical  Center.  1,200  square 
feet,  unfinished,  ample  parking,  rentable 
at  an  unbelievable  price.  Call  201- 
870-2222. 


OFFICE  SPACE — 1 ,300  square  feet,  cen- 
tral air,  80  parking  spaces,  ten  other  pro- 
fessionals, laboratory,  x-ray,  physical 
therapy  on  site.  One  to  five  year  lease 
starting  $10.  per  square  foot  net.  R A 
Raffman,  M.D.,  28  Walnut  Street  Madi- 
son, NJ  07940.  201-377-6100. 

PROFESSIONAL  OFFICE  SPACE— 

Princeton,  1,800  square  feet.  Building 
with  other  MDs,  x-ray,  ample  parking, 
convenient  buslines  location.  211  North 
Harrison  Street,  8-4  p.m.  609-921-7872. 

OFFICE  SPACE  TO  RENT— 600- 1 ,200 
square  feet,  established,  attractive  pro- 
fessional office  building  in  fast  growing 
Warren  area  near  Routes  78,  22  and  287. 
Call  201-356-6500. 

SUB-LEASE  OFFICE— Subspecialist 
Doctors  Office  available  August  1986. 
Near  hospital,  border  of  Cherry  Hill/Eve- 
sham Township.  Call  609-778-4222. 

OFFICE  TO  SHARE — Doctor’s  office,  fur- 
nished, located  in  Kendall  Park  on  Route 
27.  Available  to  share  with  another  phy- 
sician. Please  call  201-821-5100. 

OFFICE  TO  SHARE — Morristown.  Cen- 
tral location,  near  hospital,  fully 
equipped,  newly  decorated.  All  utilities 
included.  Ample  parking  available.  Near 
public  transportation.  Available  immedi- 
ately. 201-267-2555. 


SUBLET  OFFICE  SPACE — Morristown, 
Maple  Avenue  location.  Newly  renovated, 
large  and  fully  equipped.  Ample  on-site 
parking.  Call  201-644-2516  or  write  Box 
No.  189.  NEW  JERSEY  MEDICINE. 


OFFICE  TO  SHARE— Westfield,  central 
location,  near  hospital,  fully  equipped,  at- 
tractively decorated.  All  utilities  included. 
Ample  parking  available,  near  public 
transportation.  Available  immediately. 
201-233-5800. 


JERSEY  SHORE  RENTAL— Stone  Har- 
bor, four  bedroom  house,  livingroom, 
dining  room,  large  deck,  air  conditioned, 
furnished  September  only.  609-795-3704. 


65  ACRE  LAKE  ON  230— Beautifully 
wooded  acres  75  minutes  Northwest  of 
Delaware  Water  Gap.  2 bedroom,  fur- 
nished cabin,  isolated,  tranquil,  peace  on 
earth.  Exactly  $550,000.  Call  201- 
263-1606. 


CLASSIFIED  ADVERTISEMENT  RE- 
QUESTS/REPLIES—Send  to  NEW  JER- 
SEY MEDICINE,  Advertising  Office,  370 
Morris  Avenue,  Trenton,  NJ  0861 1;  609- 
393-7196. 
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“The  most  comfortable  car 
in  the  world.” 

And  it  can  be 
maintenance 

FREE. 


• A 6 year  or  100,000  mile 
warrantee,  by  the  dealer  on  all 
major  components,  to  comfort 
the  mind. 

• A 2 year  or  24,000  mile  free 
service  policy,  by  the  dealer  to 
comfort  your  wallet. 


• A loaner  car  free  from  the  dealer 
for  all  servicing  to  comfort  your 
schedule. 

Best  of  all  the  1986  PEUGEOT  - 
“The  most 
comfortable  car...” 


at. . . 

KEN  SMITH  PEUGEOT 

AUTHORIZED  SALES  & SERVICE 
15  FRANKLIN  AVENUE,  RIDGEWOOD,  N.J.  07450 


201-444-8500 
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Do  Not  Substitute 


2 mg  5 mg  10  mg 


The  One  You  Know  Best 


Are  you  writing  only 
half  a prescription  for  it? 


Be  sure  to  write  a complete  prescription. 

Specify  “Dispense  as  written”  or  “Do  not  substitute”  or  “Medically  necessary.” 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Will  the  doctors  of  tomorrow 
have  the  drugs  of  tomorrow? 


Only  if  manufacturers  of  brand-name  pharmaceuticals 
like  Roche  can  continue  to  develop  new  products  at  a 
time  when  making  them  available  is  both  unpredictable 

and  expensive. 

On  the  average,  only  one  in  10,000  promising  new  com- 
pounds is  ever  introduced  as  a new  product.  And  about 
$90  million  is  usually  spent  on  that  product  before  it’s 
available  for  your  prescription.  To  follow  up  on  discov- 
eries like  Valium  ” (brand  of  diazepam/Roche),  Roche  is 
now  spending  n a worldwide  basis,  about  20  cents  of 
every  sales  doi.  up-front  drug  research  and  develop- 
ment. It’s  our  wa)  laking  sure  that  tomorrow’s  drugs 
are  available  tomo, 

Copyright  © 1986  by  Roche  Produc  is  Inc.  All  rights  reserved. 
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“The  most  comfortable  car 
in  the  world.” 

And  it  can  be 
maintenance 

FREE. 


• A 6 year  or  100,000  mile 
warrantee,  by  the  dealer  on  all 
major  components,  to  comfort 
the  mind. 

• A 2 year  or  24,000  mile  free 
service  policy,  by  the  dealer  to 
comfort  your  wallet. 


• A loaner  car  free  from  the  dealer 
for  all  servicing  to  comfort  your 
schedule. 

Best  of  all  the  1986  PEUGEOT  - 
“The  most 
comfortable  car...” 


at. . . 

KEN  SMITH  PEUGEOT 

AUTHORIZED  SALES  & SERVICE 
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The  Mid-Atlantic 
Kidney  Stone  Center 

The  center  of  choice 
for  kidney  stones. 


Lithotripsy  has  gained  universal  acceptance  as  the  treatment  of  choice  for 
kidney  stones.  An  alternative  to  surgery,  lithotripsy  at  Mid-Atlantic  is  fast, 
effective  and  available  on  an  inpatient  and  outpatient  basis.  Furthermore, 
recovery  from  the  procedure  takes  a fraction  of  the  time  of  kidney  stone 
surgery. 

Find  out  why  an  ever-increasing  number  of  people  are  making  the  Mid- 
Atlantic  Kidney  Stone  Center  in  southern  New  Jersey  their  center  of  choice  for 
lithotripsy.  For  more  information  on  how  Mid-Atlantic  can  help  you,  call 
Mid-Atlantic  today  at  (609)  983-7337  or,  outside  NJ,  at  (800)  53-LITHO. 


THEMIChATLANTIC  kidney stonecenter 

A UTHOTRIPTER  SERVICE 


One  Brick  Road,  Mailton,  NJ  08053 


MediMac 

Because  the  business  of  medicine  is  as 
important  as  the  practice  of  medicine. 

The  more  efficiently  you  manage  the  business  end  of  your  practice,  the  more  time  and  energy 
you  have  for  patient  care.  Fortunately,  the  easiest  way  to  put  your  business  in  order  is  also 
the  best...  MediMac. 


For  more  information 
call  Kathleen... 

1-800-422-6227 


■ An  incredibly  easy-to-use  system  utilizing  all  the  power  of  the  amazing  Macintosh™ 
from  Apple  Computer. 

■ Provides  complete  hilling  and  insurance  processing,  recordkeeping  and  practice 
management. 

■ Integrates  with  other  quality  programs  such  as  Microsoft  Word™,  File™  and 
Excel™  to  give  you  powerful  word  processing,  database  and  graphics  capabilities. 

■ Can  be  mastered  in  hours,  not  days  or  weeks. 

■ All  these  features  and  more  provide  increased  productivity  and  efficiency. . . and 
save  you  money  in  the  process. 


Macintosh  is  a trademark  licensed 
to  Apple  Computer,  Inc. 
MediMac  is  a trademark  of 
I leal  t hCare  Com m u n ica t ions. 
Word,  File  and  Excel  are  trademarks 
of  Microsoft  Corporation. 


MediMac  .the  easy  way  to  efficient  practice  management. 

Healthcare  Communications  ■ 245  South  84th  Street  - Suite  301  ■ Lincoln,  NE  68510 
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Fri/Sat:  11:30-8:00 
Sun/Mon:  11:30-6:00 
or  by  appointment 


September  7 to  October  13, 1986 

SERIOUS  OPTIONS 

Inaugural  exhibition 


australia/usa  Virginia  Cuppaidge  i;nguni)  David  Leverett  jai-an  Furukawa  Toshiko, 
Miyashita  Zenji,  TsujiKyo,  Tsukamoto  Seijird  jAiv\N/usAKajitani  Ban  iaiwan/usa 
C.J.  Yao  usa  John  Byron,  David  Greenbaum,  David  Itchkawich,  Beverly  Pabst, 
Donald  Porcaro,  Mary  Riley  Pugh,  Harris  Rubin,  David  Shapiro,  Diane  Viera, 
Robert  Whidey 


[609J397-4022  Visitor  parking 


To  GENEST  GALLERY 

121  North  Union  Street,  Lambertville,  NJ  08530 

Please  add  my  name  to  your  mailing  list  for 
announcements  and  send  me  a complimentary  copy  of 
the  catalogue  for  your  inaugural  exhibition  SERIOUS 
OPTIONS. 


Name  . 


Address  . 


Located  in  the  historic  William  Cowin  House  Lambertville,  New  Jersey 
Two  floors  of  museum-quality  contemporary  art  from  America  and  abroad 


LOW  DOSE 
MAMMOGRAPHY: 


WHEN 

LESS 

IS 

BETTER. 


LOW  DOSE  MAMMOGRAPHY 

• High  resolution  contrast 

• Better  visualization  of  large,  fatty  breasts 

• More  inclusion  of  axillary  tail  tissue 


At  TEANECK  RADIOLOGY  CENTER, 
the  Siemens'  Low  Dose  Mammomat®  Unit 
reduces  the  risk  of  radiation  exposure  for  your  patients. 

JUST  0.1  — 0.2  RADS  PER  AVERAGE  DOSE 
COMPARED  WITH  0.5  RADS  AND  HIGHER  FOR 
XEROMAMMOGRAPHY™  (POSITIVE  MODE)* 

Xero™  doesn't  equal  zero 

Xeromammography™  is  a product  name, 
not  an  indication  of  radiation  dosage. 


TEANECK  RADIOLOGY  CENTER 

Offers  a wide  range  of  radiologic  services: 

M CT  SCANNING  ■ PEDIATRIC  RADIOLOGY  ■ RARE  EARTH  X-RAY  [Low  Dose]  ■ REALTIME  ULTRASOUND 
ffl  LOW  DOSE  MAMMOGRAPHY  ■ MRI:  MAGNETIC  RESONANCE  IMAGING 

(201)  836- 

TEANECK  RADIOLOGY  CENTER:  THE  FUTURE  IN  RADIOLOGY 

699  TEANECK  ROAD,  TEANECK,  NEW  JERSEY  07666  DAVID  V.  HABIF,  JR.,  M.D.,  MEDICAL  DIRECTOR 

* Radiology  Today  January/February.  1986 
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HMO— ALTERNATIVE  DELIVERY  SYSTEM 

The  House  of  Delegates  authorized  the  Board  of 
Trustees  to  conduct  a study  as  to  whether  the  Medical 
Society  of  New  Jersey  should  sponsor  a HMO  or  some 
alternative  delivery  system.  The  Board  has  appointed 
a Steering  Committee  which  is  chaired  by  Dr.  Bernard 
Robins,  Secretary  of  the  Medical  Society  of  New  Jersey. 
The  Society  has  contracted  with  Touche  Ross  to 
provide  the  study  and  report.  The  Committee  expects 
to  file  its  report  with  the  Board  in  the  early  fall.  The 
House  probably  will  consider  the  entire  matter  at  an 
interim  session  in  late  November. 

TEN  COMMANDMENTS  FOR  PROPER 
PRESCRIBING* 

1 . Never  prescribe  without  properly  recorded  histoiy 
and  physical  examination. 

2.  Be  suspicious  when  the  patient  suggests  what  to 
prescribe. 

3.  Telephone  prescriptions  should  only  be  given  to 
known  patients  for  well-established  reasons  in  small 
amounts.  A written  prescription  must  follow  within  24 
hours. 

4.  Refill  only  at  office  visits  or  for  exceptional  other 
reasons. 

5.  Be  suspicious  of  “lost”  or  “spilled”  excuses  for 
extra  prescriptions.  (These  are  common  excuses  to 
supply  friends  and  family  members  with  these 
substances.) 

6.  Confront  repeated  suspicious  requests  or  uses 
directly.  (Your  license  and  reputation  are  at  stake.) 

7.  Be  careful  to  prevent  theft  of  prescription  pads. 
(Employees  should  not  have  free  access  to  prescription 
pads.) 

8.  Be  very  wary  of  manipulative  patients  who  may 
attempt  to  obtain  drugs  in  order  to  redirect  their  dis- 
tribution. 

9.  Do  not  have  DEA  number  printed  on  prescription 
blanks. 

10.  Do  not  prescribe  controlled  substances  for  fam- 
ily members,  colleagues,  or  employees  without  ap- 
propriate and  recorded  histoiy  and  physical  examin- 
ation. 

*From  the  Committee  on  Drug  and  Alcohol  Abuse,  MSNJ. 


EYE  CARE  FOR  SENIOR  CITIZENS 

The  National  Eye  Care  Project,  a volunteer  program 
of  the  New  Jersey  Academy  of  Ophthalmology  and 
Otolaryngology  provides  medical  eye  care  to  New  Jer- 
sey’s senior  citizens  regardless  of  their  ability  to  pay. 

Many  elderly  people  lose  their  eyesight  because  of 
cataracts,  glaucoma,  diabetes,  and  other  eye  diseases, 
yet  doctors  often  are  able  to  prevent  blindness  and 
improve  vision  in  the  elderly  when  they  are  treated 
promptly. 

Through  a toll-free  hotline  (1 -800-222-EYES),  U.S. 
citizens  and  legal  residents,  age  65  and  over  with  no 
ophthalmologist,  will  be  matched  with  a volunteer 
physician  who  will  conduct  a medical  eye  examination 
to  diagnose  and  treat  eye  diseases  that  could  lead  to 
blindness.  Patients  without  insurance  will  receive  the 
care  free,  while  the  doctors  will  accept  Medicare  or 
other  medical  insurance  as  full  payment  for  those  who 
are  covered.  Hospital  charges,  eye  glasses,  and 
prescription  drugs  are  not  paid  for  through  the  pro- 
gram. 

REGULATORY  BOARDS 

1)  Physical  Therapy  Board.  This  Board  has 
proposed  a regulation  that  would  allow  physical  thera- 
pists to  examine  patients  and  instruct  them  prior  to 
their  having  been  seen  by  a physician.  The  Society,  the 
county  societies,  and  specialty  societies  all  have  voiced 
their  opposition. 

The  regulation  has  been  adopted  and  the  Medical 
Society  of  New  Jersey  is  preparing  a legal  challenge  to 
it. 

2)  Nurse  Anesthetists — State  Board  of  Medical 
Examiners.  The  State  Board  of  Medical  Examiners  has 
proposed  new  rules  regarding  nurse  anesthetists.  The 
proposal  deletes  the  currently  accepted  standard  of 
supervision  by  an  anesthesiologist.  The  rule  if  adopted 
will  increase  the  anesthesia  exposure  of  maloccurrence 
for  patients  and  will  increase  the  professional  liability 
exposure  of  physicians.  The  New  Jersey  Society  of 
Anesthesiologists  and  the  Medical  Society  of  New  Jer- 
sey are  opposing  the  Rule. 

3)  Continuing  Medical  Education — State  Board  of 
Medical  Examiners.  A special  committee  of  the  State 
Board,  chaired  by  Dr.  Sanford  Lewis,  is  considering  a 
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mandatory  course  for  all  licensees.  The  Society  has 
requested  that  MSNJ  and  the  Medical  Inter-Insurance 
Exchange  of  New  Jersey  be  consulted  before  the  Board 
proceeds  to  rule  making.  The  Board  of  Medical  Exam- 
iners has  not  yet  accepted  the  MIIENJ  and  MSNJ  offer. 

4)  Relicensure  Examination — State  Board  of 
Medical  Examiners.  A consumer  group  has  rec- 
ommended to  the  State  Board  that  relicensure  examin- 
ations be  conducted  similar  to  those  proposed  in  New 
York  State.  The  Board  is  reviewing  this  issue  and  has 
not  indicated  its  position  at  the  present  time. 

FMG  OPINION 

In  regard  to  the  article  appearing  under  the  head- 
ing Membership  Newsletter  titled  “FMG-Opinion” 
authorized  by  Fred  Jacobs,  M.D.,  don’t  you  think  it 
would  have  been  appropriate  to  mention  in  some  way 
that  Dr.  Jacobs  has  a son  who  graduated  from  one  of 
the  offshore  Carribean  medical  schools? 

(signed)  Howard  Gooen,  M.D. 

Editor's  Note:  Whether  Dr.  Jacobs  has  a son  who 
graduated  from  a Carribean  school  is  of  no  import.  He 
presents  a logical  position  which  should  be  considered 
in  any  debate  on  the  issue. 

AVOID  DRUG  PROBLEMS 

1.  Never  leave  your  prescription  pad  unattended. 

2.  Never  refill  Controlled  Dangerous  Substance 
(CDS)  drugs  over  the  phone  for  unknown  patients. 

3.  If  prescribing  CDS  drugs  for  extended  period  of 
time,  justify  use,  keep  physical  examination  records, 
and  get  a second  opinion  when  opiates  are  involved. 

4.  A consultation  not  only  may  benefit  the  patient, 
but  also  serves  to  protect  the  physician. 

5.  Sedatives,  hypnotics,  and  benzodiazepines 
should  be  used  for  short  periods  of  time  or  on  an  as- 
needed  basis. 

6.  Check  the  amphetamine  rules  of  New  Jersey  prior 
to  prescribing  them,  as  these  regulations  are  explicit 
in  the  limitations  in  their  use. 

7.  Every  prescription  of  a CDS  drug  should  be  an 
entry  in  your  patient  file. 

8.  Inheritance  of  a CDS-dependent  patient  is  no  ex- 
cuse for  continual  prescribing. 

9.  Never  refill  CDS  drugs  that  have  been  lost,  stolen, 
or  otherwise  used  faster  than  normal. 

10.  Employees  should  not  have  free  access  to 
prescription  pads. 

11.  Keep  all  CDS  drugs — samples  or  stock— in  lock- 
ed compartment. 

12.  Refer  patient  who  appears  addicted  for  treat- 
ment. 

1 3.  Do  not  hesitate  to  test  by  urine  for  drug  abusing 
suspect.  You  are  not  immune  from  the  law  if  you  are 
manipulated. 

14.  Do  not  write  CDS  drugs  for  colleagues  or  em- 
ployees without  documentation. 


15.  Avoid  standing  order  and  use  CDS  drugs  on  an 
as-needed  basis. 

16.  Any  drug  that  gives  a feeling  can  be  abused. 

17.  Avoid  opiates  with  chronic  pain. 

18.  In  checking  urine  for  renal  colic,  always  observe 
the  patient  giving  the  sample. 

19.  Never  give  a CDS  prescription  to  one  patient  for 
another  not  examined — regardless  of  CDS  class. 

20.  Never  accept  money  for  just  a prescription 
without  an  examination. 

21.  CDS  drug  therapy  must  be  according  to  current 
state  of  art  regardless  of  efficacy. 

22.  Never  write  CDS  prescription  for  family  without 

documentation.  f 

23.  Never  attempt  to  detox  a patient  that  is  addicted  j 
to  opiates  without  consultation. 

24.  Barbiturate  detoxification  should  be  as  an  in- 
patient. 

25.  Alcohol  abuse  history  should  preclude  use  of 
benzodiazepines. 

26.  Always  take  an  alcohol  family  history  prior  to  1 
CDS. 

27.  If  elderly  person  has  need  for  increased  CDS— 
check  for  family  diversion. 

28.  Never  leave  your  bag  in  car  or  trunk,  if  someone  j 
is  parking  it. 

29.  Always  check  CDS  renewal  with  pharmacy  for 
abuse  prior  to  renewal. 

30.  If  you  know  of  a physician  with  a personal  drug 
problem,  do  this  doctor  and  all  concerned  a favor  and 
have  him  contact  Dr.  David  I.  Canavan,  Medical  Direc- 
tor of  the  MSNJ  Program  for  Impaired  Physicians  at 
(609)  896-1766. 

AWARD  FOR  INNOVATION 

Pfizer  Hospital  Products  Group  has  announced  a 
$50,000  award  for  an  original  invention  in  the  medical 
device  area 

A spokesman  for  Pfizer  Hospital  Products  Group 
said  those  applying  for  the  grant  should  be  pro- 
fessionals active  in  one  of  the  branches  in  the  health 
care  field.  The  proposal  will  be  evaluated  by  an  outside 
panel  of  experts.  Influencing  the  decision  will  be  the 
scientific  merit  of  the  invention,  and  its  benefit  to  the 
patient.  Consideration  will  be  given  to  the  practical 
application  of  the  invention  and  its  possible  impact  on 
the  quality  of  health  care. 

Applications  will  be  held  in  confidence  and  must  be 
received  no  later  than  January  30,  1987.  Materials  can 
be  ordered  by  writing  to  George  Flouty,  M.D.,  Pfizer 
Hospital  Products  Group,  Award  for  Innovation,  235 
East  42nd  St.,  New  York,  NY  10017. 

FINI 

“There  is  so  much  good  in  the  worst  of  us  and  so 
much  bad  in  the  best  of  us — that  it  behooves  all  of  us 
to  say  nothing  about  the  rest  of  us.” 
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Kirwan  Financial 
Group,  Inc. 

Financial  Planners,  Persona i and  Professional 

Authorized  Representatives  of  the 
Medical  Society  of  New  Jersey 
For  Section  419  Benefits  Plans 

Investments,  Pensions,  Life  and  Health,  Shelters 

609-778-4388  New  Jersey 
215-245-7616  Lower  Bucks,  PA 
215-968-3208  Upper  Bucks,  PA 


Lawrenceville  Biofeedback 
& Stress  Management  Center 


Relaxation  Training  • Subliminal  Hypnosis  • Twilight  Learning 

Medically  Supervised  Programs  For: 

Anxiety/Stress  Control  • Headaches  • Insomnia  • High  Blood  Pressure 
Digestive  Disorders  • TMJ  • Muscle  Tension  • Pain  Control 
Smoking/Overweight  • Addictions  ® Corporate  Programs 

Free  Consultation 

Medical  Insurance  Accepted  • Evening  & Saturday  Appointments 


At  The  Money  Store,  we  believe  that  fast  moving, 
growth  oriented  businesses  should  be  supported 
when  expansion  requires  the  purchase  of  existing 
or  new  Real  Estate. 

That’s  just  one  of  the  reasons  why  we’ve  become 
the  nation’s  number  one  SBA  lender,  with  14  offices 
nationwide,  and  are  acknowledged  as  the  long  term 
business  loan  specialists. 

We  make  loans  from  $50,000  to  $650,000  and 
can  provide  up  to  90%  loan  to  value  on  the 
purchase  of  existing  or  new  buildings. 

Because  our  loans  are  fully  amortized,  there  are  no 
balloon  payments,  no  re-applying  to  the  lender,  no 
more  extra  points. 

We  qualify  loans  faster  and  process  the  paper  work 
quicker,  that  way  you  can  carry  on  expanding  your 
business. 

To  discuss  or  get  more  information  on  commercial 
Real  Estate  loans  call  a loan  officer  at  The  Money 
Store  today. 


(201)  686-2000 

THE  MONEY  STORE 

INVESTMENT  COBP 

The  long-term  business  loan  specialists 


The  perfect 

prescription 


BRAND  NEW  7986 


LOTUS  ESPRIT 
TURBO 


Equipment/Options: 

• 4 Cylinders 

• Power  Brakes 

• Power  Windows 

• Air  Conditioning 

• AM/FM  Stereo 

• Manual 

• 5 Speed  (with  overdrive) 
Stock  #4806 


Special  Features: 

• 2 Door 

• Fuel  Injection 

• Removable  Sunroof 

• 16  Value  DOHC 

• Turbo  charged  engine 

• Rack  & pinion  steering 


Electric  ignition 
Pulse  wiper 
4 wheel  individual 
suspension 
Alloy  wheels 
Much  Morel 


LEASE  BASED  ON  60  MO.  CLOSED  END  LEASE 


603-396^000 


jbi/  wirvii.!. 

LAWRENCE,  l\I.J. 
mOO  SPRUCE  ST 
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MARKETING 

MEDICAL 
SERVICES 
REQU I RES 
A SPECIALIST. 


A PROVEN 
TRACK  RECORD  OF 
SUCCESSFUL  MARKETING  FOR 
SOLO  AND  GROUP  PRACTICES, 
SINGLE  AND  MULTISPECIALTY 
GROUPS,  IMMEDIATE  CARE 
CENTERS,  AND  AMBULATORY 
SURGICAL  CENTERS. 

MARKET  ANALYSIS 
DIRECT  MAIL  • NEWSLETTERS 
BROCHURES  « ADVERTISING  • PUBLIC  RELATIONS 


Creative  Public  Relations 

211  Essex  Street 
Suite  405 

Hackensack.  New  Jersey  07601 

Call  for  a free  consultation  ( 201)342-9111 


Practicing  medicine 
and  managing  a 
medical  practice  can 
be  tough  these  days 
We  know  because  we 
help  doctors  do  both. 
As  authorized  repre- 
sentatives for  AT&T, 
NCR  and  Altos,  we  offer 
simple  solutions  and 
systems  to  help  you 
take  control.  Our  soft- 
ware written  in  “C”  runs 
on  the  UNIX  ” operating 
system.  We  offer  true 


multi-user/multi-tasking 
systems  that  can  speed 
cash  flow,  simplify  third 
party  billing  and  provide 
instant  access  to  patient 
records.  And  our  flexible 
software  programs 
adapt  to  your  office 
procedures.  So,  if  you’re 
looking  for  a system 
that  will  help  you  take 
control  now  and  grow 
with  your  practice  in 
the  future,  call  us  today: 


FBL  Medical  Computer  Specialists,  Inc. 

(201)  692-8103 
90  Dayton  Avenue 
Passaic,  New  jersey  07055 


G.P.— No  Surg.  G.P.— Minor  Surg.  G.P.— Major  Surg. 
$4,927.00  $6,325.00  $11,475.00 


General  Surg. 
$22,005.00 


1 Million/3  Million 

Limits 

Anesthesiology 

$22,005.00 


Neurosurgery 

$36,400.00 


PROFESSIONAL 


Plastic  Sur 
$24,535. 


Pathology 

$3,402.00 


LIABILITY 

Occurrence— Plus 
Insurance 

Retired 

$1,483.00 


Orthopedics 

$30,418.00 


N.O.C. 

$2,275.00 


For  an  Application,  or  additional  information, 
Please  write  or  call — 


0).  S0.  fnMtMi  nee  -0rvc 


c 

B 

S 


INSURANCE  SPECIALISTS 
1207  SPRINGFIELD  AVE. 
IRVINGTON,  NEW  JERSEY  07111-9979 
(201)  375-0500 
1-800-553-0500 


We  can  also  write  a “Doctors  All-In-One  Policy” 
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Legislative  Update 


Status 

of  Legislation  on  Which  MSNJ  Has  Taken  an  Active  Position 

Bill 

Subject 

MSNJ 

Position 

Committee 

Present  Status 

S-100 

Bubba 

Requires  physicians  to  personally 
present  and  obtain  surgical  con- 
sent forms  and  signatures.  The 
form  shall  state  the  name  of  any 
assisting  physician  that  performs 
surgery  under  the  supervision  of 
the  attending. 

Active  Opposition 

Senate:  LIP 

In  committee 

S-124 

Bubba 

Requires  express  written  consent 
to  surgery  except  in  cases  of  physi- 
cal or  mental  incapacity  or  emer- 
gencies. The  State  Board,  after 
consultation  with  the  Health  De- 
partment, the  Medical  Society,  and 
the  Hospital  Association  shall 
prescribe  the  consent  forms  which 
shall  be  used  by  physicians. 

Active  Support 

Senate:  LIP 

Passed  in  Sen- 
ate; in  As- 
sembly Com- 
mittee (HHR) 

S-179 

Brown 

Requires  the  Department  of 
Health  to  prepare  a booklet  on 
breast  cancer  which  must  be  given 
to  breast  cancer  patients  by  their 
physicians. 

Active  Opposition 

Senate:  IHW 

In  committee 

S-281 

Dumont 

Provides  for  a three-year  statute  of 
limitations,  except  for  fraud,  inten- 
tional concealment,  or  nonthera- 
peutic  or  diagnostic  purpose.  Min- 
ors have  until  age  1 1 on  any  injury 
prior  to  age  8. 

Active  Support 

Senate:  JUD 

In  committee 

S-345 

Ewing 

Creates  a commission  to  advise 
the  governor  and  the  legislature 
regarding  any  proposals  to  regu- 
late or  license  new  professions. 

Active  Support 

Senate:  LIP 

Out  of  commit- 
tee: 2nd  read- 
ing 

S-403 

Rand 

Grants  immunity  to  peer  review 
organizations  when  the  organiza- 
tion is  recognized  by  the  Depart- 
ment of  Health.  Also  provides  for 
confidentiality  of  materials  and 
records  of  the  PRO. 

Active  Opposition 

Senate:  IHW 

In  committee 

S-440 

Garibaldi 

Provides  that  cancers  caused  by 
exposure  to  heat,  cold,  radiation, 
or  a known  carcinogen  which 
manifest  themselves  in  active 
police  and  firemen  are  assumed  to 
be  accidental  and  work-related  dis- 
abilities. 

Active  Opposition 

Senate:  SGF&IR&VA 

In  committee 

S-492 

Garibaldi 

Requires  a second  physician  to  be 
present  at  any  termination  of  preg- 
nancy procedure  if  the  attending 
has  determined  the  unborn  fetus 
is  24  weeks  of  age  or  older.  The 
second  physician  is  to  provide  im- 
mediate care  to  the  child  if  it  is 
bom  alive. 

Active  Opposition 

Senate:  IHW 

In  committee 

S-493 

Garibaldi 

Requires  the  State  Board  of  Medi- 
cal Examiners  to  conduct  a study 
as  to  when  fetal  viability  occurs  so 
that  the  conduct  of  physicians 
maybe  governed  accordingly. 
Having  conducted  such  a study, 
the  Board  is  to  promulgate  guide- 
lines regarding  the  termination  of 
pregnancy. 

Active  Opposition 

Senate:  IHW 

In  committee 

S-539 

Cardinale 

Exempts  the  private  practice  of 
medicine  from  the  certificate  of 
need  law. 

Active  Support 

Senate:  IHW 

In  committee 
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Bill 

Subject 

MSNJ 

Position 

Committee 

Present  Status 

S-600 

Bassano 

Requires  every  physician  attend- 
ing a woman  at  the  time  of  de- 
livery, miscarriage,  abortion,  or 
during  the  prenatal  period  to  per- 
form an  Rh  test. 

Active  Opposition 

Senate:  IHW 

Passed  in  Sen- 
ate: in  As- 
sembly com- 
mittee (HHR) 

If  the  test  is  Rh  negative  the  phy- 
sician shall,  within  24  hours  of  re- 
ceipt of  the  results,  advise  the 
woman  of  its  significance  and  the 
availability  of  preventive  treat- 
ment. 

S-935 

Feldman 

Provides  that  within  60  days  of  fil- 
ing an  action  against  a physician 
the  plaintiff  must  provide  an  af- 
fidavit from  an  expert  that  there 
has  been  a negligent  deviation 
from  the  accepted  standards  of 
practice. 

Active  Support 

Senate:  JUD 

In  committee 

S-937 

Feldman 

Authorizes  courts  to  award 
reasonable  attorney's  fees  to  a 
party  who  has  been  subjected  to  a 
frivolous  claim. 

Active  Support 

Senate:  JUD 

In  committee 

S-962 

Feldman 

Makes  the  decision  of  an  Adminis- 
trative Law  Judge  final  in  con- 
tested agency  actions. 

Active  Support 

Senate:  JUD 

In  committee 

S-1197 

Jackman 

Creates  a separate  licensing  and 
regulatory  board  for  chiropractic. 

Active  Opposition 

Senate:  LIP 

In  committee 

S-1221 

Codey 

Removes  the  requirement  that  the 
State  Commissioner  of  Health 
shall  be  a duly  licensed  physician. 

Active  Opposition 

Senate:  IHW 

In  committee 

S-1241 

Codey 

Amends  the  certificate  of  need  to 
include  physicians  whenever  a 
health  service  has  been  re- 
gionalized by  regulation  of  the  De- 
partment of  Health.  Regulation 
would  terminate  within  three 
years,  at  which  time,  the  Com- 
missioner could  readopt  the 
regulation. 

Active  Opposition 

Senate:  IHW 

In  committee 

S- 1 283 
Hirkala 

Extends  confidentiality  to  data  in 
the  possession  of  hospital  peer  re- 
view committee. 

Active  Support 

Senate:  IHW 

In  committee 

S- 1 309 
Contillo 

Provides  for  a nonbinding  refer- 
endum concerning  the  enactment 
of  a national  health  plan. 

Active  Opposition 

Senate:  IHW 

In  committee 

S-1583 

Lesniak 

Provides  that  physicians  shall  not 
be  exempted  from  malpractice 
claims  by  fellow  employees. 

Active  Opposition 

Senate:  LIP 

In  committee 

SR-5 

Bubba 

Requests  Congress  to  reject  any 
proposals  to  tax  health  benefit 
packages. 

Active  Support 

Senate:  SG&IR&VA 

In  committee 

A- 137 
Muhler 

Creates  a 27-person  Board  within 
the  Department  of  Human  Ser- 
vices vested  with  the  authority  to 
release  or  continue  the  commit- 
ment of  persons  who  were  found 
incapable  of  standing  trial  or  not 
guilty  by  reasons  of  insanity.  A Su- 
perior Court  judge  currently 
makes  these  decisions. 

Active  Opposition 

Assembly:  HHR 

In  committee 

Senate  Reference  Committees 
LIP:  Labor,  Industry,  and  Professions 
SGF&IR&VA  State  Government,  Federal  & Interstate 
Relations  & Veterans  Affairs 
IHW:  Institutions,  Health  & Welfare 
JUD:  Judiciary 

Assembly  Reference  Committees 

HHR  Health  and  Human  Resources 

HERP:  Higher  Education  and  Regulated  Professions 

JUD:  Judiciary 

SG:  State  Government 
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Bill 

A-181 

Villane 


A-200 

Kosco 


A-360 

Garvin 


A-478 

Muziani 


A-479 

Muziani 


A-482 

Muziani 


A-716 

Miller 


Subject  MSNJ 

Position 

This  bill  would  establish  and  Active  Opposition 

license  two  categories  of  social 
workers  and  would  create  a Board 
of  Social  Work  Examiners  in  the 
Department  of  Law  and  Public 
Safety  whose  powers  and  duties, 
among  others,  would  be  to  admin- 
ister the  act.  examine  and  license 
candidates  for  the  various 
categories  of  social  work,  and 
promulgate  rules  and  regulations 
necessary  for  the  effective  enforce- 
ment of  the  act. 

The  two  categories  of  licensed 
social  work  would  be  1 ) social 
work  specialists,  who  would  be  re- 
quired to  have  a doctorate  in  social 
work  or  a master’s  degree  from  an 
accredited  school  of  social  work 
and  2)  social  workers  who  would 
need  a baccalaureate  degree  from 
an  accredited  college  or  university 
social  work  or  social  welfare  pro- 
gram. 

The  bill  would  “grandfather"  in  all 
persons  currently  in  practice, 
provided  they  have  been  in  prac- 
tice in  one  of  the  two  licensed 
categories  for  two  of  the  last  five 
years  and  apply  to  be  licensed 
within  180  days  from  the  effective 
date  of  this  act. 


Creates  a Commission  to  study  the  Active  Support 

certificate  of  need  process.  The 

Commission  would  consist  of  15 

members.  Two  of  the  1 5 would  be 

physicians.  Their  report  is  to  be 

submitted  to  the  legislature  and 

the  governor. 

Requires  the  Department  of  Active  Opposition 

Health  and  the  State  Board  of 
Medical  Examiners  to  prepare  a 
booklet  on  all  aspects  of  the  treat- 
ment of  breast  cancer.  Attending 
physicians  Eire  required  to  dis- 
tribute the  book  to  appropriate  pa- 
tients and  to  discuss  it  with  them. 

Directs  the  State  Board  of  Medical  Active  Opposition 

Examiners  to  review  the  issue  of 

when  fetal  viability  occurs  and  to 

provide  guidelines  to  physicians 

regarding  procedures  to  terminate 

pregnancy. 

Requires  a second  physician  to  be  Active  Opposition 
present  whenever  a physician  ter- 
minates a pregnancy  involving  a 
live  fetus  of  24  weeks  of  age  or 
older. 


Requires  a physician  to  advise  Active  Opposition 

pregnant  patients  of  the  effects  of 

alcohol  and  certain  drugs  on  a 

fetus.  The  woman  shall  sign  a form 

confirming  the  advice  was  given. 

The  physician  is  to  retain  the  orig- 
inal and  provide  the  patient  with 
a copy. 

Allows  patients  or  insurers  to  ap-  Active  Support 

peal  excessive  charges  under  the 
DRG  program. 


Committee 


Assembly:  HERP 


Assembly:  HHR 


Assembly:  HHR 


Assembly:  HHR 


Assembly:  HHR 


Assembly:  HHR 


Assembly:  HHR 


Present  Status 


In  committee 


In  committee 


In  committee 


In  committee 


In  committee 


In  committee 


In  committee 
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SPECIAL  MALPRACTICE  REPORT 

The  Medical  Society  of  New  Jersey,  the  Medical  Inter-Insurance  Exchange  of  New  Jersey,  the  Insurance 
Alliance,  the  State  Chamber  of  Commerce,  and  more  than  20  professional,  trade,  and  business  associations 
have  formed  a coalition  to  promote  tort  reform  in  New  Jersey.  This  coalition  is  known  as  FAIR  (Federation 
of  Advocates  for  Insurance  Reform)  and  its  spokesperson  is  William  Simon,  former  Secretary  of  the  Treasury 
of  the  United  States. 

In  a quickly  developing  situation,  the  Republican  leadership  of  the  Assembly,  with  significant  input 
from  the  Medical  Inter-Insurance  Exchange  of  New  Jersey,  the  Medical  Society  of  New  Jersey,  and  the  coalition 
developed  a five-bill  package  on  tort  reform. 

The  bills,  A-2400,  A-2401,  A-2402,  A-2403,  and  A-2404,  provide  for  a number  of  changes  including 
limitation  on  noneconomic  loss,  accounting  for  collateral  sources  of  income,  periodic  payments,  abolishment 
of  joint  and  several  liability,  limitation  of  punitive  damages,  and  increased  regulation  of  the  insurance 
industry.  The  Assembly  approved  the  package  on  June  16.  1986.  It  now  awaits  consideration  in  the  Senate. 

Please  contact  your  State  Senator  and  urge  a POSITIVE  vote  on  these  pending  bills. 


Bill 

Subject 

MSNJ 

Position 

Committee 

Present  Statu 

A-718 

Miller 

Terminates  the  DRG  program  and 
requires  the  Department  of  Health 
to  develop  an  alternate  system 
within  one  year. 

Active  Support 

Assembly:  HHR 

In  committee 

A-737 

Miller 

Provides  that  collateral  sources  of 
payment  shall  be  used  to  offset 
damages.  Further  provides  struc- 
tured payments  may  be  used  at  the 
request  of  either  party  if  the  future 
damages  exceed  $ 1 00,000. 

Active  Support 

Assembly:  JUD 

In  committee 

A- 738 
Miller 

Provides  a $ 1 00,000  cap  on  dam- 
ages for  pain  and  suffering  to  per- 
sonal injury  actions. 

Active  Support 

Assembly:  JUD 

In  committee 

A-739 

Miller 

Establishes  a 3-year  statute  of 
limitations  in  tort  actions  against 
health  care  providers.  Children 
would  have  until  1 1 to  bring  an 
action  for  injuries  prior  to  age  8. 
After  age  8 they  come  under  the  3- 
year  standard.  Fraud,  conceal- 
ment, and  unintentional  foreign 
bodies  “toll"  the  statute. 

Active  Support 

Assembly:  JUD 

In  committee 

A- 740 
Miller 

Provides  that  within  60  days  of  fil- 
ing a medical  malpractice  com- 
plaint, the  plaintiff  must  supply  an 
affidavit,  by  a qualified  expert,  that 
reasonable  cause  exists  to  believe 
malpractice  occurred. 

Active  Support 

Assembly:  JUD 

In  committee 

A-776 

Weidel 

Provides  that  terminally  ill  pa- 
tients may  direct  their  physicians, 
through  a written  document  to 
withhold  or  withdraw  mechanical 
or  artificial  means  to  sustain  or 
supplant  vital  function  when 
those  acts  will  only  artificially 
prolong  death.  The  directive  shall 
comply  with  statutory  form.  The 
physician  relying  upon  it  shall  de- 
termine it  complies  with  the  stat- 
ute. 

Active  Opposition 

Assembly:  JUD 

In  committee 

A-947 

Schuber 

Transfers  the  Office  of  Adminis- 
trative Law  from  the  Executive 
Branch  to  the  Judicial  Branch. 
The  initial  decision  made  by  the 
agency  directly  or  by  report  from 
an  administrative  law  judge.  All 
appeals  v/ould  then  be  heard  by 
another  administrative  law  judge. 
The  next  appeal  would  be  to  the 
Appellate  Division. 

Active  Support 

Assembly:  JUD 

In  committee 
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BUI 

Subject 

MSNJ 

Position 

Committee 

Present  Status 

A-998 

Doria 

Creates  a commision  to  review 
licensing  legislation  being 
proposed  by  any  legislator.  The 
commission  is  to  file  a report  with 
the  governor  and  the  legislature  on 
the  necessity  of  establishing  the 
licensing  mechanism  being  re- 
viewed. 

Active  Support 

Assembly:  HERP 

Passed  in  As- 
sembly: in  Sen- 
ate LIP  Com- 
mittee; re- 
ported 2nd 
reading 

A- 1008 
Doria 

Creates  a licensing  board  for 
chiropractic.  Transfers  all  func- 
tions and  responsibilities  of  the 
State  Board  of  Medical  Examiners 
regarding  chiropractic  to  the  new 
board.  Removes  the  place  for  a 
chiropractor  from  the  medical 
board. 

Active  Opposition 

Assembly:  HERP 

In  committee 

AR-21 

Shusted 

Requests  Congress  to  consider  the 
recommendations  of  the  American 
Academy  of  Family  Physicians  in 
establishing  a federal  physician 
DRG  program. 

Active  Opposition 

Assembly:  HHR 

In  committee 

AR-22 

Shusted 

Requests  the  Assembly  to  consider 
the  recommendations  of  the  New 
Jersey  Academy  of  Family  Phy- 
sicians before  implementing  a 
physician  DRG  program  in  New 
Jersey. 

Active  Opposition 

Assembly:  HHR 

In  committee 

AR-33 

Cooper 

Requests  the  Veterans  Adminis- 
tration to  establish  an  outpatient 
clinic  in  central  or  southern  New 
Jersey. 

Active  Opposition 

Assembly:  SG 

In  committee 
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NEW  JERSEY  MEDICINE 


Professional  liability 
Commentary* 


ABA  APPOINTS  SPECIAL  COMMITTEE  TO  STUDY 
MEDICAL  PROFESSIONAL  LIABILITY 

The  American  Bar  Association  has  formed  a nine- 
member  Special  Committee  on  Medical  Professional 
Liability  to  study  legislative  proposals  and  to  develop 
policy  for  the  Association’s  House  of  Delegates  to  con- 
sider. The  Committee  will  focus  on  forming  ABA  policy 
in  response  to  legislative  initiatives  in  the  medical  li- 
ability arena 

HMO  LOSES  KEY  CHOICE  OF  LAW  QUESTION  IN 
WASHINGTON,  D.C. 

An  ever-growing  number  of  citizens  are  obtaining 
health  care  through  HMO  plans  offered  by  employers. 
A small,  but  significant,  percentage  of  these  people  live 
in  one  state  and  work  in  another.  An  inevitable  legal 
consequence  of  this  is  that  when  a malpractice  action 
is  filed,  a choice  of  law  question  will  arise.  That  is,  the 
court  will  have  to  decide  which  of  two  possible  bodies 
of  state  law  to  apply.  Because  of  the  tremendous  vari- 
ation in  how  states  have  responded  legislatively  to  the 
malpractice  crisis,  the  law  chosen  by  a court  may  be 
of  tremendous  importance  to  the  liability  exposure  of 
the  physician.  This  is  nicely  illustrated  by  a recent 
decision  in  Washington,  D.C.  (Kaiser-Georgetown 
Community  Health  Plan,  Inc.  v Stutsman  491  A.2d 
502,  1985). 

In  the  summer  of  1981,  Maiy  Stutsman,  a nurse 
employed  by  Georgetown  University  in  Washington, 
D.C.,  sought  prenatal  care  from  a health  care  facility 
near  her  home  in  Springfield,  Virginia.  Her  care  was 
provided  by  physicians  employed  by  a corporation  that 


had  subcontracted  with  the  HMO  that  she  had  elected 
to  join  through  her  place  of  work.  In  August,  she  noted 
a lump  in  her  right  breast  which  she  reported  to  her 
physicians.  After  palpating  the  breast,  they  decided 
that  it  was  a benign  lesion.  According  to  the  plaintiff, 
the  physicians  performed  no  further  diagnostic  evalu- 
ation until  her  child  was  bom  in  January  1982.  She 
then  was  referred  to  a surgeon  who  diagnosed 
metastatic  breast  cancer. 

Stutsman  filed  a malpractice  action  in  the  Washing- 
ton, D.C.  District  Court  against  both  the  Kaiser  Plan 
and  Capitol  Area  Permanente  Medical  Group,  P.C.,  the 
corporation  that  employed  her  physicians.  At  trial,  the 
defendants  moved  to  dismiss  the  case  on  several 
grounds,  each  premised  on  the  argument  that  Virginia 
law  should  be  applied.  The  judge  refused  to  dismiss  the 
complaint  and  ruled  that  the  law  of  Washington,  D.C. 
would  control  the  case.  Defendants  appealed. 

The  appellants,  hoping  to  benefit  from  the  protec- 
tions offered  by  Virginia’s  malpractice  reform  statute 
(which  included  a ceiling  on  damages),  argued  that 
because  the  plaintiff  lived  in  Virginia  and  obtained  her 
health  care  in  Virginia,  the  law  of  Virginia  applied. 
They  also  argued  that  the  relevant  Virginia  malpractice 
statute  constituted  a clear  state  policy  favoring  a limi- 
tation of  liability  among  health  care  providers,  and 
that  not  to  invoke  the  law  would  frustrate  that  policy. 

In  addressing  the  choice  of  law  question,  the  ap- 
pellate court  asserted  that  the  situation  could  as  easily 
be  described  as  involving  the  vicarious  liability  of  two 
District  of  Columbia  corporations  for  medical  malprac- 
tice upon  a member  of  the  D.C.  work  force  who  resided 
in  the  D.C.  metropolitan  area  Proceeding  with  its 
choice  of  law  analysis,  the  court  rejected  the  old  rule 
that  the  site  where  the  tort  occurred  determined  what 
law  should  be  applied,  calling  it  “wooden.”  It  charac- 
terized the  happenstance  that  the  alleged  mis- 
diagnosis occurred  in  Virginia  as  fortuitous.  Next,  it 
noted  that  there  was  absolutely  nothing  unfair  to  de- 
fendants in  choosing  to  apply  D.C.  law;  they  were  D.C. 
companies  familiar  with  its  laws  and  willing  to  provide 
health  care  to  Maiy  Stutsman  in  D.C.  or  Virginia 

Finally,  the  court  explored  the  key  policy  question: 
Would  the  choice  of  one  law  over  another  have  a dis- 
proportionate impact  on  strongly  articulated  policies 
in  either  jurisdiction?  It  asserted  that  if  Virginia’s 
interest  in  the  litigation  was  substantia]  and  if  a 
choice  of  D.C.  law  would  frustrate  that  interest,  then 
Virginia  law  should  apply.  Looking  to  the  facts  of  the 
case  and  policies  of  the  two  jurisdictions,  the  appellate 
court  held  that  there  was  no  real  conflict.  It  found  that 
the  District  of  Columbia  had  a genuine  interest  in 
protecting  its  work  force,  an  interest  that  would  be 
diminished  by  invoking  a Virginia  statute  that  favored 
defendants.  It  also  found  that  however  strong  its 
interest  in  protecting  health  care  providers,  Virginia 
had  relatively  little  interest  in  protecting  corporations 
from  the  District  of  Columbia  that  were  providing 
health  care  to  persons  in  Virginia.  Thus,  the  case 
should  be  tried  under  D.C.  law  (Medical  Liability 
Monitor,  Vol.  10,  No.  12,  December  30,  1985). 

*This  column,  from  the  Department  of  Professional  Liability 
Control,  MSNJ,  was  prepared  by  James  E.  George,  M.D.,  J.D.. 
and  A Ronald  Rouse,  who  are,  respectively,  Director  of  the 
Department  and  Director  of  Special  Projects. 
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TORT  REFORMS  ENACTED  IN  1986* 


Indiana 

Modification  of  collateral  source  rule 
Award  of  costs  and  fees  to  defendant  in  frivolous 
lawsuits 

Kansas 

Caps  on  damages:  $250,000  limit  on  noneconomic 
damages;  $1  million  limit  on  total  award 
Itemized  verdicts 
Expert  witness  qualifications 
Court  approval  of  attorney  fees 
Pretrial  settlement  conferences 
Mandatory  liability  insurance  as  a condition  of 
licensure 
Maine 

Periodic  payments  of  awards  and  settlements 

Pretrial  screening  panels 

Limits  on  contingency  fees 

Expert  witness  provisions 

Shortened  statute  of  limitations 

Maryland 

(Awaiting  Governor's  signature) 

Cap  of  $350,000  on  noneconomic  damages  (all 
personal  injury  actions) 

Modification  of  collateral  source  rule 

Periodic  payment  of  future  damages 

Itemized  verdicts 

Expert  witness  qualifications 

Certificate  of  merit 

Minnesota 

Increased  regulation  of  insurers 
Certificate  of  merit 

Shortened  statute  of  limitations  for  minors 
Elimination  of  collateral  source  rule 
Judicial  hearing  prior  to  claiming  punitive  damages 
Award  of  costs  and  fees  where  there  has  been  a 
frivolous  claim  or  defense 
Cap  of  $400,000  on  “intangible  losses"  (defined  as 
embarrassment,  emotional  distress,  and  loss  of 
consortium  but  not  pain  and  suffering)— ail  civil 
actions  affected 
Itemized  verdicts 
Missouri 

Cap  of  $350,000  per  defendant  on  noneconomic 
damages 


Periodic  payment  of  future  damages 
Modification  of  joint  and  several  liability  rule 
Mandatory  liability  insurance  of  $500,000  as  a 
condition  of  hospital  staff  privileges  (only  applies  in 
counties  with  populations  over  75,000) 

Itemized  verdicts 
Certificate  of  merit 
South  Dakota 

Judicial  hearing  prior  to  submitting  punitive  damages 
issue  to  jury 

Periodic  payment  of  all  general  damages  and  of  future 
special  damages 

Cap  of  $1  million  on  total  damages 
Award  of  costs  and  fees  to  defendants  in  frivolous 
lawsuits 

Utah 

Cap  of  $250,000  on  noneconomic  damages 
Periodic  payment  of  future  damages 
Elimination  of  joint  and  several  liability  rule 
Guidelines  for  establishment  of  ajoint  underwriting 
association 
Washington 

Cap  on  noneconomic  damages:  sliding  scale  based  on 
life  expectancy;  maximum  ranges  from  $ 1 1 7,000  to 
$573,000  (all  personal  injury  actions) 

Periodic  payment  of  future  damages 
Shortened  statute  of  limitations 
Modificiation  of  joint  and  several  liablity  rule 
West  Virginia 

Increased  regulation  of  insurers 

Shortened  statute  of  limitations 

Ad  damnum  clause  eliminated 

Expert  witness  qualifications 

Cap  of  $ 1 million  on  noneconomic  damages 

Wyoming 

Assessment  of  costs  and  fees  to  party  making  baseless 
pleading 

Early  dismissal  of  defendants  upon  filing  of  an 
affidavit  of  noninvolvement 
Elimination  of  joint  and  several  liability  rule 
Pretrial  screening  panels 

‘Reprinted  with  permission,  American  Medical  Association, 
Division  of  Legislative  Activities,  Department  of  State 
Legislation. 
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Introductory  Statement 


In  recent  years.  New  Jersey  has 
acquired  the  somewhat  dubious 
distinction  of  “Cancer  Alley, 
U.SA”  Based  largely,  perhaps,  on  its  heavily  urbanized 
character.  New  Jersey  appears  to  be  one  of  the  leading 
states  in  the  country,  both  in  cancer  incidence  and  in 
death  rate,  for  certain  types  of  cancers. 

Because  so  much  attention  is  being  accorded  New 
Jersey  in  the  area  of  cancer.  NEW  JERSEY  MEDICINE 
felt  it  appropriate  to  focus  attention  on  the  subject  and 
invited  several  leading  authors,  primarily  from  within 
the  state,  to  address  various  aspects  of  this  subject 
and,  in  particular,  to  expound  upon  what  efforts  are 
being  made  in  New  Jersey  to  deal  with  the  cancer 
problem  as  it  now  exists  and,  furthermore,  what  is 
being  done  to  address  the  ultimate  objective  of  reduc- 
ing the  threat  of  cancer  that  faces  all  of  us  in  this  high- 
risk  area 

New  Jersey  has  taken  a vigorous  and  active  leading 
role  in  addressing  the  cancer  problem.  Frederick  B. 
Cohen,  M.D.,  one  of  the  leaders  in  the  state  in  clinical 
cancer  research  and  treatment,  introduces  the  articles 
which  follow  by  surveying  for  us  the  nature  and  extent 
of  clinical  cancer  research  in  New  Jersey. 

Substantial  progress  in  efforts  to  control  and  pre- 
vent cancer  has  been  and  is  being  made  as  a result 
of  the  efforts  conducted  by  the  New  Jersey  State  De- 
partment of  Health.  Dr.  Annette  Stemhagen  and  her 
associates  describe  the  type  of  epidemiology  research 
currendy  being  carried  out  in  the  state  and  how  it  may 
impact  on  bringing  about  an  ultimate  reduction  in  the 
occurrence  of  cancer  in  New  Jersey. 

Turning  to  certain  aspects  of  clinical  cancer,  Ralph 
S.  Greco,  M.D.,  tells  us  how  our  concepts  of  breast 


cancer  surgery  have  changed  in  recent  years  and  how 
it  may  be  that  New  Jersey  surgeons  are  reflecting  on 
the  approach  to  the  management  of  primary  breast 
cancer  that  is  being  promulgated  now  throughout  the 
country. 

For  many  years.  New  Jersey  has  had  a number  of 
very  capably  run  and  clinically  efficient  radiation  ther- 
apy facilities  but  perhaps,  too  often.  New  Jersey  resi- 
dents found  it  necessary  to  travel  to  centers  outside 
the  state  for  specialized  services  not  readily  available. 
Drs.  Garfinkel  and  Shaiman  describe  some  of  the  mod- 
em techniques  in  radiation  therapy  which  now  are 
accessible  and  available  to  state  residents  close  by 
their  homes.  While  certain  highly  specialized  radiation 
techniques  necessarily  will  continue  to  be  available 
only  at  major  treatment  centers  outside  the  state,  the 
majority  of  patients  should  be  able  to  receive  modem 
effective  radiation  therapy  right  here. 

Drs.  Peri  Kamalakar  and  Wondwessen  Bekele  in- 
form us  about  what  now  is  becoming  a much  more 
hopeful  attitude  in  the  approach  to  pediatric  malig- 
nant disease.  Modem  techniques  have  improved  the 
prognosis  substantially  for  many  of  the  common  pedi- 
atric malignancies.  Here  is  an  area  where  a desirable 
goal  would  be  to  manage  the  treatment  of  pediatric 
patients  as  close  to  home  as  possible;  many  of  these 
new  techniques  are  becoming  available  to  pediatric 
oncologists  in  New  Jersey. 

Pain  associated  with  cancer  can  be  particularly  de- 
bilitating and  difficult  to  manage.  Dr.  Abbott  Krieger 
and  his  associates  review  for  us  our  current  under- 
standing of  the  pathophysiology  of  pain  and  share 
with  us  some  of  their  attitudes  regarding  the  effective 
management  of  cancer  pain. 

Concluding  this  issue  is  Dr.  Richard  A.  Michaelson’s 
article  on  hospice.  One  of  the  important  aspects  of 
cancer  patient  management  is  the  recognition  of  when 
it  is  appropriate  to  provide  supportive  and  palliative 
care  for  individuals  in  the  final  terminal  phases  of 
their  incurable  illness.  The  hospice  philosophy  rec- 
ognizes the  inevitability  of  approaching  death  and  aids 
patients  and  families  in  dealing  with  this  difficult 
time.  New  Jersey  is  fortunate  in  having  a large  number 
of  recognized  hospice  facilities  and  Dr.  Michaelson 
brings  this  to  our  attention. 

This  issue  of  NEW  JERSEY  MEDICINE  will  serve  in 
addition  to  inaugurate  a new  feature  to  be  published 
serially  over  the  next  several  months.  Under  the  tide 
“Advances  in  Cancer,”  the  articles  will  highlight  speci- 
fic areas  pertaining  to  cancer  research  and  treatment, 
reflecting  particularly  the  participation  of  New  Jersey 
physicians  and  scientists.  Beginning  therefore,  with 
the  September  1986  issue,  featured  articles  will  deal 
with  the  virology  of  human  cancer,  the  role  of  on- 
cogenes in  human  neoplasia,  the  potential  place  of 
interferon  in  the  treatment  of  malignancy,  and  the 
potential  role  that  monoclonal  antibodies  may  have  in 
diagnosis  and  treatment.  In  addition,  other  topics  to 
be  addressed  include  hormone  receptors  in  clinical 
cancer  and  chemosensitivity  testing  as  an  aid  in  the 
selection  of  cytotoxic  therapy. 


*Dr.  Lippman  is  serving  as  Guest  Editor  of  this  issue  devoted 
to  cancer  in  New  Jersey.  Dr.  Lippman  is  Associate  Director, 
Department  of  Oncology,  Newark  Beth  Israel  Medical  Center. 
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CANCER 


PROGRESS  AGAINST 

CANCER 

IN  NEW  JERSEY 


Frederick  B.  Cohen,  m.d.* 

*Dr.  Cohen  is  Chairman,  Committee  on  Publication,  Medical 
Society  of  New  Jersey  and  Director,  Department  of  Oncology, 
Newark  Beth  Israel  Medical  Center. 


Cancer  remains  an  enigma  as  to 
its  course,  pathogenesis,  and 
management.  Despite  this,  re- 
search at  all  levels  is  proceeding  at  a rapid  rate. 
Tremendous  advances  in  our  understanding  of  the 
cellular  changes  which  accompany  the  transformation 
of  a cell  to  neoplasia  are  being  made  almost  daily.  The 
discovery  of  oncogenes  and  their  chemical  makeup 
and  function  undoubtedly  will  lead  to  more  improved 
methods  of  prevention  and  treatment. 

Despite  great  strides  in  basic  research,  at  least  50 
percent  of  all  patients  discovered  to  have  cancer  today 
will  die  of  their  disease.  This  means  that  a great  many 
patients  seen  in  clinics  today  will  be  incurable  and, 
therefore,  their  treatment  will  be  palliative  at  best.  In 
the  past,  patients  with  incurable  cancer  who  were 
eligible  and  who  could  manage  (physically,  socially,  and 
psychologically)  would  travel  to  large  cancer  centers  or 
the  National  Cancer  Institute  (NCI)  for  experimental 
therapies.  As  the  number  of  trained  oncologists  in- 
creased, treatment  in  the  community  became  ac- 
cessible and  the  number  of  patients  willing  to  travel 
to  distant  cancer  centers  diminished.  Since  there  were 
trained  cancer  specialists  at  home,  why  not  be  treated 
at  home?  Thus,  the  number  of  patients  available  for 
clinical  trials  of  new  methods  of  therapy  diminished 
and  clinical  research  was  progressing  slowly.  To  cor- 
rect this  deficit,  large  cooperative  groups  were  formed 
which  included  institutions  not  recognized  as  cancer 


centers.  These  groups,  at  first  regional,  soon  reached 
national  dimensions.  Such  groups  as  the  Eastern  Co- 
operative Oncology  Group  (ECOG),  the  Southwest  On- 
cology Group  (SWOG),  the  National  Surgical  Adjuvant 
Breast  and  Colon  Project  (NSABCP),  the  Acute  Leuke- 
mia Group  (ALG),  and  the  Children’s  Cancer  Coopera- 
tive Group  (CCCG)  are  examples  of  organizations 
which  have  made  great  contributions  to  clinical  cancer 
research.  Even  these,  however,  were  not  all  inclusive 
and  more  and  more  cancer  patients  with  advanced 
disease  or  potentially  fatal  disease  were  not  included 
in  clinical  trials.  For  that  reason,  NCI  developed  a pro- 
gram to  fund  cancer  research  in  the  community — the 
Community  Clinical  Oncology  Program  (CCOP).1 

Following  competitive  evaluation  of  grant  appli- 
cations from  over  300  organizations  throughout  the 
nation,  62  CCOPs  were  funded — 4 of  these  in  New 
Jersey.  Thus,  a foundation  for  organized  clinical 
cancer  research  at  the  community  level  was  estab- 
lished in  New  Jersey.  Today,  more  than  40  New  Jersey 
hospitals  are  involved  in  clinical  cancer  research 
(Table).  In  addition,  the  four  branches  of  UMDNJ  as 
well  as  the  Center  for  Molecular  Medicine  and  Im- 
munology (CMMI)  are  involved  in  intensive  clinical 
cancer  research.  The  majority  of  the  clinical  research 
being  done  in  our  state  falls  into  the  category  of  thera- 
peutic clinical  trials  and  can  be  classified  into  the 
following  types: 

1.  Phase  I Studies:  These  determine  the  rela- 
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A survey  of  the  nature  and  extent  of  clinical  cancer  research  in 
New  Jersey  reveals  the  inside  track  on  what  is  happening 
throughout  the  state . The  results  show  that  physicians  are 
reacting  vigorously  and  forthrightly  to  the  challenge . 


tionship  between  toxicity  and  dose-schedule  of  a treat- 
ment after  promising  animal  and  laboratory  studies. 

2.  Phase  II  Studies:  These  identify  tumor  types  for 
which  the  treatment  appears  promising. 

3.  Phase  III  Studies:  These  determine  the  effects  of 
a treatment  relative  to  the  natural  history  of  the  dis- 
ease, whether  a new  treatment  is  more  effective  than 
a standard  treatment  or  whether  a new  treatment  is 
as  effective  as  a standard  treatment  but  is  associated 
with  less  morbidity. 

These  studies  include  evaluation  of  surgical 
procedures,  radiotherapeutic  procedures,  chemo- 
therapy drugs  or  combinations,  immunostimulants, 
biologic  response  modifiers,  monoclonal  antibodies, 
antibiotics,  antiemeties,  and  pain  control  agents.  In 
addition,  clinical  cancer  research  may  involve  in- 
vestigation into  the  nursing,  psychological,  and  socio- 
logical aspects  of  cancer  and  may  include  not  only  the 
patient  but  his  family  and  even  the  community-at- 
large.  The  purpose  of  clinical  cancer  research  is: 

• To  bring  the  advantages  of  clinical  research  to 
cancer  patients  in  their  own  community  by  having 
practicing  doctors  and  their  patients  participate  in 
clinical  research  protocols. 

• To  provide  access  to  new  treatments  by  New  Jersey 
patients  as  soon  as  they  appear. 

• To  reduce  statewide  mortality  by  speeding  the 
transfer  of  newly  developed  cancer  treatment  tech- 
nology to  widespread  community  application. 

• To  allow  New  Jersey  practitioners  to  become  ac- 
quainted with  and  expert  in  the  use  of  new  techniques 
and  treatments. 

• To  allow  for  the  diffusion  of  modem  methods  of 
cancer  control  to  all  New  Jersey  practitioners,  even 
those  not  involved  in  research. 

• To  provide  a local  arena  (statewide)  for  clinical 
investigation  of  new  products  of  New  Jersey  companies 
and  laboratories. 

• To  educate  the  public  in  methods  of  cancer  control 
and  early  detection. 

• To  contribute  to  the  universal  body  of  knowledge 
regarding  cancer  in  humans. 

These  objectives  can  be  realized  when  research  is 
conducted  in  an  orderly,  organized,  and  statistically 
meaningful  way.  Thus,  we  must  establish  clinical  re- 
sults rather  than  deductive  reasoning.  Secondly,  the 
experimental  approach  requires  that  preplanned 
therapeutic  interventions  be  administered  to  specific 
types  of  patients  under  conditions  that  are  controlled 
to  enable  well-defined  medical  questions  to  be 
answered.2,3 


In  order  to  adhere  to  these  principles,  a written 
protocol  is  required.  This  is  a document  which 
outlines  the  purpose  of  the  clinical  study  including  the 
rationale,  the  method  of  administering  the  treatment 
and  details  concerning  the  plan  of  investigation.  The 
results  of  the  study  must  be  collected  and  analyzed 
with  the  utimate  objective  of  publishing  them.  Utiliz- 
ing this  method,  approximately  400  patients  were 
entered  into  clinical  trials  in  New  Jersey  in  1985.  These 
studies  ran  the  gamut  of  the  therapeutic  modalities 
mentioned.  This  represented  approximately  1 percent 
of  all  cancers  diagnosed  in  that  year  and  approximately 
5 percent  of  all  potentially  eligible  patients.  The  prob- 
able cause  for  this  dearth  of  studied  patients  is 
twofold;  first,  many  patients  still  seek  treatment  in 
nearby  centers  in  New  York  and  Pennsylvania  (the 
“leaky  border  syndrome”)  and  second,  most  of  our  on- 
cologists (including  surgeons  and  radiotherapists  as 
well  as  medical)  are  not  conducting  clinical  trials. 

In  order  to  address  these  problems,  the  New  Jersey 
Commission  on  Cancer  Research  and  Senator  Frank 
R Lautenberg  sponsored  a “Working  Conference  on 
Cancer  Research  in  New  Jersey.”  This  Conference  in- 
cluded workshops  on  basic  research,  epidemiologic/ 
environmental  research,  clinical  research,  and  re- 
sources for  funding  cancer  research.  In  the  realm  of 
clinical  research,  workshops  in  pediatric  cancer,  radio- 
biology,  psychosocial  research,  and  multidisciplinary 
clinical  research  were  conducted.  At  this  conference, 
representatives  of  clinical  researchers  of  the  state  con- 
cluded that  a statewide  cooperative  clinical  cancer  re- 
search endeavor  is  feasible  and  desirable.  This  project 
could  be  regional  in  its  activities  but  should  be  coordi- 
nated by  a single  body  representing  the  entire  spec- 
trum of  clinical  researchers  in  the  state.  This  organiza- 
tion should  be  involved  in  national  studies  through 
cooperative  agreements  with  national  groups  and  NCI. 
It  was  stressed  that  the  existing  resources  in  our  uni- 
versities, medical  schools,  independent  research  in- 
stitutes, and  the  pharmaceutical  industry  could  supply 
basic  materials,  methods,  and  medications  for  clinical 
trials.  With  proper  funding,  we  can  develop  data  collec- 
tion methods  and  statistical  analyses  to  ensure  excel- 
lent science.  Since  we  already  have  researchers  with 
proved  “track"  records  as  well  as  a unique  Commission 
on  Cancer  Research,  an  Oncology  Society  of  New  Jer- 
sey, and  a supportive  division  of  the  American  Cancer 
Society,  it  seems  completely  feasible  that  a “New  Jersey 
Cooperative  Clinical  Oncology  Program”  lies  in  our  fu- 
ture. This  will  help  us  realize  our  goals  and  will  expose 
to  the  public  the  vast  resources  of  basic  science  in  our 
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state  as  well  as  the  great  number  of  trained  and 
equipped  qualified  clinicians  to  do  clinical  cancer  re- 
search in  New  Jersey. 

A New  Jersey  Cooperative  Cancer  Program  should 
take  the  form  of  a Cooperative  Cancer  Center  (CCC) — 
that  is  a consortium  of  research  and  clinical  cancer 
facilities  and  groups  banded  together  to  meet  the 
needs  of  the  citizens  of  New  Jersey.  The  function  of  this 
organization  will  be  the  coordination  of  cancer-related 
projects  which  are  too  large  or  complex  to  be  ac- 
complished by  an  individual  investigator  or  institu- 
tion. The  New  Jersey  Commission  on  Cancer  Research 
has  encouraged  the  clinical  cancer  researchers  of  our 
state  to  plan  for  such  a cooperative  endeavor.  In  coop- 
eration with  Dr.  David  M.  Goldenberg,  an  application 
for  funds  to  plan  such  a program  has  been  made  to 
NCI.  This  grant  application  describes  the  potential 
functions  of  the  New  Jersey  Cooperative  Cancer  Center 
as  follows: 

New  Jersey  General  Acute  Hospitals 
Involved  in 

Cancer  Research/Protocols 

Beth  Israel  Hospital,  Passaic 

Bridgeton  Hospital,  Bridgeton 

Chilton  Memorial  Hospital,  Wayne 

Christ  Hospital,  Jersey  City 

Clara  Maass  Memorial  Hospital,  Belleville 

Columbus  Hospital,  Newark 

Cooper  Medical  Center,  Camden 

Deborah  Heart  and  Lung  Center,  Browns  Mills 

Elizabeth  General  Medical  Center,  Elizabeth 

Englewood  Hospital  Association,  Englewood 

Hackensack  Medical  Center,  Hackensack 

Helene  Fuld  Medical  Center,  Trenton 

Holy  Name  Hospital,  Teaneck 

Hospital  Center  at  Orange 

John  F.  Kennedy  Medical  Center,  Edison 

Memorial  General  Hospital,  Union 

Memorial  Hospital  of  Burlington  Co.,  Mount  Holly 

Mercer  Medical  Center,  Trenton 

Middlesex  General  Hospital,  New  Brunswick 

Mountainside  Hospital,  Montclair 

Monmouth  Medical  Center,  Long  Branch 

Morristown  Memorial  Hospital,  Morristown 

Newark  Beth  Israel  Medical  Center,  Newark 

Our  Lady  of  Lourdes,  Camden 

Overlook  Hospital,  Summit 

Rahway  Hospital,  Rahway 

Riverside  General  Hospital,  Secaucus 

Riverview  Medical  Center,  Red  Bank 

Saint  Barnabas  Medical  Center,  Livingston 

Saint  Clare’s  Hospital,  Denville 

Saint  Joseph’s  Hospital  and  Medical  Center,  Paterson 

Saint  Michael’s  Medical  Center,  Newark 

Saint  Francis  Medical  Center,  Trenton 

Saint  Peter’s  Medical  Center,  New  Brunswick 

Salem  County  Memorial  Hospital,  Salem 

United  Hospitals  Medical  Center,  Newark 

University  Hospital,  Newark 

Valley  Hospital,  Ridgewood 

Valerie  Fund,  Overlook  Hospital,  Summit 

Warren  Hospital,  Phillipsburg 

West  Hudson  Hospital,  Kearny 


1.  Provision  of  adequate  diagnosis  and  therapy  in 
the  most  suitable  location  for  the  cancer  patient. 
Where  appropriate,  these  services  should  be  provided 
near  the  patient’s  home.  However,  cancer  therapy  often 
requires  highly  specialized  and  expensive  equipment 
or  special  skills  that  can  be  maintained  only  through 
the  performance  of  an  adequate  volume  of  the  particu- 
lar procedure.  In  these  cases,  a specialized  center  or 
centers  should  be  available  to  which  patients  can  be 
referred,  and  which  will  maintain  an  adequate  volume 
of  patients  to  make  economical  use  of  the  specialized 
equipment  and  to  maintain  the  skills  of  the  staff.  To 
provide  diagnosis  and  therapy  at  the  most  appropriate 
locations,  it  will  be  necessary  to  define  agreed-upon 
referral  patterns  and  procedures;  to  provide  transpor- 
tation services;  to  use  self-care  or  minimal-care  facili- 
ties; and  to  provide  for  mutual  support  and  interaction 
of  the  medical  staffs  at  the  several  participating  in- 
stitutions. 

2.  Provision  of  adequate  diagnosis  and  therapy 
through  agreed-upon  standard  protocols  for  many 
types  of  diseases.  These  protocols  ensure  that  new 
knowledge  of  cancer  is  incorporated  into  clinical  prac- 
tice and  that  quality  of  care  is  more  nearly  uniform 
among  all  institutions  participating  in  the  system. 

3.  Multidisciplinary  pretreatment  evaluation,  for 
certain  types  of  patients,  should  be  used.  To  assure 
that  the  patient  will  have  a chance  to  benefit  from  the 
best  that  each  specialty  has  to  offer  and  thus  be  given 
optimal  therapy,  the  advice  of  a team  of  specialists 
should  be  the  basic  input  for  the  specific  decision 
concerning  the  management  of  those  types  of  diseases 
where  different  modalities  or  combinations  of  modal- 
ities may  be  most  efficacious. 

4.  Development  of  programs  in  clinical  research.  Pa- 
tients are  the  most  important  resources  of  a cancer 
management  system.  Their  response  to  treatment  is 
the  basis  for  evaluating  diagnostic  and  treatment 
methods  and  for  all  eventual  improvements  in  these 
methods.  Adequate  record  systems,  a data  network, 
and  systems  of  uniform  nomenclature  are  necessary 
to  the  conduct  of  retrospective  studies.  Formal  pro- 
spective studies  may  be  conducted  where  appropriate, 
particularly  in  areas  highly  pertinent  to  programs  of 
interest  to  affiliated  cancer  programs. 

5.  Maintenance  of  continuity  of  care.  Adequate  fol- 
lowup of  cancer  patients  after  treatment  is  essential. 
It  also  is  essential  for  the  patient  to  be  returned  to  his 
or  her  usual  source  of  primary  medical  care  so  that  the 
physician  treating  the  patient  for  other  possible  medi- 
cal problems  is  fully  aware  of  the  status  of  the  cancer 
condition. 

6.  Programs  of  cancer  detection,  where  disease  is 
detected  in  an  early  stage.  Cancer  is  a progressive  dis- 
ease; the  probability  of  therapeutic  success  is  higher 
if  the  disease  is  discovered  and  treated  early. 

7.  Transportation  and  assistance  for  patients  from 
their  residence  to  entry  into  the  system. 

8.  Public  education  directed  to  early  diagnosis  and 
to  cancer  prevention. 

9.  Toll-free  telephone  consultation  services  for  pri- 
vate physicians. 
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10.  Measures  aimed  at  cancer  prevention. 

1 1 . Provision  of  adequate  terminal  care  for  those 
patients  who  do  not  respond  to  treatment  and  eventu- 
ally reach  the  terminal  phase  of  the  disease. 

12.  Rehabilitation  programs  tailored  to  the  special 
needs  of  the  cancer-disabled  patient,  so  that  the  pa- 
tient can  function  at  his  or  her  optimal  level  physically, 
socially,  emotionally,  and  vocationally. 

13.  Teaching  and  training  of  physicians  and  allied 
health  personnel,  including  exposure  of  medical  stu- 
dents, to  a rational  system  of  cancer  management; 
training  of  residents  in  oncologic  specialties  and  in  the 
multidisciplinary  approach  to  cancer;  continuing 
education  for  practicing  physicians;  and  training  of 
technicians,  technologists,  nurses,  and  social  workers. 

14.  Interaction  with  basic  research  programs  at  af- 
filiated NCI-supported  cancer  centers  addressing 
carcinogenesis,  tumorigenesis,  immunological  aspects 
of  cancer,  and  similar  topics,  so  that  useful  findings 
can  have  rapid  application  in  clinical  practice. 

15.  Continuous  evaluation  of  the  operation  of  the 
cancer  management  system  to  demonstrate  and  docu- 
ment the  improvement  obtained,  for  example,  in  the 
fraction  of  patients  with  cancer  diagnosed  early  and 
in  survival  rates. 

In  addition  to  these  programmatic  activities,  there 
are  a number  of  important  administrative  functions 
that  can  be  fulfilled  by  a cancer  center.  The  following 
list  displays  several  potential  cancer  center  “core” 
functions  and  services  that  could  be  provided  through 


the  CCCNJ:  management  and  administration;  pro- 
gram planning  and  development;  program  evaluation 
and  reporting  resource  development  and  fundraising 
resource  allocation;  personnel;  consultants;  facilities; 
provision  of  “seed”  money;  equipment;  grant  prep- 
aration assistance;  travel  arrangements;  clinical  ih- 
vestigation  (inpatient);  clinical  pharmacology  labora- 
tory; biostatistics  laboratory;  radiopharmacy  labora- 
tory; animal  tumor  facility;  communications  and  publi- 
cations; cancer  newsletter;  cancer  bibliography  review; 
facilities  planning  and  development;  facilities  manage- 
ment (labs,  clinics,  offices);  equipment  inventory; 
cancer  center  grants  and  contracts  management; 
budget/fiscal  activities;  and  education  and  training. 

It  should  be  emphasized  that  this  cancer  center  will 
be  a center  without  walls,  independent  of  any  one  in- 
stitution or  group.  It  will  be  a statewide  cooperative 
group  involving  all  our  bonafide  cancer- related  ac- 
tivities and  all  qualified  personnel.  It  should  serve  as 
a model  for  the  entire  nation  and  should  assist  in  the 
accomplishment  of  our  goals. 
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Many  factors  contribute  to  mak- 
ing New  Jersey  a unique  place  in 
which  to  conduct  cancer 
epidemiology  studies.  The  heterogeneity  of  the  New 
Jersey  population  facilitates  the  investigation  of  a var- 
iety of  population  characteristics  and  also  the  selection 
of  more  specific  homogeneous  groups  for  study.  The 
population  is  quite  diverse  in  both  its  socioeconomic 
and  ethnic  backgrounds.  There  also  is  great  variation 
in  industrial  development  between  geographic  areas. 
Many  areas  of  the  state  are  heavily  industrialized;  how- 
ever, there  still  are  some  areas  of  the  state  that  are 
agricultural  or  remain  relatively  undeveloped. 

New  Jersey  is  the  most  densely  populated  state  in 
the  nation.  While  population  density  is  sometimes  re- 
garded as  a factor  in  New  Jersey's  high  cancer  rates, 
one  side  effect  is  that  it  increases  the  feasibility  of 
epidemiologic  interview  studies  in  New  Jersey.  Even 
statewide  studies  are  relatively  easy  to  conduct  be- 
cause of  the  large  numbers  of  persons  who  can  be 
contacted  in  the  relatively  short  driving  time  from  one 
end  of  the  state  to  the  other. 

There  has  been  a great  deal  of  support  from  both  the 


medical  and  the  lay  communities  for  all  efforts  related 
to  the  identification  of  cancer  etiologies  and  to  the 
control  and  prevention  of  cancer.  Because  of  the  recog- 
nition of  the  cancer  problem  in  New  Jersey,  the  legis- 
lature promulgated  a statute  in  1977  which  made 
cancer  a reportable  disease  and  which  established  the 
New  Jersey  State  Cancer  Registry.  The  degree  of  state 
commitment  and  funding  for  the  Registry  later  was  a 
prime  factor  in  the  selection  of  the  Registry  to  become 
part  of  the  national  Surveillance,  Epidemiology  and 
End  Results  (SEER)  network.  This  federal  support  ex- 
panded the  scope  of  the  data  collected,  to  include  not 
only  basic  incidence  data  but  also  treatment  and  fol- 
lowup data,  thereby  increasing  the  potential  for  appli- 
cations of  these  data  in  epidemiology  studies  of  cancer 
in  New  Jersey. 


‘From  the  New  Jersey  State  Department  of  Health  where  Dr. 
Stemhagen  is  Director  of  Cancer  Epidemiology  Services,  Ms. 
Schoenberg  is  Chief  of  the  Cancer  Epidemiology  Program, 
and  Ms.  Kohler  is  Chief  of  the  Cancer  Registry  Program.  Cor- 
respondence may  be  addressed  to  Dr.  Stemhagen,  New  Jersey 
State  Department  of  Health.  Division  of  Epidemiology  and 
Disease  Control,  CN  369,  Trenton,  NJ  08625. 


Annette  Stemhagen,  d.p.h.,  Janet  Schoenberg,  m.p.h.,  Betsy  Kohler,  m.p.h.* 
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Cancer  epidemiology  research  includes  descriptive  studies  of 
cancer  incidence  and  mortality  data  from  the  New  Jersey  State 
Cancer  Registry  and  analytic  epidemiologic  case-control  studies 
focusing  on  specific  cancer  sites.  Cancer  control  initiatives  are 
being  planned  based  on  these  descriptive  and  analytic  results. 


The  Cancer  Registry  publishes  annual  cancer  in- 
cidence reports  compiled  from  data  on  New  Jersey  resi- 
dents.13 These  reports  enumerate  the  number  of  inci- 
dent cancer  cases  in  the  state  according  to  age.  race, 
sex,  county,  and  primary  site.  Age-specific  and  age- 
adjusted  cancer  incidence  rates  also  are  presented  and 
comparisons  are  made  to  rates  calculated  from  SEER 
data  for  several  sites.  A five-year  report  is  planned  for 
1986  which  will  present  data  on  cases  diagnosed  dur- 
ing 1979  to  1983.  This  report  will  show  data  by  mu- 
nicipality for  13  major  sites,  and  patterns  of  incidence 
over  the  five-year  period  will  be  examined.  The  Registry 
also  plans  more  detailed  analyses  of  the  new  SEER- 
related  data  items.  For  example,  survival  analyses  are 
planned  so  that  we  may  see  how  well  New  Jersey  cancer 
patients  do  after  cancer  diagnosis  and  treatment. 

In  addition  to  providing  the  basis  for  descriptive 
statistical  evaluations  of  cancer  incidence  in  the  state, 
the  Cancer  Registry  has  been  a valuable  resource  for 
epidemiologic  studies  of  cancer  in  New  Jersey,  particu- 
larly for  case-control  studies  of  cancer.  The  first  such 
studies  conducted  by  the  State  Health  Department 
were  of  bladder  cancer.  New  Jersey  case-control  inter- 
view data  were  combined  with  similar  data  collected 
in  eight  other  centers  to  evaluate  bladder  cancer  risk 
associated  with  the  use  of  artificial  sweeteners.4  No 
elevated  risk  was  detected  in  the  overall  population. 
There  was  a 30  percent,  but  not  significant,  increase 
in  risk  among  the  heaviest  users — those  who  con- 
sumed 240  mg/day,  or  the  equivalent  in  sweetness  of 
eight  teaspoons  of  sugar.  Risk  was  elevated  among 
heavy  users  in  two  subgroups  of  subjects,  men  who 
were  heavy  smokers  and  women  who  were 
nonsmokers. 

The  New  Jersey  bladder  cancer  study  data  also  were 
analyzed  with  respect  to  other  risk  factors.  Approx- 
imately 40  percent  of  the  state’s  bladder  cancer  risk 
was  determined  to  be  attributable  to  cigarette  smok- 
ing. Similar  calculations  showed  that  about  20  percent 


of  the  bladder  cancer  risk  among  white  males  could 
be  attributed  to  occupation.5  This  included  not  only 
previously  recognized  high-risk  occupations  such  as 
painters  and  workers  in  the  rubber  and  leather  indus- 
tries, but  also  job  categories  such  as  drivers  and  gas 
station  attendants. 

The  Health  Department  also  conducted  a case-con- 
trol study  of  primary  liver  cancer.  Again,  the  focus  of 
the  study  was  occupational  associations.6  Significant 
risks  were  found  among  farm  workers  and  dry 
cleaners.  These  findings  may  be  pursued  in  more  detail 
by  the  Health  Department’s  Occupational  Health  Pro- 
gram in  an  attempt  to  characterize  better  the  specific 
occupational  exposures  which  contribute  to  this  risk. 

Other  epidemiologic  case-control  interview  studies 
conducted  by  the  Health  Department  have  focused  on 
lung  cancer,  both  among  men  and  among  women.  The 
data  from  the  study  of  lung  cancer  among  men  already 
have  been  analyzed  with  respect  to  occupational  risk 
factors78  and  also  with  respect  to  the  protective  role  of 
dietary  vitamin  A,  particularly  carotene.9 10  Other  ongo- 
ing analyses  primarily  are  concerned  with  differences 
in  lung  cancer  risk  by  histologic  type,  as  well  as  dif- 
ferences in  risk  associated  with  changing  smoking 
patterns  and  decreases  in  cigarette  tar  content.  One 
important  finding  is  that  although  lung  cancer  risk 
declines  significantly  after  smoking  cessation,  the  risk 
for  men  who  quit  smoking  16  to  25  years  ago  still 
remains  about  four  times  higher  than  the  risk  for 
lifetime  nonsmokers.  The  data  from  the  study  of  lung 
cancer  among  women  now  are  being  analyzed  with 
respect  to  associations  with  smoking,  diet,  and  oc- 
cupation; a particular  focus  of  these  analyses  is  the 
role  of  passive  smoking.  In  addition,  the  study  of  lung 
cancer  among  women  now  is  being  expanded  to  in- 
clude examination  of  risk  in  relation  to  residential 
radon  exposure. 

The  Department  of  Health  also  is  collaborating  with 
other  areas  nationwide  in  studies  of  brain  cancer,  male 
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breast  cancer,  and  oral  and  pharyngeal  cancers.  The 
brain  cancer  study  is  being  conducted  in  areas  with 
petrochemical  industries,  because  earlier  industry 
cohort  data  showed  a significant  brain  cancer  risk 
among  petrochemical  workers.  The  male  breast  cancer 
study  is  designed  to  evaluate  a variety  of  risk  factors, 
including  reproductive  and  dietary  factors.  The  major 
hypotheses  being  pursued  in  the  study  of  oral  and 
pharyngeal  cancers  concern  the  risks  associated  with 
use  of  smokeless  tobacco.  Other  issues  which  will  be 
considered  include  mouthwash  use  and  occupational 
exposures. 

The  Health  Department  will  begin  several  new 
epidemiologic  studies  of  cancer,  in  collaboration  with 
other  areas  nationwide.  A major  focus  of  the  planned 
study  of  renal,  pelvic,  and  ureteral  cancers  is  the 
hypothesized  risk  associated  with  analgesic  use.  A 
study  of  cancers  of  the  pancreas,  prostate,  and  esopha- 
gus and  multiple  myeloma  will  concentrate  on  explain- 
ing the  higher  incidence  of  these  cancers  among 
blacks. 

In  addition  to  traditional  case-control  epidemiologic 
interview  studies,  the  Health  Department  is  pursuing 
strategies  for  cancer  control  initiatives.  The  Cancer 
Registry  provides  an  excellent  background  data  base 
to  ascertain  patterns  in  cancer  diagnosis  and  stage  of 
disease.  These  data  can  be  used  to  target  high-risk 
populations  and  to  help  evaluate  the  success  of  any 
cancer  control  activities.  Efforts  will  be  directed  toward 
cancers  for  which  screening  techniques  are  available, 
such  as  cancers  of  the  breast  and  uterine  cervix. 

Since  primary  prevention  of  breast  cancer  currently 
is  not  possible,  early  detection  provides  the  best  means 
of  mortality  reduction.  There  were  4,40 1 incident  cases 
of  breast  cancer  diagnosed  in  1982  among  New  Jersey 
women.  That  same  year,  1,227  New  Jersey  women  died 
from  this  disease.  Breast  cancer  is  one  of  the  few 
cancer  sites  for  which  effective  screening  techniques 
are  available.  Because  of  its  ability  to  detect  preclinieal 
lesions  with  negligible  radiation  risk,  modem  low-dose 
mammography  is  considered  the  most  sensitive  single 
method  for  detecting  early  breast  cancer.  Randomized 
controlled  studies  have  shown  mammography  to  af- 
ford a 30  percent  mortality  reduction  among  women 
aged  50  and  older.  Although  mammography  is  avail- 
able widely,  it  seldom  is  used  as  a screening  modality. 
Many  physicians  are  not  aware  of  the  accuracy  and 
reliability  of  current  mammographie  techniques.  As  a 
result,  this  underutilization  of  mammography  for 
screening  purposes  keeps  the  price  relatively  high, 
which  represents  another  barrier  to  asymptomatic 
women. 

Another  cancer  for  which  there  is  a documented 
reduction  in  mortality  through  effective  screening  is 
cervical  cancer.  Over  1,426  New  Jersey  women  are 
diagnosed  with  this  cancer  annually,  36  percent  with 
invasive  disease.  Over  160  New  Jersey  women  die  from 
cervical  cancer  each  year.  With  the  advent  of  the 
Papanicolaou  (Pap)  test,  a relatively  inexpensive 


screening  technique,  a 70  percent  mortality  reduction 
has  been  observed  for  cancer  of  the  uterine  cervix  over 
the  past  40  years.  While  most  women  in  the  United 
States  have  had  at  least  one  Pap  test,  surveys  have 
shown  that  despite  equal  access  to  medical  care,  low- 
income  and  minority  women  are  the  least  likely  to  have 
had  a recent  test.  Epidemiologic  studies  have  shown 
that  cervical  cancer  is  most  common  in  these  same 
low-income  communities.  Moreover,  it  has  been  shown 
that  lack  of  followup  for  treatment  of  abnormal  Pap 
tests  represents  a preventable  failure  of  earlier  cervical 
cancer  screening  programs. 

All  of  the  past  and  present  activities  of  the  Cancer 
Epidemiology  Services  Unit  in  the  State  Health  Depart- 
ment could  be  accomplished  only  with  the  excellent 
support  received  from  the  state  medical  community. 
The  success  of  the  Registry  has  depended  on  the  coop- 
eration of  hospital  staff,  not  only  tumor  registrars  and 
medical  records  personnel,  but  also  the  physicians  and 
other  staff  who  provide  information  to  them.  The  suc- 
cess of  the  epidemiologic  studies  has  depended  on  the 
cooperation  of  hospital  pathology  departments,  par- 
ticularly in  those  studies  which  require  rapid  ascer- 
tainment of  newly  diagnosed  cancer  cases  in  order  to 
interview  the  patients  themselves  rather  than  a next- 
of-kin.  In  addition,  individual  physicians  have  been 
extremely  helpful  in  discussing  patients’  conditions 
prior  to  their  being  contacted  for  interviews.  Future 
efforts  in  cancer  epidemiology  and  cancer  control  will 
be  possible  only  with  continued  support  and  cooper- 
ation from  all  elements  of  the  medical  community.  In 
this  way.  New  Jersey  will  continue  to  make  substantial 
progress  in  identifying  cancer  etiologies  and  in  work- 
ing towards  the  control  and  prevention  of  cancer. 
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The  female  breast  is  one  of  the 
most  powerful  symbols  in  West- 
ern culture.  It  is  not  surprising 
that  loss  of  the  breast  has  profound  psychological, 
social,  and  sexual  significance  for  women.  Margaret 
Mead  has  suggested  that  the  female  breast  is  so  ideal- 
ized in  the  West  that  it  has  become  a woman's  identifi- 
cation with  the  feminine  role.1  Surgeons  who  care  for 
patients  with  breast  cancer  recognize  the  dread  as- 
sociated with  a breast  lump  which  occurs  even  though 
a diagnosis  of  breast  cancer  has  not  been  established. 
The  patient’s  first  fear  is  that  of  death,  followed  closely 
by  the  agonizing  thought  of  mutilation.  The  fear  of 
mastectomy  has  been  compared  to  the  fear  of  castra- 
tion in  men.2  We  all  have  heard  of  patients  who 
outrightly  refuse  mastectomy.  The  anger  and  hostility 
often  displayed  before  and  after  mastectomy  are 
substitutes  for  the  worst  form  of  anxiety.  All  of  us  have 
had  experience  with  patients  who  refuse  to  look  at 
their  wounds  after  mastectomy.  A person  who  cannot 
look  at  her  own  body  must  have  a mortal  dread  of  being 
seen  by  others,  especially  friends,  children,  husbands, 
or  lovers.  We  think  that  mastectomy  is  a catastrophe 
in  the  young  woman  but  more  acceptable  in  the  elderly. 
Young  and  old  are  relative  terms.  I am  reminded  of  an 
elegant,  80  year  old  whom  I treated.  When  options  were 
discussed,  she  admitted  that  her  breast  no  longer  had 
any  sexual  role  but  added,  “I  still  have  my  pride.” 
During  the  last  decade,  we  have  witnessed  a revo- 
lution in  the  treatment  of  breast  cancer.  The  disease 
will  strike  120,000  women  during  1985  and,  over  the 
course  of  a decade,  will  affect  all  of  us — as  physicians 
or  family  members.  It  now  is  possible  for  a woman  to 
develop  breast  cancer,  undergo  relatively  minor  sur- 
gery, spend  a couple  of  days  in  the  hospital,  and  be 
treated  by  radiation  therapy  and/or  hormonal  and 
chemotherapy  as  an  outpatient.  Some  of  these  patients 
will  live  normal  lives  with  normal  breasts — others  will 
die  in  a short  time  of  metastatic  disease.  The  purpose 
of  this  article  is  to  examine  the  current  role  of  surgery 
and  chemotherapy  in  the  treatment  of  breast  cancer. 


CURRENT  ROLE  OF  SURGERY  IN  THE  TREATMENT 
OF  BREAST  CANCER  


In  1976,  the  National  Surgical  Adjuvant  Breast  Pro- 
ject (NSABP)  began  a prospective  randomized  trial  to 
evaluate  segmental  mastectomy  in  the  treatment  of 
stage  I and  stage  II  breast  cancers  which  were  less  than 
4 cm  in  size.3  Women  were  randomly  assigned  to  the 
modified  radical  mastectomy,  segmental  mastectomy 
and  axillary  dissection  or  segmental  mastectomy, 
axillary  dissection,  and  breast  irradiation.  All  patients 
with  positive  nodes  received  chemotherapy.  The  study 
was  revolutionary  in  that  it  evaluated,  in  a prospective 
randomized  fashion:  1)  the  effectiveness  of  segmental 
mastectomy  for  breast  preservation:  2)  whether  radi- 
ation therapy  was  necessary  and  whether  it  reduced 
the  incidence  of  tumor  in  the  ipsilateral  breast  after 
segmental  mastectomy:  3)  whether  procedures  which 
salvaged  the  breast  result  in  a higher  risk  of  distant 
disease  and  death  than  does  mastectomy:  and  4)  the 
potential  clinical  significance  of  multicentricity.  Be- 
tween 1976  and  1984,  2,163  women  entered  the  trial. 
Of  this  number,  1,843  (85.2  percent)  were  included  in 
comparisons  because  they  met  the  criteria  for  in- 
clusion in  the  study.  The  mean  duration  of  followup 
was  39  months  (range  was  5 to  99  months). 

The  first  important  analysis  was  of  ipsilateral  breast 
recurrence  after  segmental  mastectomy  with  and 
without  breast  irradiation.  Among  the  565  patients 
treated  by  segmental  mastectomy  without  radiation, 
93  patients  suffered  ipsilateral  breast  recurrence. 
Among  the  566  patients  undergoing  segmental 
mastectomy  and  breast  irradiation,  only  25  patients 
had  ipsilateral  breast  recurrence.  The  incidence 
among  patients  with  negative  nodes  was  22  in  the 
group  receiving  radiation  therapy  and  54  in  the  group  j 
undergoing  segmental  mastectomy  alone.  Among  pa- 
tients with  positive  nodes,  3 treated  with  segmental 
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mastectomy  and  radiation  and  39  undergoing  segmen- 
tal mastectomy  alone  had  a subsequent  tumor.  Radi- 
ation therapy  significantly  decreased  the  probability 
that  a second  tumor  would  occur  in  the  ipsilateral 
breast.  At  five  years,  only  7.7  percent  of  patients  receiv- 
ing radiation  therapy  had  ipsilateral  breast  recurrence 
compared  to  27.9  percent  in  those  treated  by  segmen- 
tal mastectomy  without  radiation.  This  difference  was 
seen  in  patients  with  negative  nodes  as  well  as  those 
with  positive  nodes.  Only  2.1  percent  of  patients  with 
positive  nodes  who  were  irradiated  had  ipsilateral  re- 
currence as  compared  with  36.2  percent  of  those  who 
did  not  undergo  irradiation.  Radiation  therapy  was 
observed  to  be  of  benefit  whether  the  patients  had 
negative  or  positive  nodes  and  smaller  or  larger 
tumors.  Data  are  summarized  in  Figure  1. 

When  patients  undergoing  total  mastectomy  were 
compared  to  those  undergoing  segmental  mastectomy 
with  radiation  therapy,  there  was  an  advantage  which 
was  statistically  significant  in  disease-free  survival  in 
favor  of  the  patients  undergoing  segmental  mastec- 
tomy and  radiation  therapy.  Distant  disease-free 
survival  was  not  significantly  different  between  the 
two  groups  and  overall  survival  approached  statistical 
significance  for  the  group  undergoing  segmental 
mastectomy.  Data  are  summarized  in  Figure  2.  Finally, 
when  survival  was  compared  among  those  undergoing 
segmental  mastectomy  and  segmental  mastectomy 
plus  radiation  therapy,  there  was  no  difference  in  dis- 
tant disease-free  survival  or  overall  survival  but  there 
was  superior  disease-free  survival  on  the  part  of  those 
undergoing  segmental  mastectomy  plus  radiation 
therapy. 

The  findings  of  the  report  from  the  NSABP  clearly 
indicate  the  value  of  breast  irradiation  in  reducing  the 
incidence  of  ipsilateral  breast  recurrence.  They  do  not 
answer  the  question  of  whether  a boost  of  a particular 
type  would  contribute  to  any  additional  advantage  in 
the  methodology  of  radiation  therapy.  Since  some 
tumors  might  occur  in  the  ipsilateral  breast  at  some 
point  distant  from  the  original,  it  is  improbable  that 
a boost  would  have  any  effect  on  this  type  of  recur- 
rence. Since  all  patients  with  positive  nodes  received 
chemotherapy,  it  is  possible  that  the  recurrence  of 
fewer  tumors  in  patients  with  positive  nodes  might 
have  been  related  to  an  additive  effect  of  radiation 
therapy  and  chemotherapy.  On  the  other  hand,  it  is 
important  to  remember  that  more  than  two-thirds  of 
the  patients  who  did  not  receive  radiation  therapy 
have  remained  free  of  tumor  in  the  ipsilateral  breast. 
This  particular  study  does  not  allow  for  any  further 
conclusions  regarding  the  use  of  radiation  therapy 
after  segmental  mastectomy.  The  study  does  not  dem- 
onstrate any  adverse  effect  of  breast  preservation  on 
disease-free  survival,  distant  disease-free  survival,  or 
overall  survival.  Two  major  criticisms  of  this  study 
were  the  rather  short  mean  followup  and  the  observa- 
tion of  poorer  survival  than  might  have  been  antici- 
pated in  those  patients  undergoing  modified  radical 
mastectomy.  Nevertheless,  the  result  of  the  study  is 
powerful  testimony  that  segmental  mastectomy  and 
breast  irradiation  are  suitable  local-regional  treat- 
ments for  breast  cancer. 


The  NSABP  study  effectively  established  breast  con- 
servation as  a valid  alternative  to  the  modified  radical 
mastectomy  (Figure  3).  On  the  other  hand,  for  a 
number  of  reasons,  women  may  continue  to  require 
mastectomy  for  effective  local- regional  control.  For 
these  patients,  breast  reconstruction  now  is  a viable 
alternative  for  large  numbers  of  these  patients.  Re- 
construction has  become  so  commonplace  that 
whether  or  not  to  reconstruct  no  longer  is  an  issue. 
Rather,  the  current  debate  focuses  on  whether  or  not 
immediate  reconstruction  should  replace  delayed  re- 
construction as  the  method  of  choice.  These  subjects 
are  reviewed  in  the  work  of  Dowden,* 1 2 3 4  Dean,5  and  Well- 
isch.6 

THE  ROLE  OF  ADJUVANT  CHEMOTHERAPY  FOR 
BREAST  CANCER 

The  last  decade  has  witnessed  a revolution  not  only 
in  surgeiy  of  the  breast  but  also  the  elucidation  of  the 
biology  of  breast  cancer.  Though  the  term  “minimal 
breast  cancer”  has  become  a buzz  word  for  clinicians, 
few  cancers  are  diagnosed  when  they  are  biologically 
minimal.  We  now  recognize  that  the  5 x 108  or  1 x 109 
cancer  cells  necessary  to  diagnose  a breast  lesion  often 
are  associated  with  mierometastases.  The  last  decade 
has  seen  a plethora  of  major  therapeutic  efforts 
through  prospective  trials  to  treat  or  control  this  sys- 
temic component  of  breast  cancer.  Bonadonna  and 
Valagussa  have  reviewed  this  subject  in  detail.7 

In  September  1985,  the  National  Institutes  of  Health 
(NIH)  convened  a Consensus  Development  Conference 
on  adjuvant  chemotherapy  for  breast  cancer.  A 
number  of  the  important  observations  and  con- 
clusions of  this  conference  warrant  review.8  It  is  im- 
portant to  recognize  that  through  the  efforts  of  a 
number  of  cooperative  national  breast  cancer  projects, 
important  prognostic  variables  have  been  identified  in 
the  natural  history  of  breast  cancer.  These  include 
histologic  status  of  axillary  lymph  nodes,  primary 
tumor  size,  steroid  hormone  receptors,  menopausal 
status,  and  histopathology.  The  pathological  status  of 
regional  lymph  nodes  remains  the  single  best  arbiter 
of  prognosis  and  four  lymph  node  categories  have  been 
identified — negative,  1-3  positive  nodes,  4-9  positive 
nodes,  and  10  or  more  positive  nodes.  Finally,  since 
definitions  of  menopausal  status  are  variable,  age 
(<  50  versus  > 50  years)  should  be  utilized.  The  con- 
ference concluded: 

1.  For  premenopausal  women  with  positive  nodes, 
treatment  with  established  combination  chemo- 
therapy should  become  the  standard  of  care  regardless 
of  hormone  receptor  status. 

2.  For  premenopausal  patients  with  negative  nodes, 
adjuvant  therapy  generally  is  not  recommended. 

3.  For  postmenopausal  women  with  positive  nodes 
and  positive  hormone  receptor  levels,  tamoxifen  is  the 
treatment  of  choice. 

4.  For  postmenopausal  women  with  positive  nodes 
and  negative  hormone  receptor  levels,  chemotherapy 
cannot  be  recommended  as  standard  practice. 

5.  For  postmenopausal  women  with  negative  nodes, 

there  is  no  indication  for  routine  adjuvant  treatment 

regardless  of  hormone  receptor  levels. 
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Despite  these  recommendations,  the  Consensus 
Conference  agreed  that  while  adjuvant  chemotherapy 
and  hormonal  therapy  are  effective  treatments  for 
breast  cancer,  optimum  therapy  has  not  been  defined 
for  any  subset  of  patients  and  the  continued  inclusion 
of  patients  in  clinical  trials  is  strongly  encouraged. 
Among  those  areas  requiring  controlled  clinical  trials 
are:  1)  the  use  of  adjuvant  chemotherapy  and/or  en- 
docrine therapy  in  patients  with  negative  axillary 
lymph  nodes;  2)  more  effective  chemotherapy  for  node 
positive  patients,  including  dose  intensification;  3) 
new  combinations  of  effective  drugs  and  scheduling  of 
cytotoxic  agents;  4)  optimum  duration  of  tamoxifen 


ALL  PTS*  NEGATIVE  NODE  PTS  POSITIVE  NODE  PTS* 


#AT  * 565  484  308  184  10  4 62  358  310  1 97  115  70  4 3 207  174  III  69  34  1 9 
RISK  *566  496  340  214  134  76  373  329  226  144  89  54  193  167  114  70  45  22 
^ADJUSTED  FOR  MO  OF  POS  MOOES 

Figure  1— Life-table  analysis  showing  the  percentage  of  pa- 
tients remaining  free  of  breast  tumor  after  segmental  mastec- 
tomy (SM)  or  segmental  mastectomy  with  breast  irradiation 
(SM  + RTx).  (Reprinted  with  the  permission  of  the  N Engl  J 
Med  312:667,  1985.) 


DISEASE  FREE  SURVIVAL  DISTANT  DISEASE  FREE  SURVIVAL  SURVIVAL 


#AT  ° 586  520  356  212  121  67  586  523  370  221  128  67  586  532  398  253  148  81 
RISK  * 625  554  382  241  149  88  625  556  384  246  151  88  625  558  406  266  168  98 
ADJUSTED  FOR  HO  OF  POS  NOOES 

Figure  2— Life-table  analysis  showing  disease-free  survival 
distant-disease-free  survival,  and  overall  survival  of  patients 
treated  by  total  mastectomy  (TM)  or  by  segmental  mastec- 
tomy plus  radiation  (SM+RTx).  (Reprinted  with  the  per- 
mission of  the  N Engl  J Med  312:671,  1985.) 


Figure  3— The  cosmetic  result  after  segmental  mastectomy. 
Cancer  was  in  the  patient's  left  breast. 


administration;  5)  methods  to  better  control  the  side 
effects  of  adjuvant  therapy;  and  6)  continued 
assessment  of  delayed  effects  of  adjuvant  therapy. 

CONCLUSION 

The  breast  cancer  we  treat  today  bears  little  simi-i! 
larity  to  that  encountered  by  Halsted  and  others.3 17; 
Local- regional  control  may  well  be  accomplished 
without  mastectomy.  The  clinical  and  biological  com 
cepts  which  led  to  the  development  of  the  radical 
mastectomy  have  been  replaced  by  a more  sophisti  ! 
cated  understanding  of  the  biology  of  breast  cancer. 
The  main  reason  survival  rates  are  improving  in  breast 
cancer  is  that  we  are  treating  earlier  cancers  and  per- 
haps because  of  effective  chemohormonal  therapy  in 
the  adjuvant  setting. 

It  is  premature  to  conclude  that  procedures  less  than 
mastectomy  should  entirely  replace  the  modified  rad- 
ical mastectomy.  Any  objective  reviewer  must  conclude,  j 
however,  that  there  is  undoubtedly  a group  of  patients 
for  whom  segmental  mastectomy  with  and  without  | 
radiation  therapy  will  become  the  treatment  of  choice 
during  the  next  decade.  Despite  the  increasing  popu- 
larity of  procedures  which  conserve  the  breast  and  the 
emphasis  on  reconstruction  when  that  is  not  possible, 
we  should  not  forget  that  breast  cancer  continues  to 
affect  thousands  of  women  each  year  and  many  will 
die  of  their  disease.  Thus,  while  the  surgery  of  breast 
cancer  is  a popular  issue  which  continues  to  attract 
great  attention  in  our  media,  it  is  important  to  re- 
member that  women  do  not  succumb  to  local-regional 
disease  or  local- regional  recurrence.  Although  chemo- 
therapeutic and  hormonal  manipulations  in  the  adju- 
vant setting  have  accomplished  a great  deal,  much 
work  lies  ahead.  It  is  wise  for  all  of  us  to  heed  the 
admonition  of  the  Consensus  Development  Confer- 
ence that  the  best  way  to  manage  patients  with  breast 
cancer  is  within  the  confines  of  a controlled  clinical 
trial.  All  patients  and  all  of  their  physicians  should  be 
strongly  encouraged  to  participate. 
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Every  day  more  and  more 
physicians  are  hearing 
something  remarkable 
from  some  of  their 


hypertensive  patients... 


from  the  ones  on  once-daily 

INDERAL  LA 


(PROPRANOLOL  HCI) 


with  a side-effect  profile  unsurpassed 
by  atenolol  or  metoprolol. 


As  seen  in  this  double-blind, 
crossover,  placebo-controlled 
study.1 

Which  shows  you  how  truly 
well  tolerated  once-daily 
INDERAL  LA  can  be. 

What  comes  as  no  surprise, 
of  course,  is  that  it  gives  you 
the  antihypertensive 
effectiveness  you’ve  come  to 
expect  from  INDERAL. 


Selected  Side  Effects 


INDERAL  LA  as  well  tolerated  as  atenolol  and  metoprolol  in  a 
double-blind,  crossover,  placebo-controlled  study  of  138  hypertensives1 
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INDERAL®  LA.  For  control. 
Comfortable  control.  Once  a day. 
It's  the  last  word. 


Hypertensives:  Feeling  well  and 
doing  well,  all  in  one. 
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LONG  ACTING 


INDERIDE  LA 


(PROPRANOLOL  HCI  [INDERAL  LAl/ 
HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 


LONG  ACTING 
CAPSULES 


INDERAL  LA  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma. 

Please  turn  page  for  brief  summary  of  prescribing  information. 
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ONCE" DAILY  long  ACTING  CAPSULES 

Inderide  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL®  LA),  80  mg,  120  mg,  or  160  mg, 
and  hydrochlorothiazide,  50  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULARS  ) 
INDERAL  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE'  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg 
substitutes  for  INDERAL  and  INDERIDE  Tablets.  Please  see  package  circulars. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in: 
1)  cardiogenic  shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block;  3)  bron- 
chial asthma;  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary 
to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-derived  drugs. 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE:  Sympathetic 
stimulation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  con- 
gestive heart  failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  fail- 
ure. Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  if 
necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated,  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking 
agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of 
propranolol  therapy.  Therefore,  when  discontinuance  of  propranolol  is  planned  the 
dosage  should  be  gradually  reduced  and  the  patient  carefully  monitored.  In  addition, 
when  propranolol  is  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If  pro- 
pranolol therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  for  the 
management  of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at 
risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 


CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies;, 
in  animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity.  There  were  no  drug-related  tumorigenic  i 
effects  at  any  of  the  dosage  levels.  Reproductive  studies  in  animals  did  not  show  any)  i 
impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  Propranolol  has  been  shown  to  be  embryotoxic* 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  i r 
dose.  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  Propranolol  i r 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  * 
the  fetus. 

NURSING  MOTHERS:  Propranolol  is  excreted  in  human  milk.  Caution  should  be  exer-fll 
cised  when  propranolol  is  administered  to  a nursing  mother. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

Hydrochlorothiazide:  GENERAL:  Periodic  determination  of  serum  electrolytes  to  ) 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or.  :> 
electrolyte  imbalance,  namely:  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale- I 
mia.  Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  J 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids.  Medication  such  as  digitalis  I 
may  also  influence  serum  electrolytes.  Warning  signs  irrespective  of  cause  are:  Dryness  of  a 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  | 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances  1 
such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  I 
present,  or  during  concomitant  use  of  corticosteroids  or  ACTH. 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia.  jl 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  I 
digitalis  (eg,  increased  ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by  J 
use  of  potassium  supplements,  such  as  foods  with  a high  potassium  content. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  :| 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease).  Dilutional  hypona-  II 
tremia  may  occur  in  edematous  patients  in  hot  weather;  appropriate  therapy  is  water  jl 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre-  ip 
mia  is  life-threatening.  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  jl 
of  choice 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  1 
thiazide  therapy. 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide 
administration. 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance. 

Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
on  prolonged  thiazide  therapy.  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis,  bone  resorption,  and  peptic  ulceration,  have  not  been  seen.  Thiazides 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function. 

DRUG  INTERACTIONS:  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocurarine. 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient.  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine.  This  diminu- 
tion is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 

PREGNANCY:  Pregnancy  Category  C.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood.  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal 
laundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  ! 
the  adult. 

NURSING  MOTHERS:  Thiazides  appear  in  human  milk.  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing. 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm.  Propranolol  does  not  distort  thyroid 
function  tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol. 

MAJOR  SURGERY : The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability 
of  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anes- 
thesia and  surgical  procedures. 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE 
BETA  BLOCKERS.  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
receptors. 

DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be 
more  difficult  to  adjust  the  dosage  of  insulin.  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure. 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease. 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia.  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop. 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs.  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported. 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL:  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function.  Propranolol  is  not  indicated 
for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test.  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase. 


Propranolol  hydrochloride  (INDERAL'®  LA):  Most  adverse  effects  have  been  mild  i 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy. 

Cardiovascular.  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypo- 
tension, paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of 
the  Raynaud  type 

Central  Nervous  System:  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  vi- 
sual disturbances;  hallucinations;  an  acute  reversible  syndrome  characterized  by  disori- 
entation for  time  and  place;  short-term  memory  loss;  emotional  lability;  slightly  clouded  I 
sensorium,  and  decreased  performance  on  neuropsychometrics. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  ; 
constipation;  mesenteric  arterial  thrombosis;  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis;  erythematous  rash;  fever  combined  with  ach-  ; 
ing  and  sore  throat;  laryngospasm  and  respiratory  distress. 

Respiratory  Bronchospasm. 

Hematologic  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported. 

Miscellaneous:  Alopecia;  LE-like  reactions;  psoriasiform  rashes;  dry  eyes;  male  impo- 
tence;  and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal:  Anorexia;  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti-  > 
pation;  |aundice  (intrahepatic  cholestatic  jaundice);  pancreatitis;  sialadenitis. 

Central  Nervous  System  Dizziness,  vertigo,  paresthesias;  headache;  xanthopsia. 
Hematologic:  Leukopenia;  agranulocytosis,  thrombocytopenia;  aplastic  anemia 
Cardiovascular:  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics). 

Hypersensitivity : Purpura;  photosensitivity;  rash;  urticaria;  necrotizing  angiitis  (vascu-  j 
litis,  cutaneous  vasculitis);  fever;  respiratory  distress,  including  pneumonitis;  anaphylac- 
tic reactions. 

Other:  Hyperglycemia;  glycosuria;  hyperuricemia;  muscle  spasm;  weakness;  restless- 
ness; transient  blurred  vision. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  i 
reduced  or  therapy  withdrawn. 

* The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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DRUG  INTERACTIONS.  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine,  should  be  closely  observed  if  propranolol  is  administered.  The  added  catechol- 
amine-blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity,  which  may  result  in  hypotension,  marked  bradycardia,  vertigo  syncopal 
attacks,  or  orthostatic  hypotension.  ' 
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Cancer  in  the  young,  though  rare, 
is  the  leading  cause  of  death  in 
children  under  15  years  of  age, 
second  only  to  accidents.  There  are  between  6,000  and 
7,000  new  cases  diagnosed  per  year  in  children  under 
15  years  of  age.  Miller  reported  a significant  decline  in 
childhood  cancer  mortality  rates  between  1950  and 
1980  for  most  of  the  common  pediatric  malignancies.1 
Using  a 60  percent  overall  survival  for  all  pediatric 
malignancies.  Meadows  estimated  that  by  the  year 
1990,  for  20-year-olds,  1 in  eveiy  1,000  would  be  a sur- 
vivor of  childhood  cancer.2  This  is  significant  progress 
considering  the  low  incidence,  lack  of  “cancer  warning 
signs,”  and  preventable  environmental  factors,  i.e. 
smoking  for  adults. 

The  purpose  of  this  article  is  to  provide  a brief 
outline  on  the  current  status  of  the  most  common 
pediatric  malignancies. 

ACUTE  LYMPHOCYTIC  LEUKEMIA  (ALL) 

Major  advances  were  made  in  the  diagnosis  and 
management  of  childhood  ALL  over  the  last  20  years. 
However,  a landmark  observation  was  made  earlier  in 


1940  by  Farber  and  colleagues  who  showed  that  the 
folic  acid  antagonist  aminopterin  induced  a temporary 
remission  in  ALL.  The  pioneering  work  done  at  St. 
Jude  Children’s  Hospital3  in  Memphis  during  the  early 
1960s  and  the  contributions  by  the  two  children’s 
study  groups  in  this  country,  namely  C.C.S.G.  (Chil- 
dren’s Cancer  Study  Group)  and  Pediatric  Oncology 
Group  (P.O.G. — Formerly  Acute  Leukemia  Group  B) 
has  resulted  in  the  current,  better  than  50  percent 
disease-free  survival  at  5 years  from  a median  survival 
of  three  months  in  the  early  1 960s. 

Incidence  is  approximately  2,000  new  cases  each 
year  under  15  years  of  age.  Peak  age  is  3 to  5 years 
of  age  for  40  percent  of  the  eases.  Prognostic  factors 
include  recognition  and  classification  of  ALL  into  three 
groups  (Table). 

The  current  recommended  maintenance  therapy  fol- 
lowing induction  is  two  years  for  girls  in  the  good 


*From  the  Department  of  Pediatric  Hematology/Oncology, 
Newark  Beth  Israel  Medical  Center,  where  Dr.  Kamalakar  is 
Director  and  Dr.  Bekele  is  Associate  Director. 


Peri  Kamalakar,  m.d.,  and  Wondwessen  Bekele,  m.d.* 

— ^ ^ ^ ^ imim  > 


VOL.  83— NUMBER  8— AUGUST  1986 


519 


PROGNOSTIC  FACTORS 


Factor 

Good 

Average 

Poor 

WBC  count  at  diagnosis  (in  thousands) 

<10 

10-50 

>50 

Age  at  diagnosis  (in  years) 

2-10 

10-15 

>15 
< 1 

Lymphoma  syndrome 

Absent 

Partial 

Present 

Mediastinal  mass 

Absent 

Absent 

Present 

CNS  disease  at  diagnosis 

Absent 

Absent 

Present 

FAB*  morphology 

L,  ; 4 <10% 

4 or  4 >10% 

4 or  4 

Immunologic  markers 

Non-B,  Non-T 
T Cell  <10% 

Non-B,  Non-T 
T Cell  >25% 

T or  B 

Percentage  of  all  patients 

30% 

50% 

20% 

Continuous  remission 
at  five  years 

75% 

50% 

30-40% 

*FAB= French  American  British  Morphological  Classification 


prognosis  group  and  three  years  for  all  boys  and  girls 
in  high-risk  groups. 

Results  include  an  overall  95  percent  indue- 
tion/remission  rate  during  the  first  four  to  six  weeks. 
The  5 percent  failure  rate  is  due  to  incorrect  diagnosis 
and  unrecognized  metabolic,  bleeding,  and  infectious 
complications,  and  rarely  is  due  to  treatment  failure. 
Seventy-five  percent  five-year  disease-free  survival  is 
known  in  the  good  prognosis  group;  close  to  50  percent 
disease-free  survival  (DFS)  in  average  risk  and  30  to 
40  percent  DFS  in  high-risk  groups.  If  a child  remains 
disease  free  for  five  years,  he  virtually  may  be  con- 
sidered cured  as  late  relapses  are  extremely  rare. 

The  current  goals  are  to  reduce  the  number  of  drugs 
and  duration  of  therapy  without  affecting  the  results 
in  the  good  prognosis  group  so  that  long-term  chemo- 
therapy effects  can  be  minimized,  and  to  provide  more 
innovative  “front  line  loading"  therapy  with  multiple 
drugs  to  achieve  better  results  in  high-risk  groups.4 

BRAIN  TUMORS 

Most  common  solid  tumors  are  in  children  under  15 
years  of  age.  .Annual  incidence  is  1,200  to  1,500  new 
cases  and  these  are  nearly  always  primary  lesions  in 
children  aged  3 to  5 years.  Cerebellar  astrocytomas  and 
medulloblastomas  are  the  most  common  types.  Unlike 
leukemias  and  other  solid  tumors,  cooperative  efforts 
among  various  disciplines  have  been  lagging  behind. 

Surgery  and  radiation  therapy  have  been  the  main- 
stay except  in  far  advanced  or  recurrent  disease  situ- 
ations. More  recently,  an  international  Brain  Tumor 
Study  Group  has  shown  significantly  improved  dis- 
ease-free survival  in  medulloblastoma  with  brain  stem 


involvement  by  the  addition  of  chemotherapy  to  sur- 
gery and  radiation  therapy  (58  percent  versus  18  per- 
cent).5 

In  view  of  the  small  number  of  cases  per  histological 
type  and  site  in  pediatric  brain  tumors,  treatment  of 
these  children  at  cancer  treatment  centers  with  multi- 
disciplinary teams  cannot  be  overemphasized  for  im- 
proved survival  and  reduced  morbidity. 

WILMS’  TUMOR 


Wilms’  tumor  is  a model  of  a curable  pediatric  malig- 
nancy. It  is  the  third  most  common  solid  tumor  in 
children  with  an  annual  incidence  of  7.8  per  million 
children.  The  collaborative  effort  of  pediatric  on- 
cologists, radiation  therapists,  pathologists,  and  sur- 
geons in  the  National  Wilms’  Tumor  Study  (NWTS) 
group  has  resulted  in  the  dramatic  improvement  in 
survival  in  this  disease.  The  first  NWTS  was  started  in 
1969.  It  was  shown  that  routine  postoperative  radi- 
ation therapy  was  not  needed  for  localized  disease  and 
combination  chemotherapy  is  superior  to  single 
agents.  Subsequent  NWTS  investigations  have  shown 
the  following:  The  results  of  a shorter  period  of  treat- 
ment are  comparable  to  a longer  period  of  treatment; 
and  three  agents  are  superior  to  two  agents  for  the 
treatment  of  advanced  disease.  The  relapse-free 
survival  (RFS)  rate  for  patients  with  localized  disease 
is  close  to  93  percent  in  the  second  NWTS,  and  for 
more  advanced  disease  without  hematogenous  spread 
is  about  80  percent.  A number  of  factors  including 
histological  types  have  prognostic  significance.  Good 
prognosis  is  correlated  with  a high  degree  of 
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epithelioid  differentiation.  On  the  other  hand, 
sarcomatous  and  anaplastic  tumors  have  a poor  prog- 
nosis. 

NON-HODGKIN’S  LYMPHOMA 

Ten  percent  of  pediatric  malignancies  seen  in  pa- 
tients less  than  15  years  of  age  are  non-Hodgkin’s 
lymphoma;  it  is  1.5  times  more  frequent  than  Hodg- 
kin’s and  3.5  times  more  frequent  in  boys.  It  appears 
in  the  anterior  mediastinum  cervical,  supraclavicular, 
and  axillary  nodes,  abdomen,  and  Waldeyer's  ring. 
Almost  always,  non-Hodgkin’s  lymphoma  is  of  diffuse 
variety  with  increased  risk  for  bone  marrow  and  CNS 
involvement,  as  against  adults  where  the  follicular 
(nodular)  type  with  better  prognosis  is  more  common. 

The  most  exciting  development  in  the  study  of 
lymphomas  is  the  application  of  the  refined  tech- 
niques of  cytogenetics  and  molecular  biology.1 2 3 4 5 6 7 8  The 
best-studied  genetic  abnormality  is  found  in  patients 
with  Burkitt’s  lymphoma  The  lymphoma  cells  in  the 
majority  of  these  tumors  show  a characteristic 
chromosomal  disorder  in  which  there  is  a trans- 
location of  the  long  arm  of  chromosome  8 to 
chromosome  14.  Other  less  common  translocations 
found  in  this  disease  are  t (8;  22)  and  t (8;  2).  Two  veiy 
interesting  observations  recently  were  made:  the  gen- 
etic material  involved  in  t (8;  14)  translocation  involves 
the  c-myc  oncogene;  and  the  gene  loci  for  heavy  chain 
and  k,  A light  chains  are  found  on  chromosomes  14, 
2,  and  22.  The  chromosomal  rearrangement  in  this 
translocation  results  in  the  deregulation  c-myc  on- 
cogene which  is  expressed  in  cells  with  8;  14  trans- 
location. How  this  expression  c-myc  oncogene  results 
in  lymphoid  neoplasia  is  not  clear.  However,  we  do 
know  that  c-myc  gene  is  an  analog  of  the  transforming 
gene  found  in  viral  avian  myeloma 

Therapy  is  based  on  histology  and  immunological 
markers.  Hence,  it  is  critical  that  the  surgeon  consult 
the  oncologist  and  pathologist  whenever  a suspected 
lesion  is  biopsied  so  that  the  specimen  may  be  col- 
lected in  appropriate  media  An  improper  handling  of 
the  sample  results  in  a re-exploration  and  biopsy  re- 
sulting in  unnecessary  second  surgery  and  time  delay. 

SOFT  TISSUE  SARCOMAS 

Six  percent  of  all  malignancies  in  children  under  15 
years  of  age  are  soft  tissue  sarcomas  with  rhab- 
domyosarcoma being  the  most  common. 

Common  sites  of  these  sarcomas  are  head  and  neck, 
genitourinary  tract,  extremities,  and  trunk  Radical 
and  disabling  surgery  had  been  the  cornerstone  ther- 
apy prior  to  establishment  of  an  intergroup  rhab- 
domyosarcoma study  in  the  early  1970s.  With  the  in- 
troduction of  combination  chemotherapy  plus  local 
radiation  therapy,  the  current  protocols  are  achieving 
a higher  disease-free  survival  rate  with  minimal 
morbidity.9 

MALIGNANT  BONE  TUMORS 

Malignant  bone  tumors  are  extremely  rare  in  chil- 
dren with  an  annual  incidence  of  5.7  cases/million 


children  under  15  years  of  age.  Osteosarcoma  and 
Ewing’s  sarcoma  are  the  most  common.  Recent  ad- 
vances in  these  rare  tumors  are  as  follows:  Needle 
biopsy  seems  to  provide  adequate  information  in  most 
cases.10  CAT  scan  of  the  chest  seems  to  be  a good  tool 
to  pick  up  micrometastasis.  Limb  salvage  procedures 
with  intensive  chemotherapy  are  feasible  in  the  ma- 
jority of  the  children  with  osteosarcoma  with  80  to  90 
percent  disease-free  survival  at  2 to  3 years.11 

CONCLUSION 

It  no  longer  is  acceptable  to  say  the  child  with 
leukemia  or  other  childhood  malignancies  “will  die 
anyway.”  This  places  both  the  primary  care  physician 
and  the  pediatric  oncologist  in  a unique  and  challeng- 
ing situation  because  every  childhood  malignancy 
with  few  exceptions  is  potentially  curable. 

Children  cured  from  cancer  soon  will  make  up  a 
significant  part  of  the  adult  population.  Long-term  fol- 
lowup of  these  children  is  necessary  to  document  the 
adverse  late  effects,  such  as  secondary  malignancies, 
pulmonary  fibrosis  as  a result  of  chemotherapy,  en- 
docrine failures,  and  neuropsychological  and  intellec- 
tual dysfunction  as  a result  of  cranial  radiation. 

More  innovative  approaches  to  treatment  are  re- 
quired in  advanced  neuroblastoma.  The  prognosis  for 
this  disease  remains  dismal  with  the  use  of  traditional 
chemotherapy  and  radiation  treatment.  Bone  marrow 
transplantation  which  is  a promising  modality  of 
treatment  for  many  pediatric  malignancies  including 
non-lymphocytic  leukemia  has  to  be  fine-tuned  to  pre- 
vent GVH  (graft  versus  host  disease)  and  interstitial 
pneumonia  which  can  be  fatal. 

In  view  of  the  relatively  rare  incidence  of  pediatric 
malignancies,  it  absolutely  is  essential  that  these  chil- 
dren are  managed  according  to  a national  group 
protocol  by  a multidisciplinary  team  to  provide  state- 
of-the-art  treatment  and  to  continue  to  improve  the 
impressive  (but  not  satisfactory)  results  so  far. 
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Treatment  of  cancer  with  radi- 
ation therapy  has  advanced 
rapidly  in  New  Jersey  as  new 
techniques  and  equipment  have  been  adopted.  Equip- 
ment used  to  localize  the  radiation  to  the  tumor,  while 
sparing  normal  tissue,  includes  computer  treatment 
planning  devices,  the  diagnostic  simulator  to  set  up 
patients  for  treatment,  and  the  linear  accelerator  with 
electron  capability.  Hyperfractionation  consists  of 
using  more  than  one  treatment  per  day  with  a lower 
dose  per  fraction  to  increase  the  total  tumor  cell  kill, 
while  theoretically  allowing  increased  normal  cell  re- 
pair from  radiation  damage.  The  combined  modality 
of  radiation  and  chemotherapy  has  been  quite  suc- 
cessful in  many  diseases  including  anal  canal 
carcinoma  Also  gratifying  are  the  excellent  results  for 
breast  cancer,  utilizing  radiation  and  lumpectomy  and 
sparing  the  breast.  Radiation  used  in  conjunction  with 
surgery  for  rectal  carcinoma  has  lowered  the  rate  of 
local  recurrences.  Intraoperative  radiation  therapy  is 
available  to  decrease  the  dose  of  radiation  to  normal 
tissue  by  directly  exposing  the  tumor  to  radiation 
treatments  in  the  operating  room  while  shielding  nor- 
mal tissues  with  either  lead  shields  or  by  displacing 
those  organs. 

SIMULATOR 

The  simulator  is  a diagnostic  quality  x-ray  machine 
with  a treatment  couch  and  gantry  designed  to  place 
the  patient  in  the  exact  position  which  is  used  during 
the  radiation  therapy.  As  compared  to  the  port  films, 
obtained  for  treatment  planning  on  cobalt  machines 
and  linear  accelerators,  the  quality  of  the  simulator 
films  more  easily  allows  the  radiation  therapist  to  de- 
termine if  the  entire  tumor  is  in  the  treatment  field 
and  allows  the  physician  to  limit  the  normal  tissues 
in  this  field  to  the  absolute  minimum.  It  particularly 
is  useful  in  complex  treatment  setups  with  oblique 
fields.  Also,  intravenous  contrast  can  be  used  to  vis- 
ualize the  kidneys.  Special  blocks  used  to  block  the 
beam  can  be  formed  on  the  basis  of  the  simulator 
films.  Oral  contrast  can  be  given  to  visualize  the 


esophagus  and  other  gastrointestinal  structures  more 
carefully.  In  these  ways  this  equipment  is  invaluable 
for  increasing  the  accuracy  of  the  treatment  setups. 
This  has  been  verified  by  a decrease  in  local  recur- 
rences and  a decrease  in  complications  seen  at  institu- 
tions in  this  country  using  simulators,  as  evaluated  by 
patterns  of  care  studies.  The  use  of  treatment  simu- 
lators nationwide  has  increased  from  25  percent  of  the 
radiation  therapy  centers  in  1978  to  60  percent  in 
1983.' 

COMPUTER  TREATMENT  PLANNING 

Computer  treatment  planning  units  are  very  useful 
in  determining  the  accuracy  of  treatment  times.  These 
allow  compensation  for  different  patient  contours  and 
determination  of  the  best  combination  of  treatment 
beams,  as  well  as  the  necessity  for  modifiers  of  the 
treatment  beams,  such  as  wedges  (Figure  1).  This 
equipment  in  conjunction  with  the  simulator  allows 
the  greatest  individualization  of  the  treatment  to  each 
patient’s  disease  and  shape  to  maximize  tumor  dose 
and  minimize  normal  tissue  dose. 

LINEAR  ACCELERATOR __ 

The  linear  accelerator  uses  high-frequency  elec- 
tromagnetic waves  to  accelerate  charged  particles, 
such  as  electrons,  to  high  energy  through  a linear  tube. 
The  high-energy  electron  beam  can  be  utilized  itself  or 
used  to  produce  the  high-energy  photons  from  4 to  45 
million  electron  volts.  In  contrast,  cobalt  equipment 
uses  the  radioactive  element  to  produce  a beam  with 
an  average  energy  of  1.4  million  electron  volts  (MeVj. 
Figure  2 demonstrates  the  difference  in  depth  dose 
between  the  cobalt  equipment  and  a 10  MeV  photon 
beam.  The  curve  represents  the  percentage  of  the  dose 
absorbed  at  multiple  depths.  It  can  be  seen  at  a depth 
of  10  cm  that  the  10  MeV  photon  beam  is  delivering 
74  percent  of  the  entering  beam  versus  only  55  percent 

*Drs.  Shaiman  and  Garfinkel  are  affiliated  with  the  Division 
of  Radiation  Oncology,  Department  of  Radiology,  Christ  Hos- 
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cutaneous  tissues  received  during  treatment  of  deep- 
seated  tumors  in  the  pelvis,  as  an  example.  Figure  3 
shows  the  isodose  pattern  of  dose  received  via  oppos- 
ing field  technique  in  a patient  treated  with  cobalt 
utilizing  a CT  scan  contour  through  the  pelvis.  One 
can  see  the  difference  in  dose  to  the  bladder  and  rec- 
tum anteriorly  and  posteriorly  as  compared  to  the 
isodose  curve  for  linear  accelerator  using  the  same 
technique  (Figure  4).  Studies  have  demonstrated  an 
advantage  for  local  control  and  survival  for  the  linear 
accelerator  over  lower  energy  equipment,  particularly 
in  treating  pelvic  tumors,  such  as  those  arising  in 
prostate  and  cervix.2  The  linear  accelerator,  as 
previously  mentioned,  also  can  be  used  to  produce  an 
electron  beam  by  causing  the  electron  to  strike  the 
scattering  foil  instead  of  the  electron  target  (Figure  5) 
to  appreciate  the  rapid  fall-off  of  the  electron  beam  at 


different  depths  depending  on  the  energy  of  the  beam, 
in  contrast  to  the  photon  beam.  After  4 cm  for  electron 
beams,  less  than  14  MeV,  it  can  be  seen  that  there  is 
veiy  little  dose  delivered  to  the  tissues.  This  beam  can 
be  used  in  superficial  tumors  of  the  skin  overlying 
sensitive  structures  such  as  the  brain,  lung,  and  heart 
allowing  maximum  dose  to  be  delivered  to  the  tumor 
volume,  and  minimal  dose  to  be  delivered  to  the  sur-  , 
rounding  normal  tissues,  the  chief  goal  in  treatment 
planning  and  radiation  therapy. 

HYPERFRACTIONATION 

A new  area  in  the  radiation  therapy  field  is  the  study 
of  hyperfractionation.  Early  in  the  20th  century,  it  was 
noted  that  radiation  is  better  tolerated  by  normal  tis- 
sues when  fractionated  into  multiple  doses  in  150  to 
250  cGy  (rad)  range,  when  compared  to  single  doses 
greater  than  1,000  cGy.  It  should  be  noted  that  centa- 
Gray  (cGy)  is  equivalent  to  one  rad  and  both  are  a 
measurement  of  radiation  absorbed  in  tissue.  Also,  it 
was  noted  that  the  fractionation  of  the  total  tumor 
dose  into  multiple  fractions  yielded  a larger  percentage 
tumor  cell  kill  than  single  large  fractions  of  the  same 
total  dose.  The  radiobiologic  reasons  for  this,  including 
the  relative  radioresistence  of  hypoxic  tumor  cells  and 
eventual  reoxygenation  of  these  cells  with  fractionated 
radiotherapy,  have  been  studied  for  years. 

Now,  the  concept  of  even  smaller  doses  of  radiation,  ; 
from  120  to  160  cGy  twice  a day,  delivered  at  least  four 
hours  apart,  is  being  studied  by  multiple  radiation 
therapy  centers.  This  new  technique  may  allow  even 
higher  tolerance  for  larger  total  radiation  doses  above 
7,000  cGy,  when  the  conventional  radiation  dose  of 
6,600  cGy  has  been  considered  near  the  maximum 
tolerated  by  normal  tissues  in  many  areas  of  the  body.  < 
Lung  cancer  and  head  and  neck  carcinoma  have  been  i 
studied  in  this  fashion.  A recent  report  for  squamous 
cell  carcinoma  of  the  head  and  neck  treated  with  120  j 
cGy  twice  a day  to  total  doses  of  7,440  to  7,680  cGy 
showed  that  these  doses  were  acutely  well  tolerated. 
The  overall  treatment  time  was  shortened  from  seven 
and  one-half  weeks  to  six  and  one-half  weeks.  The  local 
control  rates  have  been  slightly  more  favorable,  but  !| 
further  study  with  higher  doses  and  observation  of 
long-term  complications  still  is  warranted.  The  local 
control  rate  of  81  percent  in  13  to  16  T2  to  T3  head 
and  neck  squamous  cell  carcinomas  is  encouraging,  ; 
but  this  still  is  an  experimental  procedure.3 

INTRAOPERATIVE  RADIOTHERAPY 

The  use  of  intraoperative  radiation  therapy  is  a ! 
method  utilized  to  increase  the  dose  of  radiation  to  the  ' 
tumor  relative  to  the  surrounding  normal  tissues.  The 
tumor  is  exposed  surgically  to  allow  a larger  single  dose 
to  be  delivered,  with  normal  tissues  blocked.  The  struc- 
tures deep  to  the  tumor  can  be  blocked  from  the  radi- 
ation with  lead  shields.  Utilizing  the  electron  beam, 
precise  electron  energy  can  be  selected  that  spares 
tissue  deep  to  the  tumor.  Another  advantage  to  this 
technique  is  that  the  tumor  is  visualized  directly,  so 
placement  of  the  entire  tumor  within  the  beam  can  be 
maximized  with  the  smallest  field. 

This  technique  was  pioneered  in  Kyoto,  Japan,  by  Dr. 
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Mitisuyuki  Abe  and  now  is  performed  in  20  American 
institutions  including  University  Hospital  in  Newark. 
Although  not  completely  delineated,  the  effect  of  a 
single  intraoperative  large  dose  in  the  order  of  2,000 
cGy  has  been  estimated  to  be  roughly  equal  to  4,000 
to  5,000  eGy  of  fractionated  radiation  delivered  in  four 
to  five  weeks.* * * 4 


Normal  tissue  tolerance  to  such  a high  single  dose 
of  radiation  therapy  is  being  investigated  in  animals. 
The  most  sensitive  structures  have  been  found  to  be 
the  liver,  kidney,  ureter,  and  biliary  tree.  Also,  stric- 
tures of  small  bowel  are  seen  in  this  dose  range  and 
higher.  Any  new  anastomosis  of  blood  vessels  and 
bowel  appears  to  be  relatively  free  of  complications 
from  a single  high  dose  of  irradiation  in  this  range. 
No  increased  risk  of  infection  has  been  found  with  the 
technique  of  placement  of  a sterilized  electron  col- 
limator in  the  patient’s  body  with  as  much  normal 
tissue  retracted  from  the  radiation  field  as  possible;  in 
fact,  some  institutions  use  the  technique  of  bringing 
the  patient  with  his  wound  unclosed  from  the  operat- 
ing room  down  to  the  radiation  department  without 
undue  complications. 

A study  is  being  conducted  with  a high-risk  group 
of  patients  with  unresectable  colorectal  carcinoma 
Given  conventional  radiotherapy  to  the  dose  of  4,500 
to  5,000  cGy,  50  to  75  percent  of  such  patients  become 
operable,  but  with  a still  significant  35  to  45  percent 
local  failure.  A small  experimental  group  of  29  patients 
received  5,000  cGy  in  28  fractions  with  an  in- 
traoperative boost  after  a four-week  rest  The  in- 
traoperative boost  was  1,000  to  2,000  cGy.  Eighteen 
patients  underwent  complete  resection;  6 were  found 
to  have  had  microscopic  residual  disease,  and  5 had 
gross  residual  disease  at  the  time  of  intraoperative 
radiation  therapy.  Only  2 of  29  patients  had  a local 
failure,  comparing  quite  favorably  with  the  historically 
treated  group  previously  mentioned  with  a failure  rate 
of  greater  than  35. 5 

Pancreatic  carcinoma  also  is  treated  with  this  tech- 
nique. Historically,  the  local  failure  rate  for  surgeiy 
alone  is  greater  than  50  percent  at  Massachusetts 
General  Hospital  on  pancreatic  cancer.  A series  of  53 
patients  was  treated  with  1,000  cGy  external  beam 
radiation  in  5 fractions  and  2,000  cGy  intraoperative 
radiation.  The  median  survival  of  1 8 months  compares 


favorably  with  IOV2  month  median  survival  previously 
seen  on  patients  found  operable  at  Massachusetts 
General  Hospital.6  These  very  early  studies  showed 
that  further  study  of  this  new  modality  is  warranted 
particularly  in  carcinoma  of  the  rectum,  pancreatic 
carcinoma,  gastric  and  pelvic  carcinoma  (particularly 
recurrent),  retroperitoneal  sarcomas,  and  biliaiy  tract 
tumors.  Also,  under  study  is  para-aortic  adenopathy 
treatment.  The  complication  rate  to  date  has  not  been 
excessive  although  it  still  is  being  studied. 

COMBINED  MODALITY 

An  encouraging  finding  is  efficacy  of  the  combined 
modalities  of  chemotherapy  and  radiation  therapy  for 
pelvic  tumors,  head  and  neck  carcinoma,  and 
esophageal  carcinoma  An  example  of  the  success  of 
this  technique  is  the  use  of  5FU  and  mitomycin-C  in 
conjunction  with  radiation  therapy  for  anal  canal 
carcinoma  Since  the  study  of  Nigro  et  al.  in  1974, 
many  institutions  had  similar  success  in  preserving 
the  sphincters  in  patients  previously  treated  with  ab- 
dominal-perineal resections.  Local  control  without  sur- 
gery is  as  high  as  85  percent7  and  93  percent.8  A simi- 
lar regimen  for  esophageal  carcinoma  has  been  found 
equally  successful.9  Future  studies  to  enhance  the 
tumor  cell  kill  of  the  radiotherapy  with  concurrent 
chemotherapy  continue. 

BREAST  CANCER 

Attracting  media  attention  is  the  choice  of  treatment 
of  early  breast  cancer  by  lumpectomy  with  radiation 
therapy,  achieving  equal  survival  rates  as  compared 
with  modified  radical  mastectomy.  This  technique  of- 

fers the  advantage  of  preservation  of  the  patient’s 
breast.  This  cosmetic  improvement  may  encourage 

women  to  come  sooner  for  treatment  of  breast  cancer, 
eliminating  the  necessity  for  mastectomy  for  some 
women  and  encouraging  earlier  detection  of  a tumor. 
Local  recurrence  rates  of  6.3  percent  for  T1  tumors 
(less  than  2 cm)  and  5.8  percent  for  T2  tumors  (2  to 

5 cm  tumors)  have  been  found.  Utilizing  this  tech- 

nique, the  patients  with  a single  tumor  in  one  breast, 

less  than  5 cm,  with  no  other  suspicious  micro- 

calcification seen  on  mammogram  often  can  be  treated 
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Result  of  Lumpectomy  with  Radiotherapy 
at  M.D.  Anderson  Hospital 

NED  Survival  at  10  Years 

Lumpectomy  + Radiation  Modified  Radical  or  Radical  Mastectomy 

Stage  I 78%  80% 

Stage  II  73%  65% 

Local  Recurrence  at  10  Years 

Lumpectomy  + Radiation  Modified  Radical  or  Radical  Mastectomy 

Stage  I 5.9%  (8/134)  4.9%  (11/224) 

Stage  II  5.1%  (8/157)  7.8%  (29/370) 

*From  Montague  ED:  Conservative  surgeiy  and  radiation  therapy  in  the  treatment  of  operable  breast  cancer.  Cancer 
53:700-704,  1984.  


adequately  with  lumpectomy  and  postoperative  radi- 
ation and  axillary  node  dissection.10  If  the  nodes  are 
positive,  adjuvant  chemotherapy  or  hormonal  therapy 
is  recommended.  The  entire  breast  receives  4,600  to 
5,000  cGy  utilizing  opposing  tangential  fields.  Still  rec- 
ommended is  the  boost  to  the  tumor  bed  with  elec- 
trons or  iridium  implant  of  an  additional  1,000  to 
1,400  cGy.  For  stage  I breast  carcinoma  at  M.D. 
Anderson  Hospital,  78  percent  ten-year  NED  (no 
evidence  of  disease)  survival  has  been  found  with 
lumpectomy  and  radiation  as  compared  to  a ten-year, 
80  percent  survival  for  modified  radical  or  radical 
mastectomy.  For  stage  II  carcinoma,  73  percent  NED 
survival  for  lumpectomy  versus  65  percent  for  mastec- 
tomy has  been  found.  Local  recurrence  also  has  been 
found  similar  (Table)  for  patients  treated  between 
1955  and  1980.  This  ten-year  experience  at  M.D. 
Anderson  reveals  an  excellent  result  in  this  nonran- 
domized  series.11 

RECTAL  CANCER  

Multiple  studies  have  determined  the  advantages  of 
radiotherapy  and  chemotherapy  as  an  adjuvant  to  sur- 
gery in  treatment  of  rectal  carcinoma.  With  fixed 
masses,  5,000  eGy  preoperatively  has  been  found  to 
effectively  increase  the  resectability  of  patients' 
tumors.  For  patients  with  stage  B2  lesions  or  higher, 
postoperative  radiation  has  been  found  to  decrease  the 
likelihood  of  local  recurrence  quite  significantly  with 
minimal  morbidity.  Patients  with  stage  B2  lesions  (ex- 
tending through  the  bowel  wall  with  negative  nodes) 
have  local  recurrence  reduced  from  30  percent  down 
to  5 percent  with  radiation  therapy  postoperatively. 
The  local  recurrence  rate  for  stage  C lesions  (positive 
nodes)  is  reduced  from  45  to  65  percent  down  to  the 
12  percent  range.  In  view  of  the  catastrophic  nature 
of  local  recurrence  with  or  without  metastasis,  radio- 
therapy has  been  recommended  for  patients  with 
adenocarcinoma  of  the  rectum  or  rectosigmoid  with 
extension  through  the  bowel  wall  and/or  positive 
pelvic  adenopathy  in  conjunction  with  surgeiy,  1213 

CONCLUSION 

Some  of  the  advances  in  radiation  therapy  have  been 
discussed  in  this  article.  One  area  not  discussed  is  the 
disappointing  results  of  Misonidazole  as  an  enhancer 


of  radiation  effect.  New  agents  are  being  developed. 
Although  the  final  results  of  all  of  these  techniques 
have  not  been  fully  studied,  many  of  these  techniques 
have  demonstrated  their  efficacy.  We  look  forward  to 
continuing  the  basic  goal  of  radiation  of  increasing  the 
dose  to  the  tumor  bed  and  decreasing  it  to  the  normal 
surrounding  tissues  achieving  the  greatest 
homogeneity  of  the  tumor  dose,  resulting  in  increased 
survival  rates  and  local  control  with  a minimum  of 
complications. 
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diltiozem  Ha/Marion  IN  ANTIANGINAl  THERAPY 


60  mg  tid  or  qid 

Brief  Summary 

Professional  Use  Information 

CARDIZEM ® 

(dlltlazem  HCI)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  wild  sick 
sinus  syndrome  except  in  the  presence  of  a functioning 
ventricular  pacemaker  (2)  patients  with  second-  or 
third-degree  AV  block  except  in  the  presence  of  a func- 
tioning ventricular  pacemaker,  and  (3)  patients  with 
hypotension  ( less  than  90  mm  Hg  systolic) 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AM  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  patients  with 
sick  sinus  syndrome  This  effect  may  rarely  result 
in  abnormally  slow  head  rates  (padicularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  1,243  patients  tor 

0 48%)  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with 
Prinzmetal's  angina  developed  periods  of  asystole 
(2  to  5 seconds)  after  a single  dose  of  60  mg  of 
diltiozem 

2 Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt)  An  acute  study  of 
oral  diltiazem  in  patients  with  impaired  ventricular 
function  (ejection  fraction  24%  ±6%)  showed 
improvement  in  indices  of  ventricular  function 
without  significant  decrease  in  contractile  function 
(dp/dt)  Experience  with  the  use  of  CARDiZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is 
limited  Caution  should  be  exercised  when  using 
the  drug  in  such  patients 

3 Hypotension.  Decreases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase, CPK,  LDH,  SGOT,  SGPT,  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted  These  reactions  have  been  reversible  upon 
discontinuation  of  dnjg  therapy  The  relationship  to 
CARDIZEM  is  uncedain  in  most  cases,  but  prob- 
able in  some  (See  PRECAUTIONS  ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile  .As  with  any  new  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be 
monitored  at  regular  intervals.  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 
function  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem 
were  associated  with  hepatic  damage.  In  special 


subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  drug  was 
discontinued  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  hepatic  changes,  however,  these 
changes  were  reversible  with  continued  dosing 
Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS  ) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  is  usually  well  tolerated  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  of  concomitant 
treatment,  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
serum  digoxin  levels  up  to  20% 

Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility.  A 24-month  study  in  rats  and  a 21 -month  study 
in  mice  showed  no  evidence  of  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests  No  intrinsic  effect  on  fertility  was  observed  in  rats 
Pregnancy.  Category  C.  Reproduction  studies  have 
been  conducted  in  mice,  rats,  and  rabbits  Administration 
of  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  fetal  lethality  These 
doses,  in  some  studies,  have  been  repoded  to  cause 
skeletal  abnormalities  In  the  perinatal/postnatal  studies, 
there  was  some  reduction  in  early  individual  pup  weights 
and  survival  rates  There  was  an  increased  incidence  of 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater 
There  are  no  well-controlled  studies  in  pregnant 
women,  therefore,  use  CARDIZEM  in  pregnant  women 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk  One  repod  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels  If  use  of  CARDIZEM 
is  deemed  essential,  an  alternative  method  of  infant 
feeding  should  be  instituted 
Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  sludies 
earned  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded 
In  domestic  placebo-controlled  trials,  the  incidence  of 
adverse  reactions  repoded  during  CARDIZEM  therapy  was 
not  greater  than  that  repoded  during  placebo  therapy 
The  following  represent  occurrences  obsen/ed  in 
clinical  sludies  which  can  be  at  least  reasonably  asso- 
ciated with  the  pharmacology  of  calcium  influx  inhibition 
In  many  cases,  the  relationship  to  CARDIZEM  has  not 
been  established  The  most  common  occurrences  as  well 
as  their  freguency  of  presentation  are  edema  (2  4%), 
headache  (2  1%),  nausea  (1  9%),  dizziness  (15%), 
rash  (13%),  asthenia  (1  2%)  In  addition,  the  following 
events  were  repoded  infrequently  (less  than  I %). 
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Angina,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree  — see  conduction  warning), 
bradycardia,  congestive  head 
failure,  flushing,  hypotension,  palpi- 
tations, syncope. 

Amnesia,  gait  abnormality,  halluci- 
nations, insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor 
Anorexia,  constipation,  diarrhea, 
dysgeusia,  dyspepsia,  mild 
elevations  of  alkaline  phosphatase, 
SGOT,  SGPT,  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase 

Petechiae,  pruritus,  photosensitivity, 
urticaria. 

Amblyopia,  dyspnea,  epistaxis,  eye 
irritation,  hyperglycemia,  nasal 
congestion,  nocturia,  osteoadicular 
pain,  polyuria,  sexual  difficulties 
The  following  postmarketing  events  have  been 
repoded  infrequently  in  patients  receiving  CARDIZEM: 
alopecia,  gingival  hyperplasia,  erythema  multiforme,  and 
leukopenia  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established  Issued  1 1/85 

See  complete  Professional  Use  Information  before 
prescribing : 
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Pain  can  be  divided  into  three 
categories:  acute  pain,  chronic 
pain,  and  pain  from  malignancy. 
Acute  pain  results  from  the  application  of  a noxious 
or  nociceptive  stimulus  which  has  the  ability  to 
produce  or  actually  produces  tissue  damage.  Examples 
of  noxious  stimuli  include  pin  prick,  pinch,  and  heat. 
In  clinical  practice,  noxious  stimuli  include  mechan- 
ical damage  such  as  that  which  occurs  with  fractures, 
lacerations,  or  other  trauma  along  with  inflammation. 
Pain  from  inflammation  results  from  stretching,  dis- 
tortion, or  chemical  factors  connected  with  the  acute 
inflammatory  process.  Most  of  what  we  know  about  the 


physiology  of  pain  actually  refers  to  acute  pain. 

When  a patient  presents  with  complaints  of  pain  of 
recent  onset  it  can  be  assumed  that  there  is  some 
underlying  pathological  process  and  that  the  pain  is 
acute.  Attention  is  directed  to  making  the  diagnosis, 
analyzing  the  process  underlying  the  acute  pain,  and 
treating  the  etiologic  condition.  It  is  appropriate  to 
assume  that  the  pain  is  temporary  and  will  cease  when 
healing  occurs.  The  physician  directs  his  attention  to 
the  underlying  disease  process  and  prescribes  specific 
therapy  to  initiate  the  healing  process. 

Analgesic  medications  have  been  developed  using 
acute  pain  as  the  experimental  model.  An  animal  is 
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Pain  can  be  divided  into  three  categories:  acute  pain9  chronic 
pain , and  pain  from  malignancy.  This  paper  summarizes  current 
knowledge  regarding  ascending  and  descending  pathways  and 
the  neurotransmitters  involved  in  pain.  Developments  in  drug 
treatment  and  neurosurgical  interventions  are  discussed. 


subjected  to  a painful  stimulation  and  drugs  are  ad- 
ministered to  see  if  they  modify  the  response  for  that 
pain.  However,  analgesics  lose  their  effectiveness  in 
decreasing  pain  when  the  tolerance  level  is  met.  This 
occurs  when  they  are  administered  for  a long  period 
of  time.  Consequently,  it  is  appropriate  to  use  effective 
doses  of  analgesics  for  the  temporaiy  management  of 
acute  pain,  anticipating  that  the  pain  will  subside 
before  tolerance  becomes  well  established.  It  is  inap- 
propriate to  assume  that  analgesics  affect  chronic 
pain,  since  they  were  not  designed  for  that  purpose. 

Chronic  pain  is  defined  as  that  persisting  for  longer 
than  six  months.  There  may  or  may  not  be  an  iden- 
tifiable underlying  disease  process,  or  healing  may 
have  occurred,  but  the  pain  persists.  Chronic  pain 
serves  no  useful  biological  function.  The  recognized 
pain  pathways  may  not  be  involved  in  the  perception 
of  chronic  pain,  and  interruption  of  these  pathways 
may  result  in  only  transient  relief.  It  is  important  to 
be  aware  of  this  and  to  realize  that  cutting  pain 
pathways  and  treatment  with  analgesics  are  tempo- 
rary measures  in  combating  chronic  pain  and  in  some 
cases  may  worsen  the  condition. 

Pain  from  malignancy  has  many  of  the  charac- 
teristics of  both  chronic  and  acute  pain  but  requires 
another  form  of  management.  Pain  of  malignancy  re- 
sults from  the  continuous  application  of  a noxious 
stimulus  causing  renewal  of  acute  pain.  Management, 
therefore,  includes  such  aspects  of  acute  pain  manage- 
ment as  narcotic  analgesics  and  treatment  directed  at 
the  underlying  disease.  Procedures  to  interrupt  pain 
pathways  should  be  reserved  for  cancer  pain.  Because 
of  the  attendant  chronic  distress  and  disability,  as  well 
as  the  accompanying  stress  and  anxiety,  many  of  the 
psychological  components  of  chronic  pain  can  be  rec- 
ognized. 

Although  reliable  data  on  the  frequency  of  cancer 
pain  do  not  exist  it  has  been  estimated  that  33  percent 
of  nonterminal  cancer  patients  and  60  percent  of  pa- 
tients with  terminal  cancer  suffer  from  pain.* 1 

Foley  has  introduced  a classification  of  cancer  pain 
(Table)  based  on  etiological  factors.1  She  divided 
cancer  pain  into  three  groups:  pain  associated  with 
tumor  involvement;  pain  associated  with  cancer  treat- 
ment; and  pain  unrelated  to  cancer. 

Cancerous  tumors  and  their  metastases  may  lead  to 
direct  stimulation  of  pain  fibers.  This  occurs  mechan- 
ically with  an  increase  in  volume  of  encapsulated  or- 
gans, mechanical  irritation  of  organs,  mechanical  oc- 
clusion of  organs,  or  by  invasive  penetration  of  organs. 


ANATOMIC  PATHWAYS  INVOLVED  IN  PAIN 


Various  components  of  the  pathways  involved  in  the 
transmission  of  pain  sensation  from  the  periphery  to 
the  central  nervous  system  (CNS)  are  shown  in  Figure 

1.  A detailed  description  of  this  pathway  is  given 
elsewhere.24 * * * 

The  receptors  in  body  tissues  which  detect  injury  are 
called  nociceptors.  The  mechanical,  thermal,  or 
chemical  stimuli  which  activate  nociceptors  are  called 
noxious  stimuli.  Nociceptors  are  free  nerve  endings 
present  in  skin,  subcutaneous  tissue,  fascia,  muscle, 
periosteum,  joints,  blood  vessels,  and  viscera  Activa- 
tion of  these  receptors  results  in  nerve  impulses  which 
travel  along  the  afferent  fibers  in  the  nerves  and  are 
transmitted  to  the  CNS.  Afferent  nerve  fibers  which 
carry  the  sensation  of  pain  to  the  central  nervous  sys- 
tem are  A-delta  and  C fibers.  The  diameter  of  A-delta 
fibers  is  2 to  5 n\  their  conduction  velocity  is  12  to  30 
meters/sec,  and  they  are  thinly  myelinated.  The 
diameter  of  afferent  C fibers  is  0.1  to  1.3  they  con- 
duct impulses  slowly  (0.6  to  2 meters/sec)  and  are 
unmyelinated.  A-delta  fibers  transmit  bright,  well-lo- 
calized, nonpersistent  pain  which  is  conducted  fast, 
and  is  immediately  associated  with  the  injury.  The 
pain  arising  from  afferent  C fibers  is  dull,  poorly  lo- 
calized, persistent,  and  slowly  conducted.  Some  of 

these  receptors  are  sensitive  only  to  mechanical  stim- 
uli, others  are  sensitive  to  only  thermal  stimuli  and 
others  are  polymodal,  e.g.  C-polymodal  nociceptors 

which  respond  to  noxious  mechanical,  thermal,  and 

chemical  stimuli. 

It  has  been  proposed  that  tissue  injury  may  release 
histamine,  serotonin,  and  bradykinin.  These  agents 
can  activate  nociceptive  nerve  endings.  Prostaglandins 
do  not  activate  nociceptive  nerve  endings.  However,  in 
presence  of  inflammation,  prostaglandins  appear  to 
sensitize  pain  receptors  to  mechanical  and  chemical 
stimuli. 

The  cell  bodies  of  these  afferents  are  located  in  the 
dorsal  root  ganglia  Within  the  dorsal  root,  the  cells  are 
arranged  somatotopically.  Recent  evidence  shows  that 
unmyelinated  axons  arising  from  the  sensory  dorsal 
root  ganglion  also  travel  in  the  ventral  roots.6  These 
fibers  in  the  ventral  root  may  explain  why  dorsal 
rhizotomy  is  not  always  successful  in  relieving  pain.7 
In  such  instances,  ganglionectomy  has  been  rec- 
ommended to  relieve  pain.8 

The  marginal  layer  of  the  dorsal  horn  (lamina  I)  re- 
ceives primarily  thinly  myelinated  (A-delta)  fibers  and 
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some  unmyelinated  C afferent  fibers.  Response  laten- 
cies of  the  neurons  in  this  lamina  indicate  that  there 
is  a direct  monosynaptic  input  from  the  primary  af- 
ferents.  Lamina  II  and  III  comprise  the  substantia 
gelatinosa  in  the  dorsal  horn.  Substantia  gelatinosa 
receives  primarily  C fiber  afferents  and  some  A-delta 
fibers  in  the  deeper  region.  Within  the  substantia 
gelatinosa,  characteristic  arrangements  of  neuropil 
called  glomeruli  have  been  observed.  These  glomeruli 
may  be  important  in  integrating  and  modulating  the 
afferent  input  of  the  dorsal  horn.  The  relationship  of 
the  primary  afferent  terminals,  the  dendrites,  and 
axons  of  the  substantia  gelatinosa  intemeurons  has 
been  partially  determined  in  the  nucleus  caudalis  of 
trigeminal  complex.  The  nucleus  caudalis  is  similar  to 
the  spinal  dorsal  horn  anatomically  as  well  as  physio- 
logically. One  type  of  excitatory  intemeuron  in  the 
substantia  gelatinosa  of  the  nucleus  caudalis,  the 
stalked  cell,  has  its  dendrites  within  the  substantia 
gelatinosa  but  projects  its  axon  into  the  lamina  I.  Its 
dendrites  may  receive  excitatory  impulses  from  the 
primary  afferents  in  the  lamina  II  and  III  and  transmit 
them  to  the  cells  in  lamina  I.  The  other  class  of  in- 
temeuron has  its  dendrites  as  well  as  axon  in  the 
substantia  gelatinosa.  Its  axon  probably  forms  axoax- 
onic inhibitory  synapses  on  the  primary  afferent  end- 
ings of  the  glomeruli.  These  neurons  also  may  form 
axodendritic  synapses  with  the  stalked  cell  dendrites 
in  the  glomemli.  These  intemeurons  may  reduce  the 
transfer  of  primary  afferent  information  to  lamina  I 

Pain  Syndromes  in 
Cancer  Patients 

Pain  Associated  with  Direct  Tumor  Involvement 

Tumor  infiltration  of  bone 
Skull 

Vertebral  body 
Ribs 

Pelvis  and  long  bones 

Tumor  infiltration  of  nerve 
Peripheral  neuropathy 
Brachial,  lumbar,  sacral  plexopathy 
Meningeal  carcinomatosis 
Epidural  spinal  cord  compression 

Tumor  infiltration  of  hollow  viscus 

Pain  Associated  with  Cancer  Therapy 

Pain  occurring  after  surgical  procedures  I 

Thoracotomy 
Mastectomy 
Radical  neck  dissection 
Phantom-limb  pain 

Pain  occurring  after  chemotherapy 
Peripheral  neuropathy 
Postherpetic  neuralgia 
Steroid  pseudorheumatism 
Aseptic  necrosis  of  bone 

Pain  occurring  after  radiation  therapy 

Radiation  fibrosis  of  brachial  and  lumbosacral  plexuses 
Radiation  myelopathy 

Radiation-induced  peripheral  nerve  tumors 

Pain  Unrelated  to  Cancer  Or  Cancer  Therapy 


cells  by  inhibiting  either  axoaxonic  synapses  on  the 
primary  afferent  endings  or  the  axodendritic  synapses 
with  the  stalked  cells  which  in  turn  would  reduce  in- 
formation to  lamina  I cells.29 

The  nociceptive  impulses  transmitted  to  the  dorsal 
horn  are  carried  to  different  parts  of  the  CNS.  Some 
impulses  are  transmitted  to  the  somatic  motor  neu 
rons  in  the  ventral  horn,  some  reach  preganglionic 
autonomic  neurons  in  the  ventrolateral  horn,  and 
others  ascend  in  the  spinal  cord,  medullary  reticular 
formation,  thalamus,  and  cortex. 

The  axons  of  most  of  the  neurons  in  the  dorsal  horn 
of  the  spinal  cord  cross  in  the  midline  and  ascend  to 
different  parts  of  the  neuraxis;  however,  a small  ip- 
silateral  component  also  exists.  The  sensation  of  pain 
ascends  to  different  parts  of  neuraxis  via  the  lateral 
spinothalamic  tract.  The  deeper  layers  of  the  laminae 
in  the  spinal  gray  matter  send  projections,  via  the 
lateral  spinothalamic  tract,  to  the  ipsilateral  nucleus 
reticularis  gigantocellularis  and  lateral  reticular  nu- 
cleus of  the  medulla.  In  the  nucleus  reticularis  gigan- 
tocellularis, there  are  neurons  which  respond  only  to 
noxious  stimuli  while  others  respond  to  mechanical  as 
well  as  noxious  stimuli.  In  the  mesencephalon,  some 
of  the  fibers  in  the  lateral  spinothalamic  tract  project 
to  the  periaqueductal  (central)  gray  matter. 

In  the  thalamus,  two  major  nuclear  groups,  the  ven- 
trobasal  (VBG)  and  intralaminar  (ILG)  nuclear  groups, 
may  be  involved  in  pain.  The  ventrobasal  complex  in- 
cludes ventroposterolateral  (VPLN)  and  ven- 
troposteromedial  (VPMN)  nuclei.  The  intralaminar 
complex  comprises:  parafascicular  (PFN),  paracentral 
(PCN),  central  lateral  (CLN),  and  centromedian  (CMN) 
nuclei.  At  the  level  of  diencephalon,  the  lateral 
spinothalamic  tract  bifurcates  into  a lateral  and 
medial  branch.  The  lateral  branch  projects  mainly  to 
the  ventrobasal  complex  and  the  medial  branch  pro- 
jects to  the  intralaminar  nuclei. 

In  the  cortex,  the  primary  and  secondary 
somatosensory  areas  participate  in  nociception.  The 
primary  somatosensory  area  consists  of  postcentral 
gyrus  and  the  secondary  somatosensory  area  includes 
the  superior  lip  of  the  lateral  sulcus.  The  ventrobasal 
and  intralaminar  complexes  of  the  thalamus  project 
somatotopically  to  both  primary  and  secondary 
somatosensory  areas.  Most  cells  in  the  primary 
somatosensory  area  are  modality  specific:  they  respond 
to  either  light  touch,  deep  pressure,  warming,  cooling, 
or  tooth  pulp  stimulation.  In  the  secondary 
somatosensory  area,  specific  and  nonspecific  poly- 
modal  cells  are  found. 

MODULATION  OF  PAIN 


Melzack  and  Wall  proposed  the  gate-control  theory 
in  1965. 10  According  to  this  theory,  a neural  mecha- 
nism in  the  dorsal  horn  of  the  spinal  cord  acts  as  a 
gate;  this  gate  increases  or  decreases  the  How  of  nerve 
impulses  from  the  peripheral  fibers  to  the  CNS.  The 
extent  to  which  the  gate  enhances  or  reduces  sensory 
transmission  is  determined  by  the  relative  activity  of 
the  large  diameter  (A-beta)  and  small  diameter  (A-delta 
and  C)  fibers.  When  the  amount  of  information  pass- 


VOL.  83— NUMBER  8— AUGUST  1986 


531 


CANCER 


ing  through  the  gate  exceeds  a critical  level,  it  activates 
the  neural  areas  responsible  for  pain  sensation.  The 
most  likely  site  where  spinal  gating  occurs  is  the 
substantia  gelatinosa  The  cells  in  lamina  V of  the 
spinal  cord  may  act  as  transmission  cells  in  the  mech- 
anism of  pain  sensation.  This  model  of  Melzack  and 
Wall  was  criticized  because  it  emphasized  presynaptic 
control  and  failed  to  predict  the  complex  pattern  of 
facilitation  and  inhibition  observed  in  dorsal  horn 
cells.  In  the  revised  model  of  Melzack  and  Wall, 
substantia  gelatinosa  contains  both  excitatory  and  in- 
hibitory cells  which  project  to  the  transmission  cells.10 
Central  control  mechanisms  in  the  brain  also  mod- 
ulate pain  via  corticofugal  fibers  that  carry  signals 
from  the  brain  to  the  gate  in  the  spinal  cord  so  that 
nociception  is  inhibited. 

MODULATION  BY  DESCENDING  PATHWAYS 

It  has  been  shown  that  electrical  stimulation  of  the 
periaqueductal  gray  matter  of  the  rat  brain"  and 
human  brain1214  results  in  profound  analgesia  Nu- 
cleus raphae  magnus,  which  is  located  in  the  pons  and 
rostral  medulla  receives  projections  from  the  peri- 
aqueductal gray.  High  density  of  projections  from  the 
nucleus  raphae  magnus  to  the  substantia  gelatinosa 
has  been  observed.  These  projections  descend  through 
the  dorsolateral  funiculus  of  the  spinal  cord.  The 
analgesia  evoked  by  the  stimulation  of  periaqueductal 
gray  is  dependent  on  this  raphae-spinal  pathway.2^ 

NEUROTRANSMITTERS 

It  has  been  observed  that  electrical  stimulation  of 
small  diameter  peripheral  fibers  releases  substance  P 
which  is  present  in  the  synaptic  vesicles  of  these  fibers. 
Substance  P has  been  found  in  the  lamina  I and 
substantia  gelatinosa  of  the  spinal  cord  and  is  believed 
to  be  a neurotransmitter  mediating  nociception.  Ion- 
tophoretic  application  of  this  substance  into  the  tis- 
sues has  been  shown  to  excite  neurons  involved  in 
nociception.  Another  peptide,  somatostatin,  also  is 
found  in  sensory  fibers  and  superficial  dorsal  horn 
cells.  Peripheral  nerve  stimulation  releases  this  pep- 
tide into  the  cerebrospinal  fluid  and  it  has  been  sug- 
gested that  somatostatin  may  be  an  inhibitory  neu- 
rotransmitter in  nociception.  The  role  of  these  pep- 
tides in  nociception  still  is  an  active  area  of 
research.2-4 

Methionine  and  leucine  enkephalin  are  pentapep- 
tides  which  are  present  in  the  limbic  system, 
hypothalamus,  periaqueductal  gray,  substantia  nigra, 
locus  ceruleus,  nucleus  tractus  solitarius,  nucleus 
ambiguus,  nucleus  raphae  magnus.  and  lateral  re- 
ticular nucleus.  In  the  spinal  cord,  enkephalinergic 
intemeurons  have  been  found  in  the  substantia 
gelatinosa.15  Enkephalins  are  present  in  the  synap- 
tosomal fraction  of  nervous  tissue  and  are  rapidly 
inactivated.  These  substances  are  believed  to  be  neu- 
rotransmitters or  neuromodulators  in  the  CNS.16  It 
has  been  proposed  that  in  the  spinal  cord,  enkephalins 
are  released  from  the  intemeurons  in  the  substantia 
gelatinosa  by  the  activation  of  descending  peri- 
aqueductal-raphae  magnus-spinal  pathway.  Raphae 
magnus  includes  serotonin  (5-hydroxytryptamine)- 


containing  cells.  Projections  from  the  raphae  magnus 
to  the  spinal  cord  may  release  serotonin  as  a neu- 
rotransmitter in  the  spinal  cord.  The  latter  may  release 
enkephalins  from  the  spinal  intemeurons.  Binding  of 
enkephalins  to  the  specific  opiate  receptors  on  the 
terminals  of  the  nociceptive  afferents  results  in  inhibi- 
tion of  the  release  of  substance  P.17  Substance  P is 
believed  to  be  a neurotransmitter  in  nociception.18 
Enkephalins,  therefore,  are  believed  to  be  modulators 
of  nociception  at  the  spinal  level  (Figure  1,  inset). 
MANAGEMENT  OF  PAIN 

Detailed  description  of  the  following  drugs  used  in 
the  management  of  pain  is  given  elsewhere.1920  Other 
approaches  in  the  management  of  pain  include  in- 
traspinal  infusion  of  opioids  and  stimulation  and 
ablative  procedures.21 22 

Nonopioid  analgesics:  Important  drugs  in  this  cat- 
egory are  discussed  below. 

Salicylates:  Aspirin  (acetyl  salicylic  acid)  is  the  most 
commonly  used  analgesic.  It  is  used  in  the  treatment 
of  low  to  moderate  intensity  pain.  Headache,  myalgia 
arthralgia  and  other  pains  arising  from  integumental 
structures  other  than  viscera  are  particularly 
amenable  to  aspirin  treatment.  Chronic  use  of  aspirin 
does  not  lead  to  addiction  or  tolerance  and  toxicity  is 
lower  than  more  potent  analgesics.  It  is  believed  that 
aspirin  inhibits  the  synthesis  of  prostaglandins; 
prostaglandins  are  known  to  sensitize  pain  receptors 
to  noxious  stimuli. 

Para-amino  phenol  derivatives:  Phenacetin  and  its 
active  metabolite  acetaminophen  are  effective  alterna- 
tives to  aspirin  as  analgesics.  Acetaminophen  lacks 
many  of  the  side  effects  of  aspirin  and  is  well  tolerated. 
It,  therefore,  is  used  in  patients  for  whom  aspirin  is 
contraindicated. 

Propionic  acid  derivatives:  Included  in  this  class  are 
ibuprofen,  naproxen,  and  fenoprofen.  These  agents  are 
effective  for  symptomatic  relief  of  pain  associated  with 
soft  tissue  injury  and  have  been  used  to  relieve  moder- 
ate pain  from  viscera  and  bone  metastases. 

Opioid  analgesics:  A wide  range  of  agents  are  avail- 
able in  this  class  of  drugs,  including:  morphine,  heroin 
(diacetyl  morphine),  hydromorphone  (dihydromor- 
phinone),  codeine  (methylmorphine),  levodromeran 
methadone,  meperidine,  and  alphaprodine.  Although 
all  of  these  agents  produce  similar  side  effects,  avail- 
ability of  many  of  these  agents  provides  flexibility  in 
prescribing  these  drugs.  For  example,  codeine  is 
prescribed  when  the  pain  is  not  too  severe,  morphine 
when  pain  is  severe,  and  levodromeran  when  a potent 
oral  analgesic  is  needed. 

INTRASPINAL  INFUSION  OF  OPIOIDS 

' 

A permanent  subcutaneously  implanted  epidural 
system  has  been  used  for  repeated  intermittent  injec- 
tions of  local  anesthetics  and  opioids  to  relieve  pain. 
This  method  has  the  advantage  of  delivering 
analgesics  locally  in  the  spinal  cord  and  thus  eliminat- 
ing or  reducing  the  side  effects  which  are  common 
when  they  are  administered  systemically.  By  adjusting 
the  amount  and  concentration  of  the  drug,  it  is  pos- 
sible to  relieve  pain  without  compromising  sensory, 
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autonomic,  or  motor  function.  The  drugs  administered 
in  this  manner  need  to  diffuse  about  1 mm  into  the 
dorsal  horn  of  the  spinal  cord  from  the  spinal 
subarachnoid  space.  The  onset  and  duration  of  action 
of  the  analgesic  administered  intrathecally  or  epidural- 
ly  is  dependent  on  the  rate  at  which  the  drug  diffuses 
into  the  spinal  cord,  the  distance  to  which  it  diffuses 
in  the  cerebrospinal  fluid,  and  the  rate  at  which  it  is 
eliminated  from  the  CNS.  These  factors  are  determined 
by  the  affinity  of  the  drug  for  its  receptors  and  its  lipid 
solubility.  Pain  relief  is  profound,  segmental,  and 
prolonged  for  drugs,  e.g.  morphine,  that  have  strong 
receptor  affinity  and  low  lipid  solubility.  On  the  other 
hand,  drugs  with  low  receptor  binding  and  high  lipid 
solubility,  e.g.  fentanyl,  have  rapid  and  intense  segmen- 
tal pain  relief  action  but  the  therapeutic  effect  is  of 
short  duration.  Therefore,  modification  of  the 
molecular  structure  of  available  opioid  analgesics  to 
decrease  their  lipid  solubility  and  increase  their  affini- 
ty for  the  opioid  receptors  may  provide  better  thera- 
peutic agents  for  intraspinal  pain  relief.  Another  factor 
to  be  considered  is  the  cephalad  movement  of  the  in- 
traspinally  administered  analgesic;  this  movement 
makes  the  respiratory  centers  accessible  to  the  action 
of  analgesics.  The  dorsal  and  ventral  groups  of  respi- 
ratory neurons  are  located  in  the  nucleus  tractus 
solitarii,  nucleus  ambiguus,  and  nucleus  retro- 
ambigualis.23  Opioids  are  known  to  inhibit  these  neu- 
rons and  thus  produce  respiratory  depression.  In  order 
to  reduce  the  cephalad  movement  of  the  drug,  the  drug 
is  administered  in  a hyperbaric  vehicle  (10  percent 
glucose)  and  the  volume  of  the  injection  is  reduced. 
Leakage  of  opioids  to  the  peripheral  circulation  may 
promote  apnea,  bradycardia,  hypotension,  an  increase 
in  laryngeal  and  lung  resistance,  and  a decrease  in 
pulmonary  compliance  by  activating  pulmonary  vagal 
afferents.3  24-29  This  possibility  can  be  reduced  by  modi- 
fication of  opioid  analgesic  molecules,  e.g.  by  prep- 
aration of  quaternary  analogues,  so  that  they  cannot 
cross  blood  brain  barrier.  Quaternary  analogues  of  the 
opioid  antagonist,  naloxone,  already  are  available.30 

Currently,  there  are  five  implantable  systems  avail- 
able for  intraspinal  injections  of  analgesics.  The  oper- 
ative technique  is  similar  in  all.  A lumbar  midline  in- 
cision is  made  to  expose  the  spinous  processes  of  LI 
and  L2.  The  superior  portion  of  the  L2  process  and 
interspinous  and  yellow  ligaments  are  moved  to  expose 
the  dura  A ventricular  catheter  is  directed  cephalad 
in  the  epidural  space  and  secured  so  that  the  tip  is 
at  Tll-12  position.  A subcutaneous  tunnel  is  made 
from  the  lumbar  incision  around  the  lateral  side  of  the 
abdomen  to  a small  subcostal  incision.  Through  this 
tunnel,  the  proximal  end  of  a catheter  is  drawn  into 
the  posterior  wound  where  it  is  connected  by  a straight 
connector  to  the  distal  end  of  the  epidural  catheter. 
This  procedure  is  described  in  detail  elsewhere.22  In 
another  system,  the  drug  is  placed  in  a reservoir  with 
a one-way  valve  system  and  an  off/on  switch.  The  reser- 
voir is  implanted  subcutaneously.  In  a third  system, 
a silastic  ventricular  catheter  is  placed  through  a semi- 
hemilaminectomy into  the  epidural  space  which  is  at- 
tached to  a 500  cc  silastic-coated  blood  pack.  The  pack 


Figure  1 —Ascending  (lateral  spinothalamic  tract;  LSTT)  and 
descending  (periaqueductal  grey-raphae  magnus-spinal 
pathway;  PRSP)  pathways  involved  in  pain.  Inset  (dotted  cir- 
cle) shows  interaction  of  descending  (PRSP)  pathway, 
enkephalinergic  intemeuron,  afferent  pain  fiber  and  a neu- 
ron of  the  ascending  spinothalmic  tract.  A = aqueduct;  C VIII 
= cervical  spinal  level  8;  CLN  = central  lateral  nucleus  of 
thalamus;  CMN  = centromedian  nucleus  of  thalamus;  DRG 
= dorsal  root  ganglion;  DRGC  = dorsal  root  ganglion  cell;  EIN 
= enkephalinergic  intemeuron;  ENK  = enkephalin;  5-HT  = 
5 hydroxytiyptamine  (serotonin);  ION  = inferior  olivary  nu- 
cleus; LB  = lateral  branch  of  LSTT;  LSTT  = lateral 
spinothalamic  tract;  MB  = medical  branch  of  LSTT;  MRF  = 
medullary  reticular  formation;  NR  = nociceptive  receptor; 
NRM  = nucleus  raphae  magnus;  OR  = opiate  receptor;  PA  = 
pain  afferent  fiber;  PAG  = peri-aqueductal  grey;  PCG  = post- 
central  gyms;  PCN  = paracentral  nucleus  of  thalamus;  PEN 
= parafascicular  nucleus  of  thalamus;  PR  = pain  recepton 
PRSP  = periaqueductal  grey-raphae  magnus-spinal  pathway; 
SN  = substantia  nigra;  SP  = substance  P;  VBG  = ventrobasal 
group  of  nuclei  in  thalamus;  VPLN  = ventroposterolateral 
nucleus  of  thalamus;  VPMN  = ventroposteromedial  nucleus 
of  thalamus. 


serves  as  a reservoir  for  the  analgesic  drug.  The  outlet 
tubing  of  the  reservoir  is  connected  to  a high  pressure 
pump  valve  assembly  and  an  on/off  valve.  These  com- 
ponents are  joined  by  subcutaneous  silastic  tubing  to 
the  distal  end  of  the  epidural  catheter.  The  patient  is 
trained  to  press  the  valvular  component  of  the  system 
and  each  compression  delivers  2 mg  of  morphine  in 
0.1  cc  volume  into  the  epidural  space.  The  fourth  sys- 
tem (Figure  2)  includes  an  Infusaid  pump.  The  pump 
is  a flat,  round  structure,  3 cm  thick  and  9 cm  in 
diameter,  made  of  titanium,  stainless  steel,  and  sili- 
cone rubber,  and  has  a capacity  of  47  cc.  The  infusion 
rate  can  be  adjusted  from  0.5  to  6 cc  per  day.  It  is 
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important  to  take  necessary  precautions  (such  as 
keeping  naloxone  and  equipment  for  artificial  respir- 
ation readily  available)  because  the  pump  may  deliver 
an  overdose  due  to  elevated  body  temperature  or  de- 
creased atmospheric  pressure.  The  fifth  system  has 
been  developed  by  NASA  and  contains  a computerized 
telecommunication  control  of  the  infusion  pump. 

One  of  the  potential  problems  associated  with  in- 
traspinal  infusions  of  opioid  analgesics  is  the  develop- 
ment of  tachyphylaxis.  To  overcome  this  difficulty,  it 
has  been  suggested  that  the  opioid  should  be  infused 
constantly  in  minimal  doses;  in  this  manner,  increased 
degree  of  activation  of  receptors  by  peak  concentra- 
tions of  the  opioid  (which  tend  to  promote  tachyphy- 
laxis) can  be  avoided.21  It  has  been  proposed  that  lido- 
eaine,  when  administered  after  the  development  of 
tachyphylaxis  to  opioids,  restores  the  sensitivity  of  the 
opioid  receptors  by  its  membrane-modifying  proper- 
ties.21-31 A new  approach  to  overcome  the  difficulty  of 
tachyphylaxis  to  opioids  is  based  on  the  discovery  of 
multiple  opioid  receptors  (namely:  n,  5,  k , and  a recep- 
tors) in  the  CNS.32  The  specific  agonists  for  these  re- 
ceptors are;  morphiceptin,  (D-ala2-D-leu5-enkephalin; 
DADLE),  dynorphin,  and  N-allyl-N-nor-metazocine,  re- 
spectively. Noloxone  acts  as  an  antagonist  at  all  of 
these  receptors  with  variable  affinities.  A specific  an- 
tagonist (diallyl-tyr‘-(CH2S)-phe4-leu-enkephalin)  is 
available  for  delta  receptors;32  specific  antagonists  for 
other  opioid  receptors  remain  to  be  discovered.  Mor- 
phine is  predominantly  a n receptor  agonist.  When 
tachyphylaxis  develops  to  it,  it  is  possible  to  substitute 
another  opioid  receptor  agonist,  e.g.  DADLE  for  delta 
receptors,  until  the  new  receptors  regain  their 
sensitivity  to  morphine.  Initial  reports  on  this  ap- 
proach to  surmount  the  problems  with  tachyphylaxis 
are  encouraging.33 

Neurosurgical  intervention  for  cancer  pain  always 
should  be  considered  when  the  pain  no  longer  re- 
sponds to  conservative  treatment.  There  are  two  prin- 
cipal neurosurgical  methods  available:  ablative  and 
neuroaugmentative.  The  first  involves  the  surgical  in- 
terruption of  tracts  conducting  pain  between  the  pe- 
riphery and  the  cerebral  integration  centers.  The  sec- 
ond involves  intermittent  electrical  stimulation  of  a 
tract  or  a center  aimed  at  producing  inhibition  of  pain 
information.  Here,  relief  of  pain  is  attained  by  stimu- 
lating a descending  pain-inhibiting  system. 

RHIZOTOMY  

A rhizotomy  is  the  cutting  of  the  dorsal  root  between 
the  spinal  cord  and  the  spinal  ganglion.  This 
procedure  results  in  anesthesia  of  one  dermatome. 
Due  to  the  overlapping  of  innervation  areas,  it  is 
necessary  to  cut  several  roots.  Rhizotomy  is  useful  in 
post-thoraeotomy  pain  and  cancer  of  the  head  and 
neck34 

CORDOTOMY 

Surgical  cordotomy  has  been  found  to  be  an  effective 
method  of  relieving  pain  in  malignant  disease.  The 
demonstration  by  Spiller  in  1905  that  the  fibers 
mediating  pain  and  temperature  impulses  are  in  the 
anterolateral  columns  of  the  spinal  cord  in  humans 
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established  the  anatomic  basis  for  the  operation.  Some 
years  later,  he  persuaded  Martin  to  section  the  an- 
terolateral tract  of  a patient  with  severe  pain  of  the 
lower  extremities  from  cancer  of  the  spine.35  The 
classic  operation  is  performed  through  a thoracic  or 
cervical  laminectomy  incision,  depending  on  the  level 
of  the  desired  pain  relief.  The  spinal  cord  is  visualized 
and  the  ventral  quadrant  is  cut  from  the  meridian  of 
the  spinal  cord  at  the  dentate  ligament  through  a 
depth  of  5 mm  to  the  point  of  emergence  of  the  ventral 
root.  If  the  pain  is  well  lateralized,  cordotomy  should 
be  unilateral,  since  there  is  less  chance  of  complica- 
tions. When  there  is  doubt  as  to  the  lateralization  of 
pain,  bilateral  thoracic  cordotomy  at  one  stage,  sepa- 
rating the  incisions  by  one  cord  segment,  is  rec- 
ommended. Open  cordotomy  has  been  confined  to  pa- 
tients with  established  intractable  pain  committed  to 
enlarging  doses  of  narcotics  with  presumed  longevity 
of  more  than  three  months  and  in  condition  to 
withstand  a major  operative  procedure.  As  such,  the 
majority  of  patients  were  individuals  with  cancer  in 
whom  other  modalities  of  treatment  had  failed  to  con- 
trol pain. 

A discouragingly  large  proportion  of  patients  begin 
to  lose  the  initial  analgesia  after  six  months  and  by 
the  time  a year  or  more  has  passed,  recurrence  is  pres- 
ent in  about  half  of  those  with  thoracic  cordotomies. 
The  mortality  of  these  procedures  has  ranged  between 
9 percent  and  36  percent,  the  rate  being  highest  for 
bilateral  cordotomies.  In  the  latter  instances,  death  has 
been  attributed  almost  exclusively  to  respiratory  fail- 
ure, although  the  presence  of  an  advanced  stage  of 
disease  undoubtedly  has  been  a contributing  factor. 
The  major  forms  of  morbidity  have  been  bowel  and 
bladder  dysfunction,  dysesthesia  and  hemiparesis. 

The  history  of  percutaneous  cordotomy  dated  from 
the  brilliant  concept  of  application  of  stereotactic  prin- 
ciples to  making  a spinal  cord  lesion,  devised  by 
Mullan  et  al.36  The  first  method  of  making  a lesion 
utilized  a strontium-90  needle  tip  placed  adjacent  to 
the  spinal  cord  for  a calculated  period  of  radiation 
exposure.  This  technique,  however,  was  restricted  to 
cases  of  malignant  disease  with  short  longevity  due  to 
the  unpredictable  long-term  continuing  effects  of  radi- 
ation. The  development  of  the  unipolar  anodal  elec- 
trolytic lesion,  also  by  Mullan  et  al.,  often  produced  only 
a small  area  of  necrosis,  which  leads  to  a recurrence 
of  pain  in  a large  percentage  of  patients.37  The  third 
development,  by  Rosomoff  et  al„  was  that  of  the  use 
of  radiofrequency  current  applied  to  an  electrode 
placed  in  the  ventrolateral  cervical  spinal  cord.38  Here, 
more  complete  destruction  and  longer-lasting  results 
were  obtained.  Further  attempts  at  refining  this  tech- 
nique have  included  stimulation  before  making  the 
lesion  and  the  use  of  an  impedance  monitor  to  verify 
the  position  in  the  spinal  cord  before  lesioning  is  ac-  j 
complished.  The  risks  of  cordotomy  at  the  high  cervical 
level  are  chiefly  due  to  anatomic  variation  and  the 
proximity  of  other  important  pathways,  as  well  as  the 
variation  in  the  position  of  the  tracts  in  the  ventral 
quadrant  of  the  spinal  cord. 

The  one  life-threatening  complication  of  per- 
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cutaneous  cordotomy  is  the  phenomenon  of  sleep-in- 
duced apnea  (“Ondine’s  curse”),  a well-recognized  risk 
of  open  cordotomy.  The  incidence  is  not  known,  but 
the  condition  is  self-limited  if  control  of  breathing  is 
maintained  and  the  general  condition  of  the  patient 
will  allow  survival.  Intubation  or  tracheostomy  may  be 
required.  This  is  not  a pure  motor  deficit  due  to 
phrenic  nerve  paralysis:  rather,  it  appears  to  represent 
deafferentation  of  the  related  reticular  formation.39 


Figure  2— Schematic  diagram  showing  arrangement  for  in- 
trathecal administration  of  opiates  via  an  implanted  infusion 
pump. 


COMMISSURAL  MYELOTOMY 

This  procedure  is  effective  in  relieving  bilateral 
sacral  and  lower  extremity  pain.  After  laminectomy 
and  exposure  of  the  lower  spinal  cord,  a midline 
myelotomy  is  performed  from  LI  to  the  sacral  seg- 
ments of  the  cord.  The  operating  microscope  is  used 
to  perform  the  procedure  to  ensure  that  the  spinal  cord 
is  divided  in  the  midline  longitudinally  and  to  spare 
the  vessels  supplying  the  spinal  cord.  The  major  com- 
plication is  impairment  of  bowel  and  bladder  control 
I so  usually  patients  are  chosen  who  already  have  lost 
these  functions  because  of  the  primary  disease  or  re- 
sulting surgical  procedures.40 
TRANSPHENOIDAL  HYPOPHYSECTOMY 

Pain  caused  by  carcinoma  of  the  breast  or  prostate 
metastatic  to  bone  in  patients  who  have  responded  to 
prior  endocrine  manipulation  frequently  will  respond 
to  hypophysectomy.  Stereotactic  procedures  utilizing 
various  methods  of  making  lesions,  including  the 
placement  of  radioactive  yttrium-90  beads,  radio- 
frequency, cryotherapy,  and  alcohol  injection  have 
been  effective  in  the  hands  of  a number  of  in- 
vestigators. The  last  two  methods  appear  to  have  less 
morbidity  than  the  former.  The  development  of  micro- 
surgical  transsphenoidal  hypophysectomy  by  Hardy 
has  enabled  surgeons  to  excise  the  the  pituitary  gland 
under  direct  vision,  avoiding  a craniotomy,  retraction 
of  the  brain,  the  danger  of  chiasmatic  manipulation, 
and  incomplete  removal  of  the  gland.41  Our  conclusion 
after  experience  with  many  of  these  methods  is  that 
the  microsurgical  transsphenoidal  approach  is  the 
method  of  choice  in  pituitary  ablation  for  metastatic 
carcinoma. 


After  hypophysectomy,  about  75  percent  of  patients 
with  severe  pain  due  to  metastatic  breast  cancer  ob- 
tain pain  relief,  particularly  bone  pain.  In  patients  with 
prostatic  cancer  the  pain  relief  is  even  higher.42  The 
major  advantage  of  transsphenoidal  hypophysectomy 
over  adrenalectomy  other  than  the  simplicity  is  the 
high  incidence  of  significant  pain  relief.  In  patients 
having  adrenalectomy,  pain  relief  occurs  only  when  the 
patient  achieves  an  objective  remission,  where  as  with 
hypophysectomy,  patients  may  obtain  relief  even  when 
objective  remission  fails  to  occur. 

The  operative  mortality  is  less  than  2 percent  and 
the  complication  rate  is  about  5 percent.  The  complica- 
tions include  CSF  rhinorrhea  intrasellar  hematoma 
and  meningitis.  The  procedure  is  performed  with  the 
operating  microscope  and  a fluoroscope. 

SPINAL  CORD  STIMULATION 

Spinal  cord  stimulation  has  been  used  for  about  15 
years.  The  original  spinal  cord  stimulators  were  flat 
electrodes  that  required  a laminectomy  for  implanta- 
tion. During  the  past  five  years,  pereutaneously  im- 
planted wire  electrodes  have  been  utilized.  The 
procedure  has  been  simplified  greatly  and  now  per- 
cutaneous electrode  implantation  is  done  exclusively. 
Neurostimulation  may  be  useful  in  deafferentation 
pain  which  is  pain  concommitant  to  decreased  sen- 
sation resulting  from  tumor  infiltration  of  nerve  plex- 
us or  after  nerve  changes  with  radiation. 

Neurosurgical  pain  operations  for  cancer  should  be 
considered  when  conservative  treatment  fails  or  when 
large  doses  of  narcotics  result  in  undesirable  side  ef- 
fects. The  therapeutic  spectrum  in  neurosurgery  has 
been  extended  in  recent  years.  The  advances  in  neu- 
rophysiology have  led  to  a better  understanding  of  pain 
mechanisms,  resulting  in  a better  application  of  the 
various  treatment  methods  to  specific  pain  situations. 
The  spectrum  extends  from  destructive  procedures  to 
neuroaugmentive  nondestructive  neurostimulation 
and  most  recently  the  intrathecal  administration  of 
morphine.  Neurosurgical  interventions  have  proved  ef- 
fective in  relieving  pain  in  patients  afflicted  with  ma- 
lignant disease. 

SUMMARY 

Pain  can  be  divided  into  three  categories:  acute  pain, 
chronic  pain,  and  pain  from  malignancy.  It  is  impor- 
tant to  recognize  differences  between  different  types  of 
pain  in  order  to  provide  appropriate  treatment.  Pain 
receptors  in  the  body  detect  the  noxious  stimuli  or 
injury,  transmit  the  sensation,  via  A-delta  and  C fibers, 
to  the  lamina  I and  substantia  gelatinosa  (lamina  II 
and  III)  in  the  spinal  cord.  Neurotransmitter  released 
by  these  fibers  is  believed  to  be  substance  P which 
activates  the  neurons  of  the  spinothalamic  tract.  This 
tract  crosses  over  in  the  spinal  cord  and  ascends  to 
the  thalamus.  The  ventrobasal  and  intralaminar 
groups  of  neurons  in  the  thakanys  are  supplied  by  the 
lateral  and  medial  branches  of  the  lateral  spino- 
thalamic tract.  In  the  cortex,  post  central  gyrus  and 
superior  lip  of  the  lateral  sulcus  receive  projections 
from  the  thalamus  and  thus  participate  in  perception 
of  nociception.  A descending  pathway  from  periaque- 
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ductal  grayraphae  magnus  projects  to  the  dorsal  horn 
of  the  spinal  cord  and  is  believed  to  release  enkephalin. 
The  latter  inhibits  the  release  of  substance  P from  the 
pain  afferents,  thereby,  producing  analgesia  Drug 
treatment  of  pain  includes  salicylates,  para-amino- 
phenol  derivatives,  propionic  acid  derivatives  and 
opioid  analgesics.  Recently,  intrathecal  administration 
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Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
illergy  to  the  cephalosporin  group  of  antibiotics 
Varninos:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
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, Pseudomembranous  colitis  has  been  reported  with  virtually  all 
jiroad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins);  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
issociation  with  the  use  of  antibiotics.  Such  colitis  may  range  in 
severity  Irom  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
|lora  of  the  colon  and  may  permit  overgrowth  of  Clostridia.  Studies 
Indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
irimary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
Irug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
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As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
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USP,  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor  " (cefaclor,  Lilly).  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
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Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18,  0.20,  0 21 , and  0 16  mcg/ml  at  two, 
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Hypersensilivily  reactions  have  been  reported  in  about  1.5 
ercent  of  patients  and  include  morbillform  eruptions  (1  in  100) 
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Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Olher  effects  considered  related  to  therapy  included 
eosinophilia  (1  id  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  In  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 In  200) 
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Be  prepared,  Doctor.  More  patients  will  be 
asking  about  colorectal  cancer.  According  to  a 
survey*  conducted  by  the  American  Cancer 
Society,  many  people  would  like  to  receive  more 
information  about  colorectal  cancer,  and  83% 
said  they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer  can  be 
detected  before  symptoms  appear.  The  present 
cure  rate  is  44% . The  cure  rate  could  be  as  high 
as  75%,  with  early  detection  and  appropriate 
management. 

For  asymptomatic  persons  the  Society 
recommends  annual  digital  rectal  examina- 
tion at  age  40  and  over;  at  age  50  and  over, 
an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  every  three  to  five  years, 


following  two  initial  annual  negative 
sigmoidoscopies. 

We’re  here  to  help.  You  can  reach  us  at  your 
local  American  Cancer  Society  office  or  write 
to  our  Professional  Education  Department 
at  National  Headquarters,  90  Park  Avenue, 

New  York,  NY.  10016.  Ask  about  the  Society’s 
Colorectal  Check  program  of  professional  and 
public  education  for  the  early  detection  of 
colorectal  cancer. 


AMERICAN 
V CANCER 
? SOCIETY® 


538 


* "Cancer  of  the  Colon  and  Rectum:  Summary  of  Public  Attitude  Survey,”  Ca  33:359-365,  1983  (Nov.-Dee.). 
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Medical  education  traditionally 
has  stressed  understanding  of 
the  pathogenesis,  diagnosis, 
and  treatment  of  disease  with  the  ultimate  goal  of  cure. 
The  past  two  decades  have  witnessed  an  increased 
interest  among  medical  professionals  in  the  care  of  the 
dying.  Terminal  care  slowly  has  evolved  into  an  active, 
rather  than  passive,  aspect  of  medicine.1  Much  of  this 
awareness  is  due  directly  to  the  hospice  movement. 

WHAT  IS  THE  HOSPICE  CONCEPT?  

The  concept  of  hospice  implies  a specific  philosophi- 
cal approach  and  model  of  care  for  a defined  subset 
of  patients.2  Hospice  care  is  applicable  to  those  pa- 
tients suffering  from  advanced  stages  of  a terminal 
illness  which  has  progressed  despite  currently  avail- 
able treatment  modalities.  It  becomes  a consideration 
only  when  modalities  of  treatment  intended  to  cure  or 
arrest  the  disease  process  have  failed.  As  long  as  a 
patient  or  family  searches  for  means  to  treat  the  under- 
lying disease,  hospice  care  generally  is  noi  appropriate. 
It  is  geared  specifically  to  aid  the  dying  patient  and  to 
help  the  family  cope  with  the  physical,  emotional,  and 
spiritual  issues  of  imminent  death.  Most  patients  en- 
rolled in  hospice  programs  have  cancer,  although  pa- 
tients with  any  terminal  illness  appropriately  are 
served  by  hospice. 

Hospice  care  has  evolved  specific  philosophical 
tenets.  It  recognizes  death  as  a part  of  life.  In  this  vein, 
hospice  stresses  the  importance  of  maintaining  the 
quality  and  dignity  of  life,  within  the  restrictions  of  the 


illness.  Life  continues  as  closely  as  possible  to  the  nor- 
mal routine  of  the  patient  and  family.  Whether  the 
patient  is  cared  for  at  home  or  in  an  institutional 
setting,  much  of  the  care  is  rendered  by  the  family. 
With  hospice  home  care,  the  patient  is  able  to  remain 
in  his  own  environment,  surrounded  by  familiar  ob- 
jects, and  setting  his  own  daily  routine.  In  short,  the 
process  of  dying  is  seen  as  a continuum,  although  the 
final  phase,  of  life  and  this  transition  is  made  as  non- 
traumatically  and  as  smoothly  as  possible. 

The  goal  of  hospice  care  is  strictly  palliation  of  symp- 
toms— physical,  emotional,  and  spiritual.  Palliation  of 
physical  symptoms  without  life-sustaining  measures 
is  of  paramount  importance.1  Analgesics  are  given  ap- 
propriately with  the  aim  of  pain  control  without  fear 
of  addiction.  Special  attention  is  paid  to  such  common 
problems  as  constipation,  skin  care,  and  depression. 
Specially  trained  hospice  personnel  address  emotional 
and  spiritual  issues.  The  use  of  respirators,  in- 
travenous nutrition,  and  chemotherapy  generally  is 
regarded  not  as  palliative  and,  therefore,  is  not  in  keep- 
ing with  hospice  goals.  The  use  of  intravenous  fluids, 
antibiotics,  and  blood  transfusions  may  be  compatible 
with  the  goals  of  hospice  under  specific  circumstances. 

The  patient  and  family  are  regarded  as  one  unit  in 
the  hospice  concept.  In  terms  of  palliation,  much  atten- 
tion is  given  to  the  emotional,  financial,  and  spiritual 
needs  of  the  loved  ones  as  well  as  of  the  patient.  Many 


*Dr.  Michaelson  is  Chief,  Oncology  Section.  Saint  Barnabas 
Medical  Center,  Livingston,  and  Medical  Director  for  Hospice. 
Inc.,  Montclair. 
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of  the  activities  of  the  hospice  social  worker,  chaplain, 
and  volunteers  are  geared  toward  support  of  the  pa- 
tient’s family.  On  a different  plane,  the  family  is  viewed 
as  the  primary  caregiver,  with  the  hospice  personnel 
offering  guidance  and  support.  Thus,  the  family  plays 
a major  role  in  hospice  care.  Finally,  hospice  care  does 
not  end  with  the  death  of  the  patient.  Contact  with  the 
family  is  maintained  for  many  mbnths,  and  bereave- 
ment counseling  is  offered. 

WHAT  8S  THE  HOSP8CE  MODEL  OF  CARE? 

The  concept  of  hospice  care  was  developed  in  the 
1960s  in  Great  Britain  where  it  evolved  into  an  institu- 
tional-based program.  Hospices  were  constructed  to 
serve  as  terminal  care  facilities  conducive  to  family 
living  and  patient  comfort.  Although  several  free- 
standing inpatient  hospices  exist  in  the  United  States, 
hospice  care  in  this  country  has  become  almost  ex- 
clusively home  based. 

In  this  model,  one  individual,  usually  a family  mem- 
ber, is  designated  as  the  primary  care  person  (PCP), 
directly  assuming  responsibility  for  patient  care.  The 
PCP  may  allocate  appropriate  responsibilities  to  others 
willing  to  share  in  the  caregiving.  The  role  of  hospice 
then  is  to  direct  the  care  of  the  patient  through  the 
PCP  as  well  as  to  provide  physical  and  psychological 
support  to  the  patient  and  family. 

The  hospice  utilizes  the  team  approach  to  patient 
care.  The  team  members  and  responsibilities  are  as 
follows: 

1.  Nurse  Practitioner— The  nurse  is  the  pivotal 
hospice  caregiver.  She  generally  is  the  person  who  first 
evaluates  the  patient  for  hospice  care,  ensuring  the 
appropriateness  of  the  referral  as  well  as  explaining 
available  services  to  the  potential  client.  Once  the  pa- 
tient is  enrolled  in  hospice,  the  nurse  visits  the  patient 
on  a regular  basis  depending  upon  need,  anywhere 
from  once  daily  to  once  every  other  week.  A nurse  also 
is  on  call  24  hours  a day,  seven  days  a week  for  emer- 
gency home  visits.  The  nurse  evaluates  the  physical 
state  of  the  patient,  and  discusses  appropriate  sympto- 
matic management  with  the  physician.  She  evaluates 
the  need  for  special  equipment  additional  nursing 
help,  and  assesses  the  physical,  emotional,  and  spir- 
itual needs  of  the  patient  and  family.  She  then  makes 
other  members  of  the  hospice  team  aware  of  these 
needs.  As  the  person  most  frequently  in  contact  with 
the  patient  and  family,  the  nurse  is  in  the  best  position 
to  coordinate  hospice  care. 

2.  Physician — The  patient’s  personal  physician  re- 
mains in  charge  of  overall  medical  care  and  issues  all 
medical  orders.  Home  visits  for  medical  reasons  are 
rarely  necessary  as  hospice  nurses  are  trained  in 
physical  diagnosis  and  symptom  management.  How- 
ever, the  physician  may  find  periodic  home  visits  re- 
assuring to  the  patient  and  family.  As  the  nurse  bears 
the  primary  responsibility  for  patient  evaluation  in  the 
home  care  setting,  physicians  with  patients  on  hospice 
services  should  be  open  to  frequent  telephone  com- 
munication with  the  nurse  and  should  be  available  for 
home  visits  if  needed. 

3.  Medical  Director— As  a physician  with  expertise 
in  the  field  of  palliative  care,  the  hospice  medical  direc- 


tor may  offer  appropriate  suggestions  directly  to  the 
attending  physician  or  may  ask  the  nurse  to  discuss 
a specific  issue  with  the  attending.  All  orders,  however, 
are  issued  by  the  patient’s  own  physician. 

4.  Social  Worker—  The  social  worker  has  special 
skills  in  dealing  with  the  psychosocial  dynamics  com- 
mon to  hospice  situations.  She  provides  counseling  in 
the  home  and  by  telephone  to  the  patient  and  family 
as  needed.  Issues  frequently  encountered  include  fear 
of  death  by  the  patient,  fear  of  loneliness  by  the  surviv- 
ing spouse,  guilt,  and  difficulties  in  communication 
between  patient  and  family.  The  social  worker  also  is 
available  for  help  with  financial  concerns,  funeral  ar- 
rangements, and  bereavement  counseling  for  spouses  j 
and  children. 

5.  Director  of  Volunteers — Volunteers  form  a unique 
aspect  of  hospice  care.  Volunteers  from  the  community 
are  available  for  a variety  of  tasks — companionship  for 
patient  and  family  members,  transportation,  shopping, 
remaining  in  the  home  with  the  bedridden  patient  to 
allow  the  PCP  time  out  of  the  home,  and  specialized 
tasks  such  as  hairstyling  or  help  with  bills.  They  are 
recruited  from  the  community  and  must  complete  a 
training  program.  The  director  of  volunteers  recruits, 
trains,  and  places  volunteers  where  appropriate. 

6.  Chaplain— The  chaplain  is  available  for  home 
visits  to  provide  spiritual  support  for  patients  and  fam- 
ilies. Where  appropriate,  he  will  contact  the  patient’s 
own  religious  leader  to  discuss  special  needs  identified 
by  the  hospice  team. 

The  hospice  team — composed  of  the  hospice  nurses, 
director  of  nursing,  medical  director,  social  worker, 
director  of  volunteers,  and  chaplain — meets  weekly  to 
discuss  each  patient.  In  a problem-oriented  fashion, 
the  specific  needs  of  each  patient  and  family  in  the 
areas  of  symptom  control,  and  psychological  and  spir- 
itual support  are  identified.  Plans  for  meeting  these 
needs  then  are  formulated.  All  members  of  the  team 
participate  in  the  discussion,  and  problems  and 
planned  approaches  are  documented  carefully  in  the 
hospice  record. 

FOR  WHOM  IS  HOSPICE  HOME  CARE  APPROPRIATE? 

Hospice  care  is  provided  for  patients  in  the  terminal 
stages  of  illness,  generally  with  a prognosis  of  six 
months  or  less.  Although  the  great  majority  of  patients 
in  hospice  programs  have  cancer,  patients  with  end- 
stage  neurologic,  cardiac,  pulmonary,  hepatic,  and 
renal  diseases  also  may  be  eligible. 

Patients  need  not  be  bedridden  to  be  eligible  for 
hospice  care.  However,  they  should  be  at  a stage  of 
illness  where  no  further  means  of  arresting  the  disease 
process  is  contemplated,  either  because  no  further 
treatment  is  available  or  because  the  patient  and  fam- 
ily refuse  further  therapy.  Hospice  is  not  a visiting 
nurse  service  for  patients  with  incurable  illness.  It  is 
rather  an  organization  geared  to  help  people  face  the 
physical  and  psychological  stresses  of  impending 
death  with  the  stress  on  quality  of  remaining  life. 

Hospice  care  is  most  beneficial  when  the  patient  and 
family  are  aware  of  diagnosis  and  prognosis.  However, 
patients  are  not  required  to  fully  understand  their 
prognosis  for  hospice  care  to  be  instituted. 
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In  New  Jersey,  where  no  inpatient  hospice  facilities 
exist,  patients  and  families  should  be  committed  to  the 
concept  of  home  care  for  the  duration  of  the  terminal 
illness  (Table).  A patient  discharged  home  between 
acute  care  hospitalizations,  and  who  plans  on  hospital- 
ization for  terminal  care  is  more  appropriately  eared 
for  by  a visiting  nurse  service.  Hospice  requires  conti- 
nuity of  care  and  assumes  a commitment  to  home  care. 
The  concept  of  hospice  care,  however,  does  not 
preclude  short-term  hospitalizations  for  symptom 
management.  Obviously,  the  commitment  to  hospice 
home  care  by  the  patient  and  family  must  be  ongoing. 
If  home  care  becomes  untenable,  the  patient  always 
has  the  option  to  terminate  hospice  benefits  and  re- 
turn to  the  more  traditional  medical  care  system. 

A primary  care  person  must  be  identified  in  order 
for  a patient  to  be  eligible  for  hospice  care.  Although 
many  patients  who  live  alone  may  wish  to  remain  at 
home  for  the  duration  of  an  illness,  it  is  anticipated 
that  such  patients  will  reach  a point  beyond  which 
they  cannot  safely  be  left  alone.  Unless  a family  mem- 
ber, friend,  or  hired  live-in  companion  would  be  avail- 
able at  that  time,  a person  without  a primary  care 
person  is  ineligible  for  hospice  home  care. 

HOW  IS  HOSPICE  FUNDED? 

As  hospice  care  is  being  utilized  more  frequently, 
many  private  insurors  now  are  offering  hospice  ben- 
efits. Medicare  devised  a specific  hospice  Medicare 
benefit.  Medicaid  and  Blue  Cross/Blue  Shield  do  not 
reimburse  for  hospice  services,  although  discussions 
are  being  held  in  this  regard.  An  exception  are  those 
hospices  which  are  part  of  visiting  nurse  agencies.  In 
that  case,  hospice  care  may  be  covered  under  the  aus- 
pices of  the  visiting  nurse  services. 

Individual  hospices  have  unique  billing  systems. 
Many  bill  on  a fee-for-service  basis  on  a sliding  scale. 
Most  hospices  will  not  turn  away  patients  for  financial 
reasons.  As  fees  generally  cover  only  a portion  of 
hospice  costs,  community  financial  support  is  needed 
by  many  hospices. 

HOSPICE  MEDICARE  BENEFIT 

In  August  1982,  the  Health  Care  Finance  Agency 
(HCFA)  issued  guidelines  for  a Medicare-sponsored 
hospice  benefit  which  took  effect  November  1,  1983.3 
Patients  are  eligible  for  this  benefit  if  they  qualify  for 
Medicare  Part  A hospital  insurance;  if  the  attending 
physician  and  hospice  medical  director  certify  that  the 
patient  has  a terminal  illness  with  an  anticipated  life 
expectancy  of  less  than  six  months;  if  the  patient  and 
family  express  a wish  for  hospice  care  including  an 
intention  to  maintain  the  patient  at  home  for  the  dur- 
ation of  the  illness;  if  the  concept  of  palliative  care  as 
discussed  is  accepted  by  the  patient  and  family;  and 
if  care  is  provided  by  a Medicare-certified  hospice. 

When  the  patient  signs  the  required  Medicare  ben- 
efit statement,  hospice  assumes  financial  responsi- 
bility for  the  patient’s  home  care.  Covered  services  in- 
clude nursing  visits,  home  health  aides,  physicians’ 
services,  social  services  and  spiritual  counseling, 
specialized  therapies,  and  medical  appliances  and  sup- 
plies related  to  the  terminal  illness.  Hospice  pays  for 


these  services  and  then  is  reimbursed  by  Medicare  on 
a daily  rate  basis.  As  the  hospice  is  responsible  for  the 
medical  expenses,  all  aspects  of  the  care  plan  must  be 
approved  by  the  hospice  team. 

The  patient  desiring  Medicare  hospice  coverage 
elects  this  particular  benefit  in  place  of  the  traditional 
Part  A Medicare.  Days  in  the  hospice  Medicare  benefit 


Medicare-Certified  Hospice 
in  New  Jersey 

New  Jersey  Hospice  Organization 
760  Alexander  Road— CN1 
Princeton,  NJ  08540-0706 

Center  for  Hope 
291  E.  4th  Avenue 
Roselle,  NJ  07203 

Community  Health  Services  of  Overlook  Hospital 
193  Morris  Avenue 
Summit,  NJ  07901 

Hospice,  Inc. 

331  Claremont  Avenue 
Montclair,  NJ  07042 

Hospice  of  Burlington  County 
P.O.  Box  A 

Moorestown,  NJ  08057 

Hospice  Program  of  Hackensack  Medical  Center 
22  Hospital  Place 
Hackensack,  NJ  07601 

Hospice  of  Morris  County 
282  West  Hanover  Avenue 
Morristown,  NJ  07960 

Hospice  Program  of  Muhlenberg  Hospital 
Randolph  Road  and  Park  Avenue 
Plainfield,  NJ  07061 

Karen  Ann  Quinlan  Center  for  Hope 

175  High  Street 
Newton,  NJ  07860 

Passaic  Valley  Hospice 

783  Riverview  Drive — P.O.  Box  70 

Totowa  NJ  07512 

Rahway  Hospital  Hospice 
865  Stone  Street 
Rahway,  NJ  07065 

Supportive  Care  Program  of  The  Medical  Center 

at  Princeton 

253  Witherspoon  Street 

Princeton,  NJ  08540 

West  Essex  Community  Health  Services 
3 Fairfield  Avenue 
West  Caldwell,  NJ  07006 

Christ  Hospital  Home  Health  Services 

176  Palisade  Avenue 
Jersey  City,  NJ  07306 

Community  Health  and  Nursing  Service  of 
Camden  County 
28  W.  Collings  Avenue 
Collingswood,  NJ  08108 

Community  Care  Hospice  of  Union  County 
354  Union  Avenue 
Elizabeth,  NJ  07208 

Holy  Redeemer  of  Visiting  Nurses 
Brooks  Avenue — P.O.  Box  280A 
Swainton,  NJ  08210 
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are  not  deducted  from,  but  are  in  addition  to,  standard 
Medicare  coverage.  While  on  the  hospice  Medicare  ben- 
efit, standard  Medicare  continues  to  pay  physicians’ 
bills  in  the  usual  way  (80  percent  of  the  approved 
amount  for  covered  services)  as  well  as  for  treatment 
of  conditions  other  than  the  terminal  illness. 

Medicare  reimburses  hospice  on  a daily  rate.  Four 
reimbursement  schedules  have  been  set.  The  daily 
home  care  rate  is  paid  for  each  day  the  patient  is  at 
home  receiving  routine  home  care  whether  or  not  a 
visit  is  made  that  day.  The  continuous  home  care  rate 
reimburses  the  hospice  at  a somewhat  higher  rate, 
covering  extended  hours  of  home  care  necessary  dur- 
ing periods  of  crisis.  The  respite  care  rate  covers  short- 
term hospitalization  in  an  intermediate  care  facility, 
contracted  for  by  the  hospice,  providing  a period  of  rest 
for  the  PCP.  The  Medicare  legislation  limits  each 
respite  to  no  more  than  five  consecutive  days.  Finally, 
the  acute  care  rate  is  paid  for  hospitalizations  neces- 
sary for  pain  control  or  other  symptom  control  not 
feasibly  done  in  the  home.  As  the  hospice  remains 
financially  responsible  for  the  patient’s  hospitalization 
and  supplies,  the  hospice  team  must  be  included  in 
management  decisions  by  the  treating  physician.  With 
the  attending,  the  team  decides  when  hospitalization 
for  acute  care,  respite  care,  or  intensive  home  care  is 
appropriate. 

When  a patient  on  the  hospice  Medicare  benefit  re- 
quires hospitalization,  hospice  reimburses  the  hospi- 
tal on  a fixed  rate  daily  charge  negotiated  on  a contrac- 
tual basis  with  each  participating  hospital.  This  is 
totally  outside  of  the  DRG  system.  Each  hospice  must 
contract  with  individual  hospitals,  specifying  the  rate 
to  be  paid.  This  ensures  that  hospice  personnel  have 
access  to  patients  and  charts,  and  that  the  hospice 
team  has  input  into  the  care  plan.  Patients  on  the 
hospice  Medicare  benefit  must  be  hospitalized  in  a 
hospital  contracting  with  the  hospice  in  order  for 
Medicare  to  cover  that  particular  stay. 

Medicare  also  limits  the  total  number  of  reim- 
bursable in-hospital  days  to  20  percent  of  all  annual 
hospice  days.  If  greater  than  20  percent,  hospice  is 
reimbursed  on  a routine  home  care  rate  for  those  days 
over  the  20  percent  limit.  This  again  is  figured  on  an 
annual,  rather  than  a per  case,  basis. 

In  an  attempt  to  limit  hospice  care  to  those  with 
terminal  illness.  Medicare  set  several  guidelines.  One 
was  the  length  of  time  of  coverage  of  the  hospice  Medi- 
care benefit.  Patients  are  covered  for  a total  of  210 
days— two  90-day  periods  and  one  30-day  period, 
which  must  be  utilized  in  that  order.  Patients  must  be 
certified  as  hospice  appropriate  at  the  beginning  of 
each  period.  A patient  may  revoke  the  hospice  Medi- 
care benefit  at  any  time  and  return  to  Medicare  cov- 
erage, but  in  doing  so  forfeits  the  remaining  days  in 
that  particular  benefit  period.  For  example,  a patient 
revoking  20  days  into  the  first  90-day  hospice  period 
forfeits  the  remaining  70  days  of  coverage,  but  retains 
the  second  90-day  and  30-day  coverage  period  should 
he  decide  in  the  future  to  return  to  hospice  care.  A 
patient  living  beyond  the  allowed  210  days  must  be 
allowed  to  continue  hospice  care  if  he  or  sire  desires. 
However,  the  hospice  then  may  bill  for  service  at  that 


time.  Alternatively,  the  patient  living  beyond  210  days 
may  revoke  the  hospice  benefit  and  revert  to  tra- 
ditional Medicare  coverage. 

In  view  of  the  above  restrictions,  one  may  question 
the  advantages  of  the  hospice  Medicare  benefit  The 
advantages,  however,  are  many. 

Traditional  Medicare  home  coverage  requires 
documentation  of  the  homebound  status  of  the  pa- 
tient, while  hospice  Medicare  requires  only  that  the 
patient  have  a less  than  six-month  prognosis.  Tra- 
ditional Medicare  covers  home  nursing  visits  and  lim- 
ited home  health  aide  time  as  long  as  skilled  nursing 
care  is  required.  The  hospice  Medicare  benefit  covers 
as  many  hours  of  nursing  and  home  health  aide  time 
as  the  hospice  team  deems  necessaiy,  and  does  so 
whether  or  not  skilled  care  is  required.  Hospice  care, 
unlike  traditional  Medicare,  provides  nurses  on  call 
around  the  clock.  Where  traditional  Medicare  allows  up 
to  8 hours  of  daytime  nursing  for  crisis  periods, 
hospice  Medicare  allows  for  24-hour  care  during  such 
times.  Basic  Medicare  covers  80  percent  of  the  cost  of 
equipment  and  excludes  “convenience”  items  such  as  J 
overbed  tables  and  grab  bars — the  hospice  benefit  cov-  I 
ers  100  percent  of  equipment  cost  and  may  cover  the 
cost  of  convenience  items  at  the  discretion  of  the  team. 
The  Medicare  hospice  benefit  covers  the  cost  of  medi- 
cations related  to  the  terminal  illness  with  5 percent 
copayment — traditional  Medicare  has  no  reimburse- 
ment for  drugs.  Covered  by  the  hospice  Medicare  ben-  1 
efit  are  hospitalizations  for  symptom  control  and 
respite  care,  as  well  as  specific  services  such  as 
bereavement  counseling,  volunteers,  specially  trained 
social  workers,  and  chaplains.  The  patient  on  the 
hospice  Medicare  benefit  has  available  the  expertise 
and  services  of  the  members  of  the  hospice  team.  Fi-  i 
nally,  the  patient  retains  traditional  Medicare  coverage 
for  treatment  of  illnesses  not  connected  to  the  terminal 
illness,  and  always  has  the  option  of  reverting  to  tra- 
ditional Medicare  coverage  with  no  penalties. 

CONTROVERSIES  IN  HOSPICE  CARE 

As  with  any  new  approach  to  medical  care,  hospice 
deserves  careful  evaluation  to  determine  benefits  and 
disadvantages.  Since  hospice  care  is  a relatively  new 
concept  in  American  medicine,  such  investigations 
still  are  in  the  early  stages.  Many  individual  re- 
searchers are  active  in  this  area  In  addition,  Congress 
in  1979  mandated  a study  to  “delineate  the  implica- 
tions of  inclusion  of  hospice  services  in  the  Medicare 
program.”4  The  resultant  National  Hospice  study  was 
undertaken  to  evaluate  such  issues  as  the  impact  of 
hospice  on  quality  of  life  and  the  cost  of  hospice  care. 

Quality  of  life,  with  its  many  variables  and  subjective 
interpretations,  is  difficult  to  measure  in  an  accurate 
and  meaningful  way.  Several  studies  have  suggested 
that  hospice  care  may  improve  quality  of  life  by  lower- 
ing levels  of  anxiety,  anger,  and  depression  in  patients 
and  family  members.5  As  traditional  medical  care  as- 
similates more  of  the  hospice  tenets,  it  may  become 
increasingly  more  difficult  to  demonstrate  objectively 
the  benefit  of  hospice  care  in  terms  of  quality  of  life 
and  symptom  management. 

Oncology  units  in  many  hospitals  now  are  encourag- 
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ing  participation  by  families  in  patient  care,  abolishing 
restrictions  on  visitors  and  visiting  hours  for  the  ter- 
minally ill,  offering  support  groups  for  patients  and 
families,  utilizing  the  services  of  social  workers,  volun- 
teers, and  chaplains,  and  stressing  palliative  care 
where  appropriate.  An  increasing  number  of  physi- 
cians are  gaining  an  understanding  of  symptom  man- 
agement, especially  pain  control.  The  time  seems  to  be 
approaching  when  both  hospice  home  care  and  inpa- 
tient care  will  maximize  quality  of  life,  the  optimal  site 
of  care  being  determined  by  the  individual  needs  of  the 
patient  and  family.* 1 2 3 4 5 6 

Cost  effectiveness  is  another  controversial  issue. 
Some  would  argue  that  cost  effectiveness  should  not 
be  a consideration  when  evaluating  quality  of  life, 
although  in  the  climate  of  today’s  medical  economies 
such  an  argument  seems  archaic.7  Preliminary 
analysis  of  the  National  Hospice  study  demonstrates 
a clear  cost  savings  of  home  hospice  care  over  conven- 
tional medical  care.8  Further  studies  are  ongoing. 

The  provisions  and  restrictions  of  the  hospice  Medi- 
care benefit  have  generated  a tremendous  amount  of 
criticism.  It  is  beyond  the  scope  of  this  article  to  enu- 
merate and  evaluate  these  issues.  Several,  however, 
warrant  discussion. 

One  issue  is  the  requirement  for  certification,  by  the 
attending  physician  and  medical  director,  of  a less 
than  six-month  prognosis  for  eligible  patients.9  Such 
forecasts  are  frequently  inaccurate.  Also,  patients  with 
incapacitating  nonmalignant  terminal  conditions  and 
malignancies  such  as  prostate  cancer  may  be  denied 
hospice  care  because  of  the  frequendy  prolonged  and 
unpredictable  natural  histoiy  of  the  illness.  Patients 
enrolled  in  hospice  home  care  under  the  Medicare  ben- 
efit who  outlive  the  210-day  limit  face  the  option  of 
assuming  financial  responsibility  for  continuation  of 
hospice  care  or  reverting  back  to  traditional  Medicare, 
losing  benefits  of  hospice  care  at  a time  when  they 
most  may  be  needed. 

Another  important  criticism  is  the  requirement  of 
a primary  care  person.  Such  a stipulation  hurts  the 
patient  lacking  a close  family  structure  or  the  means 
to  hire  live-in  help — precisely  the  person  who  could 
benefit  most  from  the  support  services  and  financial 
assistance  provided  by  the  hospice  benefit.10 

The  reimbursement  levels  of  hospice  by  Medicare 
also  have  come  under  attack.11  One  month  of  routine 
home  care  reimbursement  amounts  to  roughly  $1,700. 
This  must  cover  salaries  of  hospice  employees,  fixed 
expenses  of  the  hospice  office,  nurses,  and  home 
health  aides,  medications,  supplies  and  equipment, 
and  bereavement  counseling. 

Should  a patient  require  palliative  radiotherapy  for 
painful  bone  metastases  or  symptomatic  brain  metas- 
tases,  the  radiotherapy  bill  conceivably  could  amount 
to  several  thousands  of  dollars,  not  including  the  cost 
of  transportation  to  the  hospital.  Several  patients  re- 
quiring palliative  radiotherapy  easily  could  exhaust 
the  funds  of  a hospice. 

The  reimbursement  schedule  is  such  that  hospices 
lose  significantly  on  patients  enrolled  for  a short  du- 
ration during  which  intensive  support  is  needed.  Con- 
versely, the  hospice  also  would  lose  significant  monies 


if  all  patients  lived  for  six  months,  as  the  daily  reim- 
bursement reaches  the  cap,  or  maximal  allowable  reim- 
bursement per  patient,  after  slightly  over  four  months. 
It  would  be  shameful  if  availability  of  hospice  services 
depended  on  these  financial  considerations. 

Controversy  exists  as  to  what  constitutes  palliative 
care.  As  chemotherapy,  if  successful,  can  palliate  symp- 
toms, should  it  be  covered  by  the  hospice  benefit?  If 
patients  desire  experimental  therapy,  in  the  interest  of 
advancing  science  for  the  benefit  of  future  patients, 
should  the  cost  of  this  care  be  borne  by  hospice?  What 
is  the  role  of  blood  transfusions,  intravenous  fluids, 
and  intravenous  antibiotics  in  palliative  care? 

Despite  these  problems  and  controversies,  the 
hospice  Medicare  benefit  is  a positive  step  in  recog- 
nition by  third-party  payers  of  the  advantage  of 
hospice.  It  is  hoped  that  Congress  will  extend  the 
“sunset  clause”  of  the  benefit  due  to  expire  in  1986, 
and  will  continue  to  modify  the  program  to  better  meet 
the  needs  of  those  it  is  intended  to  serve. 

SUMMARY  

Hospice  is  a philosophy  and  a model  of  care.  It  exists 
to  provide  support  and  care  for  persons  in  the  last 
phases  of  an  incurable  illness  who  wish  to  remain  at 
home.  Hospice  recognizes  that  dying  is  a natural  pro- 
cess and  exists  to  help  patients  and  their  families  at- 
tain physical,  emotional,  and  spiritual  peace  during  a 
terminal  illness.  The  model  of  care  is  that  of  a multi- 
faceted team  approach  addressing  the  problems  of  the 
patient  and  family,  with  the  solitary  goal  of  palliation 
of  symptoms. 

Hospice  care  is  appropriate  for  patients  with  a ter- 
minal illness  and  a prognosis  of  six  months  or  less, 
who  wish  to  remain  at  home  and  will  be  receiving  no 
further  life-sustaining  treatments.  It  requires  a pri- 
mary care  person  to  assume  responsibility  for  the 
home  care. 

Hospice  care  is  funded  by  many  third-party  carriers, 
and  by  Medicare  under  the  recent  hospice  Medicare 
benefit. 

REFERENCES  

1.  Saunders  C:  The  hospice:  Its  meaning  to  patients  and 
their  physicians.  Hosp  Pract  16:  93-108,  1981. 

2.  Keller  CD,  Bell  HK:  The  new  hospice  Medicare  benefit — a 
brief  and  somewhat  irreverent  history.  Postgrad  Med  75: 
71-82,  1984. 

3.  Medicare  Program,  Hospice  Care;  Final  Rule.  Federal 
Register  48:  56008-56036,  1983. 

4.  Greer  DS,  et  al.:  National  hospice  analysis  plan.  J Chron 
Dis  36:  737-780,  1983. 

5.  Mount  BM,  Scott  JF:  Whither  hospice  evaluation?  J 
Chron  Dis  36:  731-736,  1983. 

6.  Parkes  CM:  Terminal  care;  home,  hospital,  or  hospice? 
Lancet  1:  155-157,  1985. 

7.  Vladeck  BC:  The  limits  of  cost  effectiveness.  AJPH  74: 
652-653,  1984. 

8.  Bimbaum  HG,  Kideer  D:  What  does  hospice  cost?  AJPH 
74:  689-697,  1984. 

9.  Brody  H,  Lynn  J:  The  physician's  responsibility  under 
the  new  Medicare  reimbursement  for  hospice  care.  N Engl  J 
Med  310:  920-922,  1984. 

10.  Cunningham  RM:  The  evolution  of  hospice.  Hospitals 
59:  124-126,  1985. 

1 1 . Corless  IB:  New  hospice  legislation  and  the  accompany- 
ing regulations.  Nurs  Clin  North  Am  20:  281-298,  1985. 


VOL.  83— NUMBER  8— AUGUST  1986 


543 


It  Shouldnft  Even  Be  a Contest 

You  want  what's  best  for  your 
patients  — not  what's  cheapest. 

Medicine  shouldn't  be  practiced  any 
other  way 

Yet  today's  physicians  are  wrestling 
with  a troublesome  array  of  cost-con- 
tainment initiatives:  fee  freezes,  arbi- 
trary caps  on  Medicare  reimburse- 
ment, even  restrictions  on  access  to 
care. The  stakes  are  high  — life  or  death. 

The  AMA  is  in  favor  of  cost-effec- 
tiveness, but  not  at  the  expense  of  qual- 
ity care  — or  physicians'  freedom  to 
provide  it.  So  we're  acting,  not 
reacting  — by  delivering  cost-effective- 
ness information  at  special  workshops 
and  annual  meetings;  by  offering  pub- 
lications, including  the  Physician's  Cost 
Containment  Checklist;  and  by  launch- 
ing programs  such  as  the  Cost-Effec- 
tiveness Network  for  hospital  staffs  to 
test  cost-effectiveness  strategies,  and 
the  Health  Policy  Agenda  for  the 
American  People,  a long-range  set  of 


directions  and  priorities  for  health  care. 

In  Washington,  D.C.,  and  in  court, 
we're  fighting  government-imposed  fee 
freezes  and  other  attempts  to  restrict 
the  rights  of  physicians  and  patients. 

You  can  fight  back— by  joining  the 
AMA.  Together,  we'll  help  make  sure 
that  quality  wins  — every  time. 

For  information,  call  toll-free  800/621-8335 
(in  Illinois,  call  collect  312/645-4987),  or 
return  this  coupon  to: 

The  American  Medical 
Association 

Division  of  Membership 

535  North  Dearborn,  Chicago,  Illinois  60610 

Please  send  me  AMA  membership  information. 

□ I am  a member  of  my  county  medical  society. 

Name 

Street 

City  State  Zip 

County 
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UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 
President 

The  year  is  not  over  yet,  but 
already  1986  is  destined  to  be  re- 
membered as  a banner  year  in  the 
still-young  history  of  the  University 
of  Medicine  and  Dentistry  of  New 
Jersey. 

We’ve  accepted  a challenge  from 


Stanley  S.  Bergen,  Jr.,  M.D. 


the  Governor  to  become  one  of  the 
premier  academic  health  centers  in 
the  country,  and  made  progress 
toward  that  goal  by  luring  several 
outstanding  researchers  to  our  fac- 
ulty. Among  these  are  Sidney  Pestka, 
M.D.,  whose  research  at  the  Roche 
Institute  helped  make  possible  the 
Food  and  Drug  Administration’s  ap- 
proval earlier  this  year  to  market 
genetically  engineered  interferon; 
and  Masayori  Inouye,  Ph.D.,  a na- 
tionally known  researcher  at  the 
State  University  of  New  York-Stony 
Brook. 

We’ve  continued  to  work  toward 
the  establishment  of  the  Center  for 
Advanced  Biotechnology  and  Medi- 
cine that  we  will  operate  jointly  with 
Rutgers  University.  The  Center  was 
authorized  by  the  state’s  high-tech- 
nology bond  issue  and  will  be  head- 
ed by  Aaron  Shatkin,  M.D.,  another 
former  Roche  researcher  who  has 
joined  our  faculty. 

We’ve  positioned  ourselves  for  a 
leading  role  in  the  medical  eco- 
nomics of  the  future,  through  our 
strengthened  relationships  with  our 
affiliated  hospitals  throughout  the 
state. 

In  the  midst  of  the  publicity  sur- 
rounding some  of  these  events,  one 
very  important  development  has  not 
received  the  attention  it  deserves.  I 
am  referring  to  the  University’s  ac- 
ceptance into  the  oldest  cooperative 
pediatric  cancer  study  group  in  the 
nation. 

Our  new  affiliation  with  the  Los 
Angeles-based  Children’s  Cancer 
Study  Group  (CCSG)  is  exciting  not 
only  on  its  own  merits,  but  also  be- 
cause it  is  remarkably  symbolic  of 
some  of  the  University’s  most  im- 
portant goals.  A goal  of  the  Univer- 
sity is  to  spread  the  benefits  of  medi- 
cal research  throughout  the  state. 
The  affiliation  with  CCSG  will  ad- 
vance this  goal  by  drawing  pediatric 
cancer  patients  from  around  the 
state  into  a national  clinical  re- 
search program,  where  experience 
shows  that  they  will  receive  better 
care  and  have  better  outcomes  than 
children  who  are  not  enrolled  in 
such  research.  A goal  of  the  Univer- 
sity is  to  let  the  medical  community 
nationwide  know  that  UMDNJ  is  an 
emerging  leader  in  the  field  of  health 
research.  The  affiliation  with  CCSG 
will  advance  this  goal  by  associating 
our  name  with  other  outstanding 
study-group  members,  such  as 
Sloan-Kettering  in  New  York  and 


Children’s  Hospital  of  Philadelphia 
A goal  of  the  University  is  to  adjust 
to  the  changing  nature  of  the 
health-care  marketplace  by  pooling 
resources  and  forming  new  partner- 
ships for  the  benefit  of  all  concerned. 
Our  affiliation  with  CCSG  is  a won- 
derful study  in  cooperation,  on  three 
levels;  among  institutions,  within 
our  own  institution,  and  among 
medical  disciplines. 

UMDNJ  will  share  data  and  re- 
sults with  the  30  other  members  of 
the  CCSG,  a nonprofit  organization 
founded  in  1955  to  develop  better 
diagnostic,  therapeutic,  and  patient- 
management  procedures  for  the 
care  of  childhood  cancers.  Funding 
comes  from  the  National  Cancer  In- 
stitute. 

The  study  will  involve  all  three  of 
our  campuses,  including  research- 
ers from  the  UMDNJ-New  Jersey 
Medical  School  in  Newark,  the 
UMDNJ-Robert  Wood  Johnson  Med- 
ical School  in  Piscataway/New 
Brunswick,  and  the  UMDNJ-Robert 
Wood  Johnson  Medical  School  at 
Camden.  Principal  investigator  for 
the  project  is  Milton  H.  Donaldson, 
M.D.,  head  of  the  division  of  pedi- 
atric hematology/oncology  on  the 
Camden  campus. 

Our  participation  in  the  study 
group  underscores  the  high  level  of 
collaboration  we  have  developed  at 
UMDNJ  among  physicians  in  several 
fields,  laboratoiy  technicians,  and 
psycho-social  support  services. 

UMDNJ  is  one  of  the  nation’s 
youngest  medical  universities.  In  16 
short  years  we  already  have  become 
the  nation’s  largest  freestanding 
health-sciences  university.  With  the 
continued  backing  of  the  state’s 
medical  community,  we  intend,  in 
the  years  to  come,  to  develop  a repu- 
tation as  one  of  the  best  medical  in- 
stitutions in  the  country,  a repu- 
tation that  will  serve  as  a magnet  to 
bring  outstanding  researchers,  in- 
creased grant  money,  and  high-tech- 
nology industry  to  the  Garden  State, 
for  the  benefit  of  New  Jersey’s  phy- 
sicians and  citizenry. 

AMNJ  Report 

Arthur  Krosnick,  M.D. 

President 

The  Academy  of  Medicine’s  An- 
nual Awards  Dinner  held  on  May  28, 
1986,  at  the  Chanticler  in  Short 
Hills  was  a major  success.  Approx- 
imately 330  guests  were  in  atten- 
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dance  to  honor  our  award  recipients 
and  help  install  our  officers  for  the 
1 986  to  1 987  year.  Our  Edward  J.  Ill 
Award  recipient  Dr.  Palma  Formica, 
was  eloquent  in  her  response  as  was 
our  Citizen’s  Award  designee,  Mr. 
Malcolm  A.  Borg. 

The  location  for  our  1987  event 
currently  is  under  review;  the  date  of 
Wednesday,  May  27,  1987,  has  been 
established.  The  Awards  Committee 
under  the  chairmanship  of  immedi- 
ate past-president  Dr.  Dennis  Filip- 
pone,  is  soliciting  nominations  for 
1987. 

The  Academy’s  staff  is  actively 
preparing  the  Annual  Calendar  for 
1986  to  1987  which  is  our  major 
CME  publication.  The  Calendar  will 
include  around  600  CME  activities 
for  the  forthcoming  academic  year 
and  represents  about  half  of  the 
total  number  of  programs  we  will 
sponsor  and  jointly  sponsor  for  the 
year. 

The  Calendar  includes  many  other 
items  including  a list  of  our  active 
speakers,  topics,  a list  of  our  af- 
filiated societies  and  their  presi- 
dents, and  an  application  for  our 
clinical  and  public  education  Speak- 
ers Bureau.  The  Calendar  will  be 
mailed  to  the  membership  in  late 
August. 

The  Second  Annual  Academy- 
sponsored  lecture  for  medical  stu- 
dents was  held  on  Monday,  May  5, 
1986,  at  the  UMDNJ-New  Jersey 
Medical  School  in  Newark.  Our 
guest  speaker  was  Dr.  Richard 
Egdahl,  Chancellor  of  Boston  Uni- 
versity School  of  Medicine,  who  ad- 
dressed ‘The  Effects  of  Health  Cost 
Management  on  Medical  Practice  of 


the  Future.”  The  Academy’s  Director 
of  Medical  Education,  Dr.  Alfred 
Alessi,  welcomed  the  students  and 
guests.  Our  thanks  to  Dean  Vincent 
Lanzoni,  Dr.  Beth  Alger,  and  Dr.  Ben 
Rush  for  their  help  in  organizing  the 
day. 

The  Academy  has  continued  its  ef- 
fort to  involve  young  residents  early 
in  their  careers  by  inviting  recent 
UMDNJ  graduates  to  join  AMNJ. 
Last  year  over  100  new  Associate  Fel- 
lows were  added  to  our  rolls  and,  as 
of  this  writing,  97  members  of  the 
class  of  1986  have  joined.  The 
Academy  encourages  their  partici- 
pation by  waiving  the  first  year  dues. 


Physicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  oppor- 
tunities for  practice  in  New  Jersey. 
The  information  listed  below  has  been 
supplied  by  the  physician.  If  you  are 
interested  in  any  further  information 
concerning  these  physicians,  we  sug- 
gest you  make  inquiries  directly  to 
them. 

ALLERGY — Jerome  Michael  Shier,  M.D., 
11546  February  Cir.,  Apt.  201,  Silver 
Springs,  MD  20904.  UMDNJ  1982. 
Board  eligible.  Also,  clinical  immu- 
nology. Solo  or  partnership.  Available 
July  1987. 

ANESTHESIOLOGY— Lee  A Balaklaw, 
M.D.,  575  Easton  Ave.,  Apt.  6-M, 
Somerset,  NJ  08873.  Far  Eastern  Uni- 
versity (Philippines)  1980.  Board 
eligible.  Group  or  partnership.  Avail- 
able July  1987. 

CARDIOLOGY— Navtej  Singh  Rangi, 
M.D.,  203  Country  Club  Cir.,  Leesville, 


LA  71446.  Govt.  Med.  Coll.,  Patiola 
(India)  1974.  Also,  internal  medicine. 
Board  certified  (IM).  Any  type  practice. 
Available. 

FAMILY  MEDICINE— Jeffrey  C.  Schultz, 
M.D.,  301  Victoria  Dr.,  Monroeville,  PA 
15146.  University  of  Massachusetts 
1983.  Board  eligible.  Group.  Available. 

GASTROENTEROLOGY- Richard  J. 
Fastiggi,  M.D.,  10  Silver  Stirrup  Ct„ 
Timonium,  MD  21093.  UMDNJ  1977. 
Board  certified  (IM).  Solo,  partnership, 
group.  Available. 

Prasad  Satyanarayana  Maturu,  M.D., 
8863  17th  Ave.,  Brooklyn,  NY  11214. 
Mysore  Medical  (India)  1977.  Board 
eligible.  Group  or  partnership.  Avail- 
able. 

Brian  C.  Weiner,  M.D.,  24  Bowling 
Green  PI.,  Staten  Island,  NY  10314. 
SUNY-Downstate  1981.  Board  cer- 
tified. Group  or  partnership.  Available. 

HEMATOLOGY — John  Joseph  Nanfro, 
M.D.,  9118  Kirkdale  Rd„  Bethesda,  MD 
20817.  Albany  Medical  College  1977. 
Also,  oncology.  Board  certified.  Group, 
partnership,  solo.  Available  July  1987. 

IMMUNOLOGY — Jerome  Michael  Shier, 
M.D.,  11546  February  Cir.,  Apt.  201,  | 
Silver  Springs,  MD  20904.  UMDNJ 
1 982.  Board  eligible.  Also,  allergy.  Solo 
or  partnership.  Available  July  1987. 

INTERNAL  MEDICINE  — Robert 
Beswick,  M.D.,  2316  W.  Cortez,  Chi- 
cago, IL  60622.  Illinois  1981.  Board  j 
certified.  Group,  partnership  (pre-  | 
ferred),  or  solo.  Available  September 
1986. 

Paula  McFadden  Bortnichak  M.D.,  10 
Elmwood  Rd.,  Florham  Park  NJ 
17932.  University  of  Pennsylvania 
1976.  Also,  psychiatry.  Board  certified. 
Board  eligible  (PSY).  Institutional,  oc- 
cupational, pharmaceutical.  Available 
September  1986. 

Louis  J.  Citarelli,  M.D.,  8 Overlook  Ave., 
West  Orange,  NJ  07052.  Guadalajara 
(Mexico)  1982.  Board  eligible.  Partner- 
ship or  solo.  Available. 

Arpad  C.  Heinrich,  M.D.,  360  W. 
Pleasantview  Ave.,  Hackensack  NJ 
07601.  Temeschwar  (Transylvania) 
1980.  Board  eligible.  Solo,  partner- 
ship, group.  Available. 

Robert  Kerper,  M.D.,  363  Quinby  Rd., 
Rochester,  NY  14623.  Temple  1984. 
Board  eligible.  Group  or  partnership. 
Available  July  1987. 

Vijay  Mittal,  M.D.,  35-44  28th  St.,  Apt. 
5-C,  Long  Island  City,  NY  11106.  All- 
India  1978.  Board  eligible.  Group  or 
solo  (part-time).  Available. 

Makkena  Ramachandra  Rao,  M.D., 
501  Indian  Creek  Dr.,  Wilkes-Barre,  PA 
18702.  Guntur  Medical  (India)  1974. 
Board  eligible.  Group  or  partnership. 
Available. 

Navtej  Singh  Rangi,  M.D.,  203  Country 
Club  Cir.,  Leesville,  LA  71446.  Govt. 
Med.  Coll.,  Patiola  (India)  1974.  Also, 
cardiology.  Board  certified.  Any  type 
practice.  Available. 


ARE  YOU  MOVING? 

If  so,  please  send  a change  of  address  to  NEW  JERSEY 
MEDICINE,  Medical  Society  of  New  Jersey,  Two  Princess 
Road,  Lawrenceville,  NJ  08648,  at  least  six  weeks  before 
you  move. 
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NEUROLOGY — Pandurang  R Miskin, 
M.D.,  5315  Minnehaha  Ave.,  #105, 
Minneapolis,  MN  55417.  Minnesota 

1986.  Board  eligible.  Group  or  part- 
nership-individual or  multispecialty. 
Available. 

Kirit  Chandulal  Shah,  M.D.,  50  S.  Mor- 
rison, Apt.  #7 . Memphis,  TN  38104. 
Grant  Medical  College  (India)  1973. 
Board  eligible.  Board  certified  (IM). 
Partnership  or  group.  Available  Sep- 
tember 1986. 

Hal  Tobias,  M.D.,  19456  NE  26th  Ave., 
Apt.  1 4,  North  Miami  Beach,  FL  33 1 80. 
Sackler  (Israel)  1981.  Board  eligible. 
Group,  partnership,  solo.  Available. 

OBSTETRICS  / GYNECOLOGY—  Richard 
S.  Bercik,  M.D.,  7 Crossgate  Rd.,  Jersey 
City,  NJ  07305.  UMDNJ  1983.  Board 
eligible.  Group  or  solo.  Available  July 

1987. 

Robert  Courtney,  D.O.,  1004  Hartley 
Ct„  Sicklerville,  NJ  08081.  NY  College 
of  Osteopathic  Medicine  1981.  Also 
gynecologic  oncology.  Board  eligible. 
Any  type  practice.  Available. 

D.L.  Johnson,  M.D.,  7216  Montrose 
Rd.,  Woodbury,  MN  55125.  Minnesota 
1977.  Board  eligible.  Group  or  part- 
nership. Available. 

ONCOLOGY — John  Joseph  Nanfro,  M.D., 
9118  Kirkdale  Rd.,  Bethesda,  MD 
20817.  Albany  Medical  College  1977. 
Also,  hematology.  Board  certified. 
Group,  partnership,  solo.  Available 
July  1987. 

OPHTHALMOLOGY— A ndrew  E. 
Gewirtz,  M.D.,  64  Pond  Rd.,  Apt.  G3, 
Woodbury,  NY  11797.  Chicago  1978. 
Board  eligible.  Board  certified  (PED). 
Group  or  partnership.  Available  Sep- 
tember 1986. 

PEDIATRICS— Ying-Jen  Chen,  M.D., 
200-03  48th  Ave.,  Bayside,  NY  11364. 
Taipei  Medical  College  (Taiwan)  1973. 
Board  eligible.  Partnership,  solo, 
group.  Available. 

PSYCHIATRY— Paula  McFadden 
Bortnichak,  M.D.,  10  Elmwood  Rd„ 
Florham  Park,  NJ  1 7932.  University  of 
Pennsylvania  1976.  Also,  internal 
medicine.  Board  eligible.  Board  cer- 
tified (IM).  Institutional,  occupational, 
pharmaceutical.  Available  September 
1986. 


SURGERY— Patrick  P.  Montefusco,  M.D., 
4 Montfort  Dr.,  Huntington,  NY  1 1743. 
Georgetown  1977.  Board  certified. 
Partnership.  Available. 

George  Broadie  Newton,  M.D.,  17 

Bayview  Ave.,  East  Setauket,  NY 
11733.  Baylor  College  of  Medicine 
1981.  Also,  vascular  surgery.  Board 
eligible.  Solo,  group,  partnership. 
Available  November  1986. 

Subhash  R Patel,  M.D.,  25824  Lincoln 
Terrace  Dr.,  Apt.  202,  Oak  Park,  MI 
48237.  Bombay  (India)  1979.  Also, 
vascular  and  noncardiac  thoracic. 
Board  certified.  Group,  solo,  partner- 
ship. Available. 


A peripheral 
vasodilator 

for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 


in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1 ) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


Immediate  Release 


LIPO-NICIN®f250  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  5 tablets  daily 
AVAILABLE:  Bottles  of  100,  500 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding 


Write  for  literature  and  samples 

(SwgBBi  THE  BROWN  PHARMACEUTICAL  CO.,  INC.p^ 
2500  West  Sixth  Street,  Los  Angeles,  California  90057  Wffl 


SEVENTH  ANNUAL  MEDICOLEGAL  SEMINAR 

Wednesday,  September  24,  1986 
Ramada  Inn,  1053  Route  1,  Princeton,  New  Jersey 


THE  HEARTACHE  OF  A MALPRACTICE  SUIT 

Can  factors  contributing  to  heart  disease  also  put  you  in  the  courtroom?  You  may  think  that  the  only 
link  between  your  heart  and  a malpractice  suit  is  the  transient  angina  experienced  when  you  receive 
a summons.  However,  studies  show  that  a lawsuit  is  often  a reaction  to  perceptions  created  by  factors 
which  can  have  a negative  effect  on  both  your  patient  and  your  health. 


The  Medical  Society  of  New  Jersey  and  the  Medical  Inter-Insurance  Exchange  of  New  Jersey  are  pleased 
to  invite  you  to  hear  a panel  of  nationally  recognized  experts  discuss  the  relationship  between  these 
factors,  your  health,  and  malpractice  suits. 

Moderators:  James  E.  George,  M.D.,  J.D.,  Director,  Department  of  Professional  Liability  Control, 

Medical  Society  of  New  Jersey  and  President,  Emergency  Physician  Associates, 
Woodbury,  New  Jersey 

Gerald  Rozan,  M.D.,  Chairman,  Department  of  Psychiatry  and  Medical  Director  of 
Psychiatric  Services,  Chilton  Memorial  Hospital,  Pompton  Plains,  New  Jersey 


8:30  a.m. 
9:00  a.m. 


12:30 


Registration 
Morning  Program 

Meyer  Friedman,  M.D.,  Associate  Chief  of  Medicine,  Mount  Zion  Hospital  and 
Medical  Center,  San  Francisco,  California 

“The  Intimate  Relationship  Between  Type  A Behavior  and  Medical  Malpractice 
Suits.  ” 

Redford  B.  Williams,  M.D.,  Professor  of  Psychiatry  and  Associate  Professor  of 
Medicine,  Duke  University  Medical  Center,  Durham,  North  Carolina 
“Hostility:  A Risk  Factor  for  Both  Heart  Disease  and  Malpractice.  ” 

Colonel  Frederick  R.  Drews,  Director  Army  Physical  Fitness  Research  Institute, 
U.S.  Army  War  College,  Carlisle,  Pennsylvania 

"Reducing  Type  A Behavior  and  Evaluation  of  Outcomes  in  Healthy  Middle-Age 
American  Military  Officers.  ” 

James  J.  Gill,  S.J.,  M.D.,  Editor-in-Chief,  Human  Development,  Cambridge, 
Massachusetts 

“Must  World  Class  Physicians  Be  Type  A?" 

Lunch 


1:30  p.m. 


3:15  p.m. 
4:00  p.m. 


Afternoon  Program 

William  Cromer,  President,  Cromer  & Young  Group 

“Why  Plaintiffs  Sue— An  Analysis  of  Motivational  Factors  Expressed  by  Claimants.  ” 

Vincent  A.  Maressa,  Esq.,  Executive  Director,  Medical  Society  of  New  Jersey 
"Patient’s  Perceptions— Causing  or  Controlling  Malpractice  Loss." 

Questions  and  Answers 
Adjournment 


REGISTRATION  FEES  INCLUDE  LUNCH 
MSNJ  Members/MIIENJ  Insureds 
$40.00 

Non-Members  or  Non-Insureds 
$75.00 

Respond  By  September  17, 1986 

No  Refunds  After  September  22, 1986 


CME  CATEGORY  1 CREDITS  APPLIED  FOR 

Detach  and  return  with  your  check  for  the  registration  fee  to:  Department  of  Liability  Control,  MSNJ, 
2 Princess  Road,  Lawrenceviile,  NJ  08648. 

NAME: 

ADDRESS: 


PHONE: 

A CONFIRM  ©?J  WILL  BE  SENT  TO  YOU  ALONG  WITH  DIRECTIONS 


1 
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CME  Calendar 


i 


The  following  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  for 
further  information. 


This  list  is  compiled  through  the  coop- 
eration of  the  Committee  on  Medical 
Education  of  the  Medical  Society  of  New 
Jersey,  The  Academy  of  Medicine  of 
New  Jersey,  the  New  Jersey  Chapter  of 
the  American  Academy  of  Family  Physi- 
cians, and  the  Office  of  Continuing 
Medical  Education  of  the  UMDNJ.  For 
information  on  accreditation,  please 
contact  the  sponsoring  organization  (s), 
indicated  by  italics— last  line  of  each 
item. 


CARDIOLOGY 

October 

25  Angiotensin  Converting  Enzyme 
Inhibitors  in  Treatment  of 
Cardiovascular  Diseases 

8:30  AM.-5:30  P.M. — Hyatt  Regency, 

New  Brunswick 

(UMDNJ) 

26  Cardiac  Medicine  and  Surgery 
Update 

8 A.M. — NJ  Medical  School,  Newark 
(UMDNJ) 

MEDICINE 

September 

5 Systemic  Mastocytosis 

1:30-2:30  P.M. — Rutgers 
Community  Health  Plan,  57 
U.S.  Hwy.  #1,  New  Brunswick 
(Rutgers  Community  Health  Plan 
and  AMNJ) 

5 Dept,  of  Medicine  Grand  Rounds 

19  9-10  AM. — Crean  Hall,  St.  Francis 

Medical  Center,  Trenton 
(St  Francis  Medical  Center  and 
AMNJ) 

13  Fifth  Annual  Advances  in  Pain 


14  Management 

8 a.M  -5  P.M. — Vista  Hotel,  New  York 
(UMDNJ  and  AMNJ) 

25  Extracranial  Artery  Disease: 
Current  Thoughts 

5-6  P.M. — Shore  Memorial  Hospital, 
Somers  Point 

(Shore  Memorial  Hospital  and 
AMNJ) 

26  Therapy  of  Rheumatic  Diseases 

9:30  AM. -3:30  P.M. — St.  Michael's 
Medical  Center,  Newark 
(St  Michael's  Medical  Center  and 
AMNJ) 

27  Prevention  and  Treatment  of 
Gastroesophageal  Reflux 

8 A.M.- 12:30  P.M. — NJ  Medical 
School,  Newark 
(UMDNJ  and  AMNJ) 

October 

3 Dept,  of  Medicine  Grand  Rounds 

17  9-10  AM. — St.  Francis  Medical 
Center,  Trenton 

(St  Francis  Medical  Center  and 
AMNJ) 

15  Oncogenes 

1:30-5:30  P.M. — Drew  University 
Campus,  Madison 
(Drew  University,  CIBA-GEIGY 
Pharmaceutical  Division,  and 
AMNJ) 

22  Infectious  Diseases  for  the 
Clinician 

1-5  P.M. — Landmark  Inn, 
Mapleshade 

(South  Jersey  Infectious  Disease 
Society  and  AMNJ) 

NEUROLOGY/PSYCHIATRY 

September 

4 Cardiovascular  Disease:  The 
Physical  and  Emotional  Impact 

1 1 The  Thyroid:  Its  Ups  and  Downs 

18  Electroencephalograms  and 
Psychiatric  Diagnosis:  An  Update 
12  noon  to  1 P.M.— Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

17  Practical  Clinical 

Psychopharmacology:  An  Update 
1:30-2:30  P.M. — Trenton 
Psychiatric  Hospital 
(Trenton  Psychiatric  Hospital  and 
AMNJ) 

October 

2 Low  Back  Disease:  Current 

Treatment  and  Computer  Models 


9 Pain  Management  and  Analgesia 
16  Research  Update:  Electro- 
30  convulsive  Therapy  Sleep 
Disorders  and  Alcoholism 
12  noon  to  1 P.M. — Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

21-  XXVI  Annual  Fall  Symposium 

22  Keeping  Healthy:  The  Mind/Body 
Synergy 

9 AM. -5  P.M. —Carrier  Foundation, 

Belle  Mead 

(Carrier  Foundation) 

PATHOLOGY 

October 

Forensic  Pathology 

23  8:30  AM.-5  P.M. 

24  9:00  AM.-9  P.M. 

25  9:00  AM.-3:30  P.M.— Institute  of 
Forensic  Science,  South  Orange 
Ave.,  Newark 

(UMDNJ) 

PEDIATRICS 

September 

24  Medical  and  Legal  Controversies 
in  Perinatal  Care 

8 AM.-3: 1 5 P.M. — Newark  Beth 
Israel  Medical  Center 
(Newark  Beth  Israel  Medical 
Center) 

RADIOLOGY 

September 

18  Monthly  Meeting 

7:30  P.M. —St.  Barnabas  Medical 
Center,  Livingston 
(Radiological  Society  ofNJ  and 
AMNJ) 

October 

16  Monthly  Meeting 

7:30  P.M.— St.  Barnabas  Medical 
Center,  Livingston 
(Radiological  Society  ofNJ  and 
AMNJ) 

SURGERY 

September 

25  Extracranial  Artery 
Disease— Current  Thoughts 

5-6  P.M. — Shore  Memorial  Hospital, 
Somers  Point 

(Shore  Memorial  Hospital  and 
AMNJ) 


9TH  ANNUAL  CURRENT  CONCERNS 
IN  ADOLESCENT  MEDICINE 

“A  Practitioner’s  Guide  To  Teenage  Health  Care’’ 
October  9 & 10,  1986 

The  Warwick  Hotel,  New  York,  NY.  Sponsored  by:  Division  of  Adoles- 
cent Medicine,  Schneider  Children’s  Hospital  of  Long  Island  Jewish 
Medical  Center,  New  Hyde  Park,  NY.  Topics  include:  Organic  Problems 
Presenting  as  Psychiatric  Illness;  When  to  Call  for  a Psychiatric  Consult; 
Adolescent  With  Abdominal  Pain;  Immunization  Update;  Surgical  Ap- 
proach to  Adolescents  With  Congenital  Heart  Disease;  Pap  Smears  in 
Adolescents;  Birth  Control  in  Adolescents;  Eating  Disorders  and  more. 
Credits:  12  Category  1 from  the  ACCME  and  AMA.  Information:  Ann 
J.  Boehme,  Associate  Director  for  Continuing  Education,  Schneider 
Children’s  Hospital  of  Long  Island  Jewish  Medical  Center,  New  Hyde 
Park,  NY  11042;  (718)  470-8650. 
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NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 

Problems  of  Human  Infertility 

The  Foundation  provides  a complete 
diagnostic  and  consultation  service  for  in- 
fertile couples.  Investigations  are  con- 
ducted by  well-known  specialists  in  con- 
junction with  consultants  in  the  various 
fields  of  medicine  related  to  infertility. 

The  Foundation  is  supported  by  an  in- 
house  modern  laboratory  equipped  to  do 
most  tests  required  for  diagnosis  and 
treatment.  Literature  on  request. 

1430  Second  Avenue,  Suite  103 
New  York,  N.Y.  10021 
Phone:  (212)  744-5500 


Rx  FOR  SURVIVAL 


EXPOSITION  and  SYMPOSIUM 
for  the  MEDICAL  PROFESSION 


• PHYSICIANS  AND  STAFF  HOSPITAL 
AND  NURSING  HOME  ADMINISTRATORS  ... 


FRIDAY— DEC.  5,  1986— 10am-6pm 
SATURDAY— DEC.  6,  1986— 9am-4pm 


VALLEY  FORGE  CONVENTION  CENTER 
KING  OF  PRUSSIA,  PA  (NEXT  TO  SHERATON) 


• OVER  150  EXHIBITS  • 

• CONTINUOUS  SEMINARS 

AND  WORKSHOPS  • 
(CME  Applied  For  Credits) 

• KEYNOTE  SPEAKER  • 

• LUNCHEON— SAT.  NOON  • 


SPONSORED  BY: 

THE  PHILADELPHIA 
COUNTY  MEDICAL  SOCIETY 

Contact:  John  Trevi 

215-563-5343 

FOR  MORE  INFORMATION  CONTACT 
ROBERT  DONNELL  PRODUCTIONS 
1-800-243-9774  (TOLL  FREE) 
1-203-233-3654  (IN  CONN) 


LETTERS  TO  THE 

Editor 


MSNJ  Annual  Meeting 

Dear  Dr.  Krosnick: 

The  House  of  Delegates  of  MSNJ, 
in  its  wisdom,  now  has  “democ- 
ratized” the  Board  of  Trustees  by 
enlarging  it.  Now  it  should  have  the 
efficiency  of  our  state  legislature  and 
the  Congress  of  the  United  States. 

Instead  of  streamlining  that  body 
by  electing  more  responsible  rep- 
resentatives from  the  organized  so- 
cieties, we  now  will  have  a debating 
body  taking  up  more  time  at  the 
Sunday  meetings,  creating  more  ex- 
penses, and  perhaps  accomplishing 
less. 


A case  in  point  (of  decreasing  the 
numbers)  is  our  last  meeting  in  Lan- 
caster, Pennsylvania  It  seems  to  me 
that  the  ones  professing  “more 
democracy”  were  the  counties  whose 
delegates  didn’t  show  up  for  various 
reasons  such  as  “too  far;  not  Atlantic 
City;  out  of  state.”  Yet  the  work  was 
accomplished  better  with  the  fewer 
delegates!  They  “democratized"  the 
Board  of  Trustees  so  that  “now  the 
counties  will  have  more  clout,  the 
Board  will  be  more  responsive  to  the 
grass  roots,  and  not  do  as  they  dam 
please!”  They  also  passed  a reso- 
lution which  only  took  20  years  of 
previous  trying  (recognizing  medical 
unions)  and  accomplished  all  the 
House  business  in  record  time. 

Now  shouldn't  that  tell  us  that 
smaller  is  more  efficient?  A small 
house  means  more  facilities  for  ac- 
commodation could  be  available  in 
New  Jersey. 

If  a large  House  of  Delegates  is 
necessary  as  our  larger  counties 
profess,  then  attendance  of  the  del- 
egates should  be  mandatory!  Dif- 
ficulty in  making  them  attend? 
Then  elect  ones  that  are  more  re- 
sponsible and  who  will  attend! 

I wish  to  congratulate  Dr.  Frank 
Romano  for  his  patience,  per- 
sistence, thoroughness,  and  avail- 
ability in  choosing  the  convention 
site. 

Where  can  one  find  a large  enough 
meeting  place  in  one  building  con- 
taining housing  and  room  for 
exhibits,  good  food  served  efficiently 
without  surly  waitresses,  conve- 
nience to  travel,  and  a place  to  park 
your  car?  Close  by  were  tennis,  golf, 
shopping,  a lobby  in  which  you  meet 
your  friends,  appreciation  by  the 
host  for  being  there,  and  mostly 
safety  of  the  body  and  pocketbook! 


Who  needs  gambling  or  looking 
around  for  expensive  restaurants  or 
for  entertainment? 

Dr.  Ralph  Fioretti  did  a great  job 
for  MSNJ  and  I am  looking  forward 
to  Dr.  Edward  Schauer  doing  the 
same. 

(signed)  Alexander  D.  Kovacs,  M.D. 

Foreign  Medical 
Graduates 

May  13,  1986 

Dear  Dr.  Krosnick; 

In  reference  to  the  Membership 
Newsletter  in  NEW  JERSEY  MEDI- 
CINE in  May  1986,  I completely 
agree  with  the  fine  and  eloquent  let- 
ter entitled,  “FMG-Opinion,”  written 
by  Dr.  Fred  Jacobs. 

It  is  the  most  clear  and  lucid  de- 
fense I have  ever  seen  presented  for 
the  defenseless  FMG. 

Having  had  firsthand  experience 
with  numerous  FMGs,  I know  the 
trials,  tribulations,  and  sacrifices 
these  young,  highly  motivated,  and 
dedicated  people  have  endured. 

I often  have  said,  and  again  repeat, 
this  country  no  longer  can  continue 
to  waste  their  fine  talents. 

In  my  opinion,  the  treatment 
being  given  to  these  young  people  is 
disgraceful  and  shameful  and  not 
worthy  of  the  medical  profession. 

I would  suggest  that  those  who  are 
so  opposed  to  American  FMGs  (your 
sons  and  daughters),  take  the  time 
to  visit  and  experience  firsthand 
their  struggle  for  survival. 

I have  no  doubt  you  will  receive 
many  favorable  comments  on  the 
letter  but  I am  sure  you  also  will  get 
a few  incredibly  vicious  responses. 

Congratulations  on  a fine  article. 

(signed)  Stephen  P.  Ferraro,  M.D. 
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BOOK  REVIEWS 


Cardiac  Catheterization 
and  Angiography; 
Computed  Tomography 
and  Magnetic  Resonance 
Imaging  of  the  Head  and 
Neck;  Contemporary 
Nephrology;  Interventional 
Real-Time  Ultrasound; 
Manual  of  Otolaryngology; 
Modem  Neuroradiology; 
Textbook  of 
Nuclear  Medicine 


Cardiac  Catheterization 
and  Angiography , 

Third  Edition 

William  Grossman,  M.D.,  (ed). 

Philadelphia,  PA,  Lea  & Febiger, 
1986.  Pp.  562.  Illustrated.  ($49.50) 

This  is  the  third  edition  of  a book 
first  published  in  1974.  In  this  edi- 
tion, there  are  18  new  contributors 
with  5 original  authors  remaining 
from  the  previous  edition. 

Review  of  the  table  of  contents  re- 
veals the  book  to  be  subdivided  into 
the  same  seven  sections  as  before. 
The  most  notable  change  is  the 
expansion  of  Part  Vll,  “Special 
Catheter  Techniques,”  from  one  to 
five  chapters,  including:  coronary 
angioplasty,  percutaneous  intra- 
aortic balloon  insertion,  endomyo- 
cardial biopsy,  temporary  and  per- 
manent pacemakers,  and  potential 
role  of  lasers  in  the  cardiac  cathe- 
terization laboratory.  Part  III, 
“Hemodynamic  Principles,”  has 
been  expanded  in  eveiy  chapter  with 
more  figures  and  text,  resulting  in  a 
more  informative  presentation  of 
theory  and  practical  considerations. 
Part  IV,  “Angiographic  Techniques,” 
most  notably  has  more  than  doubled 
the  number  of  illustrations  in  its 
four  chapters.  Part  V,  chapters  17  to 
21,  are  significantly  revised  with 
greater  emphasis  on  illustrations. 


Chapter  22  no  longer  is  limited  to 
His  bundle  electrography  and  re- 
views intracardiac  electrophysi- 
ology. 

The  text  type  is  larger  than  pre- 
viously and  is  easier  to  read;  con- 
tributing to  this  is  white  glossy 
paper.  A brief  appendix  is  un- 
changed. The  index  is  well  or- 
ganized. The  cover  now  is  dark  blue 
with  gold  letters  and  quite  attrac- 
tive. 

In  brief,  this  book  has  been  sig- 
nificantly revised.  It  remains  the 
finest  authoritative  source  on  car- 
diac catheterization  available  and 
well  worth  its  price. 

Robert  MacMillan,  M.D. 

Computed  Tomography 
and  Magnetic  Resonance 
Imaging  of  the  Head  and 
Neck , Second  Edition 

Anthony  Mancuso  and  William 
Hanafee.  Baltimore,  MD,  Williams 
and  Wilkins,  1985.  Pp.  515.  ($84.75) 

This  second  edition  of  a well-writ- 
ten  and  well-organized  monograph 
now  includes  magnetic  resonance. 
Again,  the  format  chosen  splits  the 
text  and  illustration  section,  achiev- 
ing a text-atlas  aspect. 

Various  disease  entities  of  the 
head  and  neck  discussed  include: 
sinus  diseases,  facial  trauma  orbital 
disease,  temporal  bone  pathology, 
and  lesions  of  the  neck.  While  brief, 
the  text  is  lucid,  including  some 
technical  points  as  well  as  indica- 
tions and,  often,  postoperative 
changes. 

The  focus  of  the  text  for  the  main 
part  is  on  the  use  of  computed  to- 
mography, and,  to  a lesser  degree,  on 
magnetic  resonance.  Other  tech- 
niques, for  example,  ultrasound,  are 
included.  Occasionally,  magnetic 
resonance  is  included.  This  text  has 
a definite  place  in  the  library  of  the 
physician  who  wishes  a short  dis- 
cussion and  succinct  radiographic 
atlas  of  the  head  and  neck  disorders. 

Neil  B.  Homer,  M.D. 

Contemporary 
Nephrology , Volume  3 

Saulo  Klahr,  M.D.,  and  Shaul  G. 
Massry,  M.D.,  (eds).  New  York,  NY, 
Plenum  Medical  Book  Company, 
1985.  Pp.  768.  ($89.50) 

The  third  volume  of  an  ongoing 
series  covering  recent  advances  in 
nephrology  summarizes  the  litera- 


ture of  1983  and  1984.  The  15 
chapters  are  edited  by  widely  rec- 
ognized authorities  in  their  fields. 

The  volume  predominantly  will 
interest  the  nephrologist,  both  the 
academician  and  the  practitioner, 
though  only  a selected  few  will  be 
able  to  or  be  interested  in  wading 
through  chapters  such  as  the  one 
that  opens  the  book — “Membrane 
Transport:  Mechanisms  Coupling 
the  Transport  of  Ions  in  the 
Nephron.”  Of  more  interest  to  most 
readers  will  be  the  excellent  sections 
on  drugs  and  the  kidney,  nutrition 
in  renal  disease,  and  the  kidney  in 
systemic  disease. 

The  discussion  of  individual 
topics,  by  necessity,  are  brief  but  ref- 
erences are  more  than  sufficient.  In- 
deed, the  chapter  on  immunologic 
aspects  of  renal  disease  has  a most 
impressive  570  references.  The  lim- 
ited market  for  the  book  recently  has 
been  even  more  constricted  by  a ver- 
itable flood  of  competing  publi- 
cations. For  those  with  a large  book 
budget  and  time  enough  to  read 
more,  I certainly  can  recommend 
this  volume. 

Richard  A.  Sherman,  M.D. 

Interventional  Real-Time 
Ultrasound 

Hikoki  Watonable,  M.D.,  and 
Masutoshi  Makuuchi,  M.D.,  (eds). 
New  York,  NY,  Igaku-Shoin,  1985. 
Pp.  189.  ($49.) 

The  Japanese  editors  of  this  book, 
a urologist  and  a surgeon,  have  pro- 
duced a somewhat  academic  text, 
which  includes  procedures  not  com- 
monly followed  in  this  country.  A 
concise  chapter  on  general  theoreti- 
cal aspects  of  interventional  ultra- 
sound follows  its  brief  history  of  the 
discipline. 

The  book  consists  of  five  chapters: 
heart,  abdomen,  kidney,  ob-gyn,  and 
gastrourinary  systems.  Each  chap- 
ter is  well  written  and  recounts  both 
procedures  that  at  this  time  have 
questionable  clinical  significance  as 
well  as  more  commonly  used  tech- 
niques. The  cardiac  section  provides 
an  example.  While  ultrasound- 
guided  pericardiocentesis  is  dis- 
cussed, another  topic  is  entitled, 
‘‘Transaortic  Left  Ventricular 
Myotomy  for  IHSS.”  The  abdominal 
chapter  contains  a well-written  sec- 
tion of  biopsy  techniques,  including 
biliary  and  interventional  tech- 
niques. The  editors  admit  that  some 
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fluoroscopic-guided  procedures  may 
be  safer  for  the  patient. 

Overall,  this  book  could  be  useful 
for  the  physician  who  already  pos- 
sesses a knowledge  of  the  field  of 
interventional  ultrasound  and  seeks 
a more  advanced  perspective. 

Neil  B.  Homer,  M.D. 

Manual  of 

Otolaryngology— Head 
and  Neck  Therapeutics 

Arnold  E.  Katz,  M.D.,  (ed).  Philadel- 
phia, PA  Lea  & Febiger,  1986.  Pp. 
531.  Illustrated.  ($39.50) 

This  manual  is  designed  primarily 
for  residents  in  otolaryngology- 
head  and  neck  surgery,  but  should 
prove  to  be  very  useful  to  medical 
students  as  well  as  for  primaiy  care 
physicians.  Doctor  Katz  laments 
that  too  little  time  is  spent  in  medi- 
cal school  on  otolaryngology  and 
head  and  neck  surgery.  This  book 
offers  a simple,  concise  presentation 
of  material  oriented  toward  clinical 
problems  that  are  encountered  by 
primary  care  physicians,  internists, 
pediatricians,  physicians’  assis- 
tants, and  nurse  practitioners.  In 
order  to  be  useful  in  a clinical  situ- 
ation, the  subject  matter  is  pre- 
sented in  outline  form.  Therefore,  it 
is  more  accessible  and  more  prompt- 
ly and  easily  retrievable. 

Although  some  subjects  are 
treated  superficially,  because  of  the 
book’s  purpose  and  because  of  its 
practical  and  therapeutic  orien- 
tation, this  is  understandable  and  is 
desirable.  As  a quick  reference  book 
in  the  clinical  situation,  this  book 
should  prove  to  be  most  useful  and 
helpful.  In  addition  to  an  outline 
presentation  of  signs,  symptoms, 
and  diagnoses,  the  latest  material  on 
such  subjects  as  chemotherapy  and 
the  use  of  the  carbon  dioxide  laser 
is  included. 
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The  manual’s  outline  form  of  prac- 
tical therapeutics  makes  it  an  excel- 
lent and  useful  ready  reference  for 
use  in  an  office,  clinic,  hospital  ward, 
or  emergency  room. 

Raymond  B.  Strauss,  M.D.,  Ph.D. 


Modem  Neuro radiology, 
Volume  2 , Advanced 
Imaging  Techniques 

T.H.  Newton  and  D.G.  Potts.  San 
Anselmo,  CA  Clauadell  Press,  1983. 
Pp.  346.  ($75) 

This  highly  recommended  text  is 
divided  into  four  sections:  NMR 
PET  scan,  digital  radiography,  and 
vascular  ultrasound.  Well  written, 
the  book  provides  descriptions  of 
the  basic  theories  of  these  tech- 
niques for  the  radiologist  or  phy- 
sician with  some  knowledge  of  phys- 
ics. 

The  magnetic  resonance  section 
occupies  almost  one-half  the  book. 
The  physical  principles  are  dis- 
cussed with  clear  explanations  and 
a minimal  reliance  on  equations. 
Some  of  the  scans  are  dated;  how- 
ever, the  overall  quality  is  good  and 
the  color  illustrations  are  well  done. 
Chapters  on  parameters  that  en- 
hance contrast,  on  normal  CNS,  and 
on  abnormal  anatomy  are  included. 

Position  emission  tomography  is 
reviewed  with  somewhat  more  theo- 
retical emphasis.  The  results  of  re- 
search on  cerebral  blood  flow  and 
cerebral  metabolism  are  reviewed. 
Digital  radiology  is  reviewed  in 
chapters  that  discuss  that  dis- 
cipline’s basic  principles,  digital 
fluoroscopy,  and  digital  subtraction 
angiography.  A final  section  on  the 
ultrasound  assessment  of  carotid 
artery  includes  discussions  of  B- 
mode  scanning,  real  time  image,  and 
Doppler  analysis. 

The  text  of  Advanced  Imaging 
Techniques  is  very  well  done,  and. 


owing  to  the  rapid  growth  of  NMR 
will  gain  in  popularity.  For  those 
who  need  a firm  basis  of  these  tech- 
niques, the  book  will  be  essential. 

Neil  B.  Homer,  M.D. 

Textbook  of  Nuclear 
Medicine : Vol.  1 , Basic 
Science;  Vol.  2 , Clinical 
Applications 

John  Harbert  Antonio  Fernando, 
Goncalves  do  Rocha  (eds).  Phila- 
delphia PA  Lea  and  Febiger,  Inc., 
1985.  (Volume  1,  $80;  Volume  2, 
$95) 

This  two-volume  set,  reviewing  the 
basic  science  and  clinical  applica- 
tions of  nuclear  medicine,  is  well 
written  and  fairly  complete.  Opening 
with  a discussion  of  basic  atomic 
and  nuclear  structure.  Volume  1 in- 
cludes chapters  on  detection,  radio- 
pharmaceutical chemistry,  and  safe- 
ty that  make  use  of  a moderate 
amount  of  mathematics  and  offer 
understandable  charts  and  informa- 
tive illustrations.  Its  final  chapters 
discuss  other  imaging  modalities, 
including  CT  and  ultrasound,  for 
correlation  purposes. 

Volume  2 offers  a more  clinical 
use,  providing  indepth  reviews  of 
the  major  organ  systems:  endocrine, 
central  nervous  system,  musculo- 
skeletal gastrointestinal,  respira- 
tory, cardiovascular,  gastrourinary, 
and  hematology-oncology. 

While  some  of  the  examinations 
discussed  are  not  normally  used,  for 
example,  pancreatic  scans,  the  vol- 
ume also  gives  attention  to  more 
practical  techniques  that  include 
biliary  scans,  ventilation-perfusion 
scans,  and  cardiac  scans.  The  scans 
are  of  good  quality. 

The  interested  physician  will  find 
these  volumes  a very  good  reference 
series;  it  is  highly  recommended. 

Neil  B.  Homer,  M.D. 
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Obituaries 


Dr.  Frank  R.  Arndt 

A retired  ophthalmologist,  Frank 
R Arndt,  M.D.,  died  on  March  27, 
1986,  at  Riverside  General  Hospital, 
Secaucus,  at  the  age  of  79.  A native 
of  New  Jersey,  Dr.  Arndt  received  his 
medical  degree  from  New  York  Uni- 
versity’s School  of  Medicine  in  1934. 
He  had  been  a member  of  our 
Hudson  County  component  and  of 
the  American  Medical  Association. 
Dr.  Arndt  maintained  an  office  in 
North  Bergen  while  in  practice,  and 
had  been  affiliated  with  North 
Hudson  Hospital,  Weehawken.  In 
1984,  he  was  a recipient  of  MSNJ’s 
Golden  Merit  Award,  honoring  his 
50  years  as  a physician.  Dr.  Arndt 
served  in  the  medical  department  of 
the  United  States  Air  Force  during 
World  War  II,  emerging  with  the 
rank  of  captain. 

Dr.  Eric  C.  Bayer 

Eric  Charles  Bayer,  M.D.,  a retired 
general  practitioner  who  had  an  of- 
fice in  Dumont,  died  on  April  4, 
1986.  Dr.  Bayer's  last  residence  was 
in  Hillsdale,  Michigan.  Bom  in  1914, 
in  Hoboken,  Dr.  Bayer  earned  his 
medical  degree  at  Long  Island  Col- 
lege of  Medicine,  New  York,  in  1938. 
He  had  been  a member  of  our  Ber- 
gen County  component  and  of  the 
American  Medical  Association. 


While  active.  Dr.  Bayer  had  been  af- 
filiated with  Englewood  Hospital, 
and  was  chief  of  their  medical  clinic. 
During  World  War  II,  he  served  in  the 
medical  corps  of  the  United  States 
Army,  attaining  the  rank  of  major. 

Dr.  John  J.  Cahill 

John  James  Cahill,  M.D.,  a New 
Monmouth  general  practitioner,  died 
on  April  18,  1986,  at  the  age  of  62. 
A native  of  Jersey  City,  Dr.  Cahill  re- 
ceived his  medical  degree  at  George- 
town University  School  of  Medicine 
in  1949.  He  had  been  a member  of 
our  Monmouth  County  component, 
and  had  been  affiliated  with  River- 
view  Medical  Center,  Red  Bank.  Dr. 
Cahill  served  in  the  medical  depart- 
ment of  the  United  States  Navy  dur- 
ing the  Korean  War. 

Dr.  Theodore  Katz 

A family  practitioner  in  Linden, 
Theodore  Katz,  M.D.,  died  on  April 
29,  1986,  at  the  age  of  74.  A native 
of  Schwersenz,  Germany,  Dr.  Katz 
received  his  medical  degree  at  the 
University  of  Beme,  Switzerland,  in 
1938.  Emigrating  to  the  United 
States,  he  became  licensed  to  prac- 
tice medicine  in  New  Jersey  in  1944, 
joined  our  Union  County  component 
in  1952,  and  became  a member  of 
the  American  Medical  Association. 
Dr.  Katz  was  a Fellow  of  the  Ameri- 
can Academy  of  Family  Practice,  and 
had  been  affiliated  with  St.  Eliza- 
beth and  Alexian  Brothers  Hospi- 
tals, Elizabeth,  and  Rahway  Hospi- 
tal. 

Dr.  Irvin  Levy 

An  ophthalmologist,  who  served 
the  Trenton  area  for  over  30  years, 
Irvin  Levy,  M.D.,  died  on  March  25, 
1986,  at  the  age  of  76.  A native  of 
Trenton,  Dr.  Levy  received  his  medi- 
cal degree  from  Georgetown  Univer- 
sity School  of  Medicine  in  1934.  He 
was  a member  of  our  Mercer  County 
component  and  of  the  American 
Medical  Association.  Dr.  Levy  was  a 
Fellow  of  the  American  College  of 
Surgeons  and  of  the  International 
College  of  Surgeons,  and  was  a 
Diplomate  in  ophthalmology.  He  had 
been  affiliated  with  Mercer  Medical 
Center,  St.  Francis  Medical  Center, 
and  Hamilton  Hospital,  all  in  Tren- 
ton; The  Medical  Center  at  Prince- 
ton; and  Hunterdon  Medical  Center, 
Flemington.  In  1984,  Dr.  Levy  was  a 


recipient  of  MSNJ’s  Golden  Merit 
Award  in  honor  of  his  50  years  in 
medicine. 

Dr.  Miren  Y.  Olaizola 

On  her  annual  visit  to  her  native 
land,  Mexico,  Miren  Yayone  Olaizola, 
M.D.,  lost  her  life  at  only  35  years  of 
age,  when  Flight  940  of  Mexicana 
Airlines  crashed  into  the  side  of  a 
mountain  on  its  way  to  Puerto 
Vallarta  Also  killed  in  the  crash  were 
Dr.  Olaizola’s  husband,  John  M.  Riv- 
aud,  their  children  Peter  and  Jona- 
than, and  Dr.  Olaizola’s  mother.  Dr. 
Olaizola  a pathologist,  received  her 
medical  degree  at  the  National  Au- 
tonomous University  of  Mexico  in 
1973,  and  had  been  affiliated  with 
Riverview  Medical  Center,  Red  Bank. 
She  had  been  a member  of  our  Mon- 
mouth County  component,  and  had 
maintained  an  office  in  Red  Bank. 

Dr.  Harris  H.  Palmer 

An  industrial  physician,  em- 
ployed by  Merck  and  Company  for 
many  years,  Harris  Hillman  Palmer, 
M.D.,  died  on  February  16,  1986,  at 
the  age  of  78.  The  son  of  mission- 
aries, Dr.  Palmer  was  bom  in 
Chiengmai,  Siam.  He  was  graduated 
from  the  College  of  Physicans  and 
Surgeons  at  Columbia  University, 
New  York,  in  1935.  Dr.  Palmer  was 
a member  of  our  Union  County  com- 
ponent and  of  the  American  Medical 
Association.  During  World  War  II,  he 
served  in  the  medical  corps  of  the 
Army  of  the  United  States,  emerging 
with  the  rank  of  captain.  In  1985, 
Dr.  Palmer  received  MSNJ’s  Golden 
Merit  Award,  in  recognition  of  his  50 
years  as  a physician. 

Dr.  James  A.  Reilly 

James  Anthony  Reilly,  M.D.,  a re- 
tired practitioner  of  general  medi- 
cine, died  in  St.  Joseph’s  Hospital 
and  Medical  Center,  Paterson,  on 
May  5,  1986,  at  the  age  of  67.  Bom 
in  Brooklyn,  New  York,  Dr.  Reilly  re- 
ceived his  medical  degree  at  New 
York  University  School  of  Medicine 
in  1945.  He  had  been  a member  of 
our  Passaic  County  component  and 
of  the  American  Medical  Associa- 
tion. Dr.  Reilly  had  been  affiliated 
with  Chilton  Memorial  Hospital, 
Pompton  Plains.  During  World  War 
II,  he  served  in  the  medical  corps  of 
the  United  States  Army,  emerging 
with  the  rank  of  captain. 
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Dr.  Ezra  Schlossberg 

A retired  Passaic  radiologist,  Ezra 
Schlossberg,  M.D.,  died  at  his  home 
on  May  6,  1986,  at  the  age  of  75. 
A native  of  New  York  City,  Dr. 
Schlossberg  received  his  medical 
degree  at  Long  Island  College  of 
Medicine,  New  York,  in  1935.  He  had 
been  a member  of  our  Passaic  Coun- 
ty component  and  of  the  American 
Medical  Association.  Dr.  Schloss- 
berg was  a Diplomate  in  radiology, 
and  had  been  chief  radiologist  for 
Beth  Israel  Hospital,  Passaic,  and 
Bamert  Memorial  Hospital  Center, 
Paterson.  In  1985,  he  was  a recipient 
of  MSNJ’s  Golden  Merit  Award, 
honoring  his  50  years  as  a phy- 
sician. 
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Dr.  Herbert  Weltchek 

A physician  specializing  in  prob- 
lems of  the  eye,  ear,  nose,  and  throat 
Herbert  Weltchek,  M.D.,  died  on  April 
19,  1986.  A native  of  Elizabeth,  bom 
in  1914,  Dr.  Weltchek  was  graduated 
from  Marquette  University  School  of 
Medicine,  Milwaukee,  in  1939.  He 
had  been  a member  of  our  Union 
County  component  and  of  the 
American  Medical  Association.  Dr. 
Weltchek  was  a Fellow  of  the  Inter- 
national College  of  Surgeons  and  of 
the  Royal  Society  of  Health.  He  had 
been  affiliated  with  Alexian  Brothers 
Hospital,  Elizabeth.  During  World 
War  II,  Dr.  Weltchek  served  in  the 
medical  corps  of  the  United  States 
Army. 


Dr.  Arthur  T.  Willetts 

Arthur  Tedcastle  Willetts,  M.D.,  a 
retired  urologist,  died  on  April  8, 
1986,  at  Overlook  Hospital,  Summit, 
at  the  age  of  75.  A native  of  Pitts- 
burgh, Pennsylvania,  Dr.  Willetts 
earned  his  medical  degree  at  the 
University  of  Pittsburgh,  and  was 
graduated  in  1937.  He  was  a mem- 
ber of  our  Union  County  component 
and  of  the  AMA.  Dr.  Willetts  was  a 
Diplomate  in  his  specialty,  and  was 
a Fellow  of  the  American  College  of 
Surgeons.  He  had  been  affiliated 
with  Presbyterian  Hospital,  New 
York  City;  Saint  Barnabas  Medical 
Center,  Livingston;  the  Hospital 
Center  at  Orange;  and  Overlook  Hos- 
pital, Orange. 
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CONTENT 

The  educational  content  of  each 
issue  appears  as  scientific  articles, 
based  on  research,  original  concepts 
relative  to  epidemiology  of  disease, 
and  treatment  methodology;  case  re- 
ports based  on  unusual  clinical  ex- 
periences; review  articles;  clinical 
notes,  succinct  items  on  some 
aspect  or  new  observation  or  tech- 
nique of  a case  experience;  and 
special  articles,  which  include  evalu- 
ations, policy  and  position  papers, 
and  reviews  of  nonscientific  sub- 
jects. Other  topics  include  commen- 
tary (critical  narration);  medical  his- 
tory; therapeutic  drug  information; 
pediatric  briefs;  nutrition  update; 
and  an  opinion  column.  Editorials 
are  prepared  by  the  Editor  and  by 
guest  contributors  on  timely  and  rel- 
evant subjects;  editorials  are  the  re- 
sponsibility of  the  author.  The  Doc- 
tors' Notebook  section  contains  or- 
ganizational, informational,  and  ad- 
ministrative items  from  MSNJ  and 
from  the  community.  Letters  to  the 
Editor  and  book  reviews  are  wel- 
come and  will  be  published  as  space 
permits.  The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis  and 
treatment  and  to  education  of  pa- 
tients and  professionals.  Preference 
will  be  given  to  professional  authors 
from  New  Jersey  and  to  out-  of-state 
lecturers  who  submit  a suitable 


manuscript  based  on  a presentation 
made  in  New  Jersey. 

ASSIGNMENT  OF  COPYRIGHT 

In  compliance  with  the  Copyright 
Revision  Act  of  1976  (effective  Janu- 
ary 1,  1978),  a transmittal  letter  or 
a separate  statment  accompanying 
material  offered  to  New  Jersey 
Medicine  must  contain  the  follow- 
ing language  and  must  be  signed  by 
all  authors; 

“In  consideration  of  New  Jersey 
Medicine  taking  action  in  reviewing 
and  editing  my  submission,  the 
author(s)  undersigned  hereby  trans- 
fers, assigns,  or  otherwise  conveys 
all  copyright  ownership  to  the  Medi- 
cal Society  of  New  Jersey,  in  the 
event  that  such  work  is  published  in 
New  Jersey  Medicine. 

SPECIFICATIONS 

Submit  two  manuscripts  that 
must  be  typewritten  and  double- 
spaced on  8'/2"  by  11"  paper. 
Statistical  methods  used  in  articles 
should  be  identified.  Acknowl- 
edgements will  be  made  only  for 
specific  preparation  of  an  essential 
part  of  the  manuscript. 

Authors  are  asked  to  seek  clarity, 
accuracy,  and  originality;  attention 
to  details  of  grammar,  spelling,  and 
typing  are  important. 

The  title  page  should  include  the 
full  name,  degrees,  and  affiliations  of 
all  authors,  and  the  name  and  ad- 
dress of  the  author  to  whom  reprint 
requests  should  be  sent. 

The  author  should  submit  a 40- 
word  abstract  to  be  used  at  the  be- 
ginning of  the  article. 

Tables  must  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
11"  sheets,  with  a title  and  number. 
Symbols  for  units  should  be  con- 
fined to  column  headings,  and  ab- 
breviations, properly  explained, 
should  be  kept  to  a minimum. 

Illustrations  should  be  pro- 
fessional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  Where  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or  publi- 
cation permission,  signed  by  the 
subject  or  responsible  person,  must 
be  included  with  the  photograph. 
Material  taken  from  other  publi- 
cations must  give  credit  to  the 


source;  written  permission  for  re- 
publication from  the  original  pub- 
lisher must  be  submitted.  The  cost 
of  color  photographs  must  be  borne 
by  the  author. 

Generic  names  should  be  used 
with  proprietary  names  indicated 
parenthetically  or  as  a footnote  with 
the  first  use  of  the  generic  name. 
Proprietary  names  of  devices  should 
be  indicated  by  the  registration  sym- 
bol—®. 

The  summary  of  the  article  should 
not  exceed  250  words;  it  should  con- 
tain only  essential  facts. 

References  should  not  exceed  35 
citations  except  in  review  articles, 
and  should  be  cited  consecutively  in 
the  text  by  numbers  in  parentheses 
at  the  end  of  the  sentence.  The  refer- 
ence list  should  be  typewritten  and 
double-spaced  on  separate  8’/2"  by 
11"  sheets  in  the  numerical  order  in 
which  they  are  first  cited  in  the  text. 
The  style  of  reference  is  that  of  Index 
Me  die  us: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  J Med  Soc  NJ 
74:1050-1052,  1977. 

2.  Dixon  WJ,  Massey  FJ:  Introduc- 
tion to  Statistical  Analysis.  New 
York,  NY,  McGraw-Hill,  1969,  pp. 
42-48. 

PUBLICATION  POLICY 

Receipt  of  each  manuscript  will  be 
acknowledged  and  a copy  delivered 
to  the  Editor  who  refers  the  paper  to 
one  or  more  members  of  the  Edi- 
torial Board.  The  final  decision  is  re- 
served for  the  Editor.  No  direct  con- 
tact between  the  reviewers  and  the 
authors  will  be  permitted,  but 
authors  will  be  informed  of  the  re- 
viewers’ comments.  The  publication  j 
lag  for  original  articles  may  be  six  i 
months  or  more.  Galley  proofs  will  j 
be  submitted  to  the  author  for  cor- ! 
rection  of  typographical  errors. 

REPRINT  ORDERS 

Reprints  may  be  ordered  after  the 
author  is  notified  that  the  article 
has  been  selected  for  a specific  issue 
of  JMSNJ.  A check  for  the  cost  of 
reprints  including  remake  charge  if 
order  is  received  after  due  date  must 
accompany  the  order. 

COMMUNICATIONS 

All  communications  should  be 
sent  to  the  Editor,  New  Jersey  Medi- 
cine, MSNJ,  2 Princess  Road,  Law- 
renceville,  NJ  08648. 
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Princeton  an(,  Oxbridge 

LMpuai Associates 

Resources.  Inc 


are  pleased  to  announce 
the  formation  of  a 67,500  square  foot 
medical  office  and  support  service  facility 
with  openings  for  the  following  specialty  areas: 


Allergy 
Neurology 
family  Practice 
General  Surgery 
Orthopedic  Surgery 
Obstetrics  & Gynecology 


Endocrinology 
Infectious  Diseases 
Pulmonary  Diseases 
Ophthalmology 
Otorhinolaryngology 
Podiatry 

Neurological  Surgery 


Urology 

Plastic  & Reconstructive 
Surgery 
Pediatrics 
Psychiatry 
Dentistry 
Oral  Surgery 


Princeton/Windsor 


MEDICAL 
ARTS  CENTER 


104  Windsor  Center  Drive 
East  Windsor,  New  Jersey  08520 


For  further  information  contact: 

Eric  H.  Keller 
Edward  1 McCabe,  Jr. 
Princeton  Capital  Resources,  Inc. 
344  Nassau  Street 
Princeton,  NJ  08540 
(609)  924-4552 


PROFESSIONAL  SPACE 
AVAILABLE  IN  FAIR  LAWN 

Approximately  1,450  sq.  ft.,  modern,  attractive  pro- 
fessional building  with  generous  on-site  parking.  De- 
sirable suburban  setting  conveniently  located  to  hospi- 
tals. Reasonable  rent.  Please  contact  owner. 

JOACHIM  OPPENHEIMER,  M.D. 

11-26  Saddle  River  Road 
Fair  Lawn,  NJ  07410 
201-796-9200 


Bergen  County  Teaneck 

TWO  MEDICAL  BUILDINGS  FOR  SALE 

Operating  Dentist  Office,  waiting  room,  three  treatment 
rooms,  private  office  and  all  purpose  room.  Plus  rent  in- 
come from  three-room  apartment.  Center  of  Town  location, 
on-site  parking. 

4,000  Square  Foot  Brick  Building— Holy  Name  Hospital 
area— Two  floors— good  parking— several  good  tenants 
but  space  will  be  available  for  owner/user. 

Call  for  Details 

RIOTTO  ASSOCIATES  OF  TEANECK,  INC. 

Realtor  1020  Teaneck  Road 

201-833-0600  Teaneck,  N.J.  07666 


NOW  LEASING 


facilities.  Adjacent  to 
” excellent  location  with  fpe'“  lat0IY  surged  center. 

just  c°mpleted-  Ex  .^nuai  centers  and  am  ^ as  des ired. 

commercial  and  ...  tions  with  support  235-1661 

mteriorstoyour  spe^ea  ^ Lew,s  at  (609) 

Ownership  possibles.  ■ mED1CAL 

east  gate  jss 


Mount  laurel.  ^ ^rsey 


Drive 
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Classified 

Advertisements 

Space  Use  For 
Members  Only 

Copy  deadline:  5 th  of 
preceding  month;  Payment 
in  advance;  $5. 00 first  25 
words,  1 0<P  each  additional. 
Count  as  one  word  all  single 
words,  two  initials  of  name, 
each  abbreviation,  isolated 
numbers,  groups  of 
numbers,  hyphenated 
words.  Count  name  and 
address  as  five  words, 
telephone  number  as  one 
word,  Box  No.  000, 

NEW  JERSEY  MEDICINE 
as five  words. 


SELLING  YOUR  PRACTICE?  BUYING 
AN  EXISTING  ONE?  An  experienced  in- 
ternist and  CPA  will  help  you  evaluate 
the  practice  to  maximize  your  protection. 
We  can  appraise  the  true  value  and  can 
ask  the  right  questions.  Write  Box  No. 
191,  NEW  JERSEY  MEDICINE. 


ATTENTION:  INTERNISTS,  FAMILY 

PRACTITIONERS,  OB-GYN,  ORTHO- 
PEDISTS— Board  Certified,  Consulting 
Radiologists  will  interpret  your  private 
office  x-ray  and  ultra-sound  studies. 
Consultations  available  at  your  office  or 
pick-up  and  delivery  of  films  by  messen- 
ger service.  Will  assume  all  medical/legal 
responsibilities.  Write  to:  Consulting 
Radiologists,  Box  No.  172,  NEW  JERSEY 
MEDICINE. 


NEEDED — Cardiologist,  Dentist,  Gyne- 
cologist. For  multi-specialty  group.  Aber- 
deen, Monmouth  County.  Private  office 
in  large  medical  building  with  emergi- 
center.  Prime  location  in  busy  mall. 
201-290-2300,  Drs.  Darden,  Shacker,  von 
Bose. 


NEEDED — Family  Practitioner  including 
pediatrics— Board  Certified  or  Board 
Eligible.  Immediate  opportunity— Ocean 
County.  Salary  leading  to  full  partner- 
ship. Send  C.V.  to  P.O.  Box  1666,  Point 
Pleasant  Beach,  NJ  08742. 


NEEDED — General  Internist  wanted  for 
family-type  medical  practice.  Write  Box 
No.  198,  NEW  JERSEY  MEDICINE. 


NEEDED— Neurology— BC/BE  neu- 
rologist to  join  busy  solo  practice  in  Cen- 
tral New  Jersey.  EMG  expertise  required. 
Competitive  salary  with  bonus  leading  to 
partnership.  Send  CV  to  Box  No.  195, 
NEW  JERSEY  MEDICINE. 


NEEDED — Orthopedic  Surgeon.  Unex- 
pected opening  for  orthopedist  in  Cen- 
tral New  Jersey  orthopedic  surgery  prac- 
tice. Must  be  Board  Eligible.  Position 
available  immediately.  Excellent  op- 
portunity. Please  send  CV  to:  Dante  E. 
Sesin,  M.D.,  1001  W.  Main  St.,  Freehold, 
NJ  07728. 


NEEDED— Pediatrician,  BC/BE  needed 
to  join  rapidly  growing  three  man  pedi- 
atric practice  at  South  Jersey  Coast.  Area 
includes  Atlantic  City.  Salary  com- 
mensurate with  experience,  leading  to 
partnership.  Contact:  William  Silverman, 
M.D.  609-390-3996. 


NEEDED — Physicians  for  successful  well 
known  walk-in  medical  office  center  in 
central  NJ.  Full  and  part-time.  Skilled 
and  personable.  American  trained  MDs. 
Send  CV  to  E.V.  McGinley,  M.D.,  1005  N. 
Washington  Avenue,  Green  Brook,  NJ 
08812,  201-968-8900. 


NEEDED— Pulmonary  Practice  As- 
sociate. Practice  opportunity  for 
pulmonary  physician  in  Morris  County 
available  to  join  established  practitioner. 
Practice  includes  hospital,  office  and 
busy  diagnostic  and  rehabilitation 
center.  Contact  John  Penek,  M.D.,  FCCP, 
Morristown.  201-267-8882. 


PRACTICE  FOR  SALE — Growing  gen- 
eral practice  in  Burlington  County, 
South  Jersey.  Will  introduce.  Write  Box 
No.  196,  NEW  JERSEY  MEDICINE.  Real 
good  deal.  Go  for  it. 


PRACTICE  FOR  SALE— Ano-Rectal 
practice  for  sale.  Established  practice  in 
Essex  County,  central  location.  Includes 
equipment  and  furniture  in  professional 
building.  Reply  to  Box  No.  197,  NEW 
JERSEY  MEDICINE. 


PRACTICE  FOR  SALE— Retiring- 
Established  Family  Practice  in  Hack- 
ensack area  40  years.  Ideal  comer  office 
and  home.  Call  201-845-8451. 


EQUIPMENT  FOR  SALE— X-ray  ma- 
chine Picker  300  MA-motor  driven  table- 
flouroseope — all  accessories-three  exam- 
ination tables-cabinets-files  perfect  con- 
dition. Phone  201-763-2974. 


EQUIPMENT  FOR  SALE— Siemen  s x- 
ray,  superb  condition.  Dr.  Geo.  Sigman, 
201-434-2749. 


EQUIPMENT  FOR  SALE— Mentor  CM-III 
operating  microscope  with  floor  stand, 
case,  6X  and  10X  eyepieces,  excellent 
condition,  $800.  Call  609-597-6800. 


EQUIPMENT  FOR  SALE — Xeromammo- 
graphy equipment.  Excellent  condition. 
Call  days  201-942-2266. 


EQUIPMENT  TO  SHARE— Holter  Equip- 
ment. Call  201-676-5345  for  further  in- 
formation. 


EQUIPMENT  TO  SHARE  — Non-invasive 
Vascular  Equipment  for  Carotid,  Venous 
and  Arterial  Studies.  Call  201-762-6061 
for  further  information. 


HOME/OFFICE/PRACTICE  FOR 
SALE — To  Pediatrician,  Family  Phys- 
ician or  other.  Tremendous  growth 
potential  with  low  overhead.  Located  in 
Passaic  County.  Minutes  away  from  NYC, 
Meadowlands,  major  highways,  schools. 
Will  introduce.  Call  201-777-7022,  morn- 
ings and  after  7 p.m. 


HOME/OFFICE  FOR  SALE— Spacious 
Tudor  English  house  with  professional 
wing  in  prime  Westfield  location,  on  tree-  i 
lined  street,  affording  2,050  sq.  ft.  office 
space  and  3,500  sq.  ft.  residence.  Broker: 
201-233-1422. 


FOR  SALE — Medical-surgical  office  in- 
cluding contents,  equipment  and 
furniture.  1,160  sq.  ft,  two  consultation; 
rooms,  four  examination  rooms.  Central 
New  Jersey.  311  Omni  Drive,  Hills- 
borough, NJ  08876.  201-359-0874. 


OFFICE  SPACE  TO  SELL— Retiring  Or- 
thopedist in  15  year  old  Erdman  Medical 
Building  in  North  Plainfield.  Approx- 
imately 1,340  sq.  ft  Good  residential 
neighborhood,  three  hospitals  and  surgi- 
center  nearby.  X-ray,  office  furniture  and 
equipment  negotiable.  Reply:  P.O.  Box 
7129,  Watchung,  NJ  07061  or  call 
201-757-6892. 


OFFICE  SPACE — Long  Branch,  pro- 
fessional office  building  directly  opposite 
Monmouth  Medical  Center.  1,200  sq.  ft, 
unfinished,  ample  parking,  rentable  at 
an  unbelievable  price.  Call  201- 
870-2222. 
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OFFICE  SPACE — 1,300  sq.  ft.,  central 
air,  80  parking  spaces,  ten  other  pro- 
fessionals, laboratory,  x-ray,  physical 
therapy  on  site.  One  to  five  year  lease 
starting  $10  per  sq.  ft.  net.  RA  Raffman, 
M.D.,  28  Walnut  Street,  Madison,  NJ 
07940.  201-377-6100. 


PROFESSIONAL  OFFICE  SPACE— 

Princeton,  1,800  sq.  ft  Building  with 
other  MDs,  x-ray,  ample  parking,  conve- 
nient busline  location,  211  North  Har- 
rison Street  8-4  p.m.  609-921-7872. 


OFFICE  SPACE  TO  RENT— South  Or 
ange,  NJ.  Three  exam  rooms,  consul- 
tation room,  lab,  nursing  station  and 
waiting  room  to  share.  Excellent  location 
near  public  transportation  and  hospi- 
tals. Call  201-763-2883. 


SUB  LEASING  OFFICE  SPACE— Lake 
wood.  Subspeeialist  present  tenant. 
Available  starting  July  1st.  Furnished. 
Two  days/week.  Lower  than  the  lowest 
rate.  Call  201-370-0202. 


NORTH  MYRTLE  BEACH  RENTAL— 

North  Myrtle  Beach,  SC,  oceanfront, 
luxury  condos,  3 BR  2/3  baths,  beauti- 
fully furnished  and  equipped,  pool,  great 
golf.  Sept.  $550-$600-$700,  off-season 
$400-$500-$600,  couple  discounts.  E. 
Williams,  M.D.  201-753-4110. 


CLASSIFIED  ADVERTISEMENT  RE- 
QUESTS/REPLIES—Send  to  NEW  JER- 
SEY MEDICINE,  Advertising  Office,  370 
Morris  Avenue,  Trenton,  NJ  08611; 
609-393-7196. 


NEEDED 

Two  OB-GYN,  BE  or  BC.  Excellent  opportunity  for 
physicians  to  locate  in  a county  of  over  30,000  people 
with  no  gynecologist  in  the  farming/industrial  communi- 
ty. A very  progressive  50-bed  acute  care  hospital. 
Will  consider  helping  pay  mal-practice  insurance 
premium.  Located  at  the  foot  of  the  Ozark  Mts.  with 
outstanding  recreational  opportunities,  good  schools, 
churches,  hospital,  shopping,  etc.  Ideal  area  to  live  and 
raise  a family  with  easy  access  to  metropolitan  areas. 
Please  forward  resume  to: 

Nolan  0.  England,  Adm. 

Dexter  Memorial  Hospital 
P.O.  Box  279 
Dexter,  Mo.  63841 . 


Physician 

Newly  established  central  New  Jersey  company  seeks 
physician  to  provide  part  time  one  day  a week  medical 
coverage  for  its  suburban  administration  facility.  Duties 
will  include  visiting  the  site  to  consult  on  employee 
health  problems  and  provide  direction  for  the  employee 
health  department.  Experience  in  occupational  health 
medicine  helpful,  but  not  necessary. 

If  interested,  write  to: 

Box  No.  199 

NEW  JERSEY  MEDICINE 
370  Morris  Avenue 
Trenton,  NJ  08611 
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MEDICAL  PRACTICE  SALES 
AND  APPRAISALS 


We  specialize  in  the  valuation  and  selling  of 
medical  practices.  If  interested  in  buying  or  selling 
a medical  practice  contact  our  Brokerage  Division 
at  The  Health  Care  Group,  400  GSB  Building,  Bala 
Cynwyd,  Pa.  19004  (215)  667-8630. 


It’s  Your  Affair, 

So  Don’t  Lift  A Finger 

Since  we  want  your 
special  day  to  be  carefree 
just  lift  the  phone  and  call 


Perfect  Catering  For  A Perfect  Affair 

Trenton,  New  Jersey 
609-890-0778 


1 SALE 

» OUTSTANDING  MEDICAL/PROFESSIONAL 
S FACILITY  AND  LOCATION 

Approx.  200'  from  entrance  to  Southern  Ocean 
(ft  County  Hospital.  Plus  a host  of  extras  in  a “Better 
® Than  New”  structure.  1820+  sq.  ft.  of  prime  space 
S)  ready  for  furniture/equipment.  Solar  domestic  H/W, 
Ss  heat  pump,  emer.  liting,  smoke  alarms,  exit  lites, 
w ultra  sound  security,  water  cond.,  7 off-street  park- 
aj  ing  spaces  on  5200±  paved  area,  concrete  curbs, 
[ft  walks,  ramps,  underground  sprinklers,  exterior 
$ liting,  fence,  landscaped,  sign,  and  more!!! 

(8  77  Nautilus  Dr.,  Manahawkin,  N.J.  Inspection  by 

(ft  appt.  Terms  possible. 

I VANGUARD  REALTY,  INC.— Broker 

| DAY  609-494-2208  EVE:  609-494-7444 
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Do  Not  Substitute 


2 mg  5 mg  10  mg 

The  One  You  Know  Best 


Are  you  writing  only 
half  a prescription  for  it? 


Be  sure  to  write  a complete  prescription. 

Specify  “Dispense  as  written”  or  “Do  not  substitute”  or  “Medically  necessary.” 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Will  the  doctors  of  tomorrow, 
have  the  drugs  of  tomorrow? 


w 

JbeeBra | g|| 
1&:  ||g 

ft  ^ f Vi  MB 

- MM 

F#  % >•  jmm 

Only  if  manufacturers  of  brand-name  pharmaceuticals 
like  Roche  can  continue  to  develop  new  products  at  a 
time  when  making  them  available  is  both  unpredictable 
and  expensive. 

On  the  average,  only  one  in  10,000  promising  new  com- 
pounds is  ever  introduced  as  a new  product.  And  about 
$90  million  is  usually  spent  on  that  product  before  it’s 
available  for  your  prescription.  To  follow  up  on  discov- 
eries like  Valium®  (brand  of  diazepam/Roche),  Roche  is 
now  spending,  on  a worldwide  basis,  about  20  cents  of 
every  sales  dollar  in  up-front  drug  research  and  develop- 
ment. It’s  our  way  of  making  sure  that  tomorrow’s  drugs 
are  available  tomorrow. 

Copyright  © 1986  by  Roche  Products  Inc.  All  rights  reserved. 


VALIUM, 

rdiazepam/Roche: 


a,-,  a , 


2-mg  5-mg  10-mg 

The  One  You  Know  Best 

The  cut  out  "V"  design  is  a registered  trademark  of  Roche  Products  Inc. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 
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E@  & Wo  BLANKSTEEM 

E@  & Wo  BLANKSIEEN  AGENCY,  INC. 


ADMIKISTMATOMS 

THE  MEDICAL  SOCIETY  OF  NEW  JEMSEY 

ENDORSED  FLAMS  OF: 

LONG-TERM  INCOME  PROTECTION  PLAN 

MAJOR  MEDICAL 

OVERHEAD  EXPENSE 

HOSPITAL-MONEY 

HIGH  LIMIT  ACCIDENT 

TERM  LIFE 

KEOGH 

★ ★ ★ 

ALSO  AWAILMLE  iWE 
MOM-GMOCJP  PROGRAMS  OF: 

HOMEOWNER’S 
OFFICE  PACKAGE 
LIFE 
IRA 

PENSION 


75  Montgomery  Street 
Jersey  City,  N.J.  07302 

(201)  333-4340  1(800)  BLANK  AG 
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Extraordinary  cars 
deserve  an 
extraordinary  dealer. 


As  you  prepare  to  purchase  the  automobile 
that  will  take  you  to  the  head  of  the  class, 
come  to  the  one  authorized  dealership 
that's  by  far  in  a class  by  itself — Coast 
Imported  Car  Corp.  the  out-of-the-ordinary 
dealership,  Encompassing  over  28,000  square  feet  of  pure  style, 
technology  and  incomparable  service. 

Our  full  selection  of  Mercedes-Benz,  Porsche  and  Audi  automobiles 
at  our  five  acre  facility  is  unsurpassed  by  any  other  dealer  in  the  tri- 
state area.  Our  sales  and  leasing  staff  are  without  equal.  And  once 
you  purchase  a car  from  Coast,  the  care  and  dedication  your 
automobile  receives  from  our  factory-trained  service  technicians  is 
unmatched. 


No  detail  is  too  small  or  too  unimportant  to  be  overlooked.  From  our 
unique  pick-up  and  delivery  service,  to  our  loaner  car  program. 
Service  that  goes  beyond  the  ordinary  is  the  only  kind  of  service 
you'll  get.  The  reason — Coast  will  never  accept  anything  less  than 
total  customer  satisfaction. 

So  ifs  no  wonder  that  demanding  individuals  who  have  searched 
for  memorable  motorcars  and  meticulous  service,  will  settle  for  no 
other  dealership  than  Coast.  The  Mercedes-Benz,  Porsche,  Audi 
dealer  that's  extraordinarily  out  of  the  ordinary. 


247  Route  37  East,  Toms  River,  New  Jersey  08753 

(one  mile  east  of  Garden  State  Parkway,  exit  82) 

201  • 349-6900 


Authorized  Dealer  Mercedes-Benz,  Porsche,  Audi 
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NEW  JERSEY  SANITARY  ASSOCIATION  PROJECT 

Dr.  Sam  Alewitz  is  conducting  a study  of  the  New 
Jersey  Sanitaiy  Association  (in  1927  it  became  the 
New  Jersey  Health  and  Sanitaiy  Association)  for  the 
New  Jersey  Historical  Commission.  If  anyone  has  infor- 
mation about  the  Association,  from  1923  to  1941, 
please  contact  Dr.  Alewitz,  2461  A Street,  San  Diego, 
CA  92102. 

MEDICAL  MOTION  PICTURE  PROJECT 


VOLUME  35 


chaired  by  Dr.  Bernard  Robins,  is  overseeing  this  ac- 
tivity. Touche  Ross  is  acting  as  consultant.  During 
August  every  member  of  the  Society  was  surveyed  as 
to  whether  or  not  the  Society  should  sponsor  an 
alternative  delivery  system.  Touche  Ross  and  the  com- 
mittee expect  to  issue  their  final  report  to  the  Board 
in  October.  The  Board  will  submit  its  report  to  the 
House  which  will  meet  on  November  9,  1986,  to  decide 
the  matter.  If  you  have  an  opinion,  please  express  it 
to  your  county  society  and/or  the  Board  of  Trustees. 


Dr.  Martin  S.  Pemick  is  trying  to  locate  any  surviv- 
ing medical  or  health-related  films  from  the  period 
before  1928  for  his  project  on  medical  motion  pictures 
of  the  silent  film  era.  State  medical  associations  and 
their  members  were  among  the  pioneer  producers 
and/or  distributors  of  such  films.  If  anyone  has  any 
information  for  this  project,  please  contact  Dr.  Pemick, 
Department  of  History,  University  of  Michigan,  Ann 
Arbor,  MI  48109. 

ADVANCES  IN  CANCER 

The  article  on  page  603  by  Dr.  Liebowitz  and  his 
colleagues,  “Viruses  as  Causes  of  Human  Cancer,”  in- 
troduces a series  of  special  features  dealing  with  im- 
portant scientific  concepts  bearing  upon  the  so-called 
“war”  against  cancer.  This  and  related  articles  in  this 
series,  to  be  published  in  subsequent  issues  of  NEW 
JERSEY  MEDICINE,  provide  us  with  an  overview  of 
some  of  the  progress  being  gained  along  the  various 
fronts.  As  will  be  reflected  in  the  substance  of  these 
articles,  a considerable  amount  of  research  effort  is 
being  expended  here  in  New  Jersey. 

It  has  been  recognized  for  some  time  that  viruses 
may  cause  certain  malignancies  in  animals.  Recent 
evidence  suggests  that  viruses  also  may  play  a role  in 
some  human  cancers.  The  ways  in  which  oncogenic 
viruses  behave,  how  they  are  transmitted,  and  the 
means  by  which  they  interact  with  the  infected  host 
presently  are  being  explored  as  further  insight  is 
gained  in  the  field  of  molecular  biology. 

Dr.  Liebowitz  and  his  colleagues  at  Rutgers,  working 
in  this  field,  tell  us  about  some  significant  rela- 
tionships  between  certain  viruses  and  specific  human 
malignancies.  Alan  J.  Lippman,  M.D. 

HMO— ALTERNATIVE  DELIVERY 
FEASIBILITY  STUDY 

The  House  of  Delegates  authorized  the  Board  to  pro- 
ceed with  an  HMO  feasibility  study.  A committee, 


VERIFICATION  OF  SERVICES  INSURANCE  CLAIMS 

The  New  Jersey  Fraud  Prevention  Act  provides  that 
all  insurance  claim  forms  must  be  verified.  The  law 
applies  to  all  providers  of  materials  or  services  that! 
may  be  reimbursed  by  an  insurance  carrier.  There  are! 
no  exemptions.  The  law  applies  to  all  types  of  claims 
and  practitioners.  A copy  of  the  certification  is  printed 
below.  It  must  be  affixed  to  or  appear  on  all  claim 
forms.  If  you  have  any  questions,  please  call  or  write 
Mr.  Maressa  or  Mr.  Lucci  at  MSNJ  headquarters: 

I have  read  the  attached  report  and  bill  for  services 

and/or  materials  rendered  to I declare; 

that  the  treatments,  services,  or  materials  rendered  or 
provided  by  me  were  reasonable,  necessary  and  were, 
in  fact,  furnished  and  provided  on  the  dates  set  forth. 

I understand  that  any  person  who  knowingly  files  a 
statement  of  claim  containing  any  false  or  misleading 
information  is  subject  to  criminal  and  civil  penalties. 

I further  understand  that  the  furnishing  of  this  veri- 1 
fication  is  a condition  precedent  to  payment  by  the 
insurer  or  recourse  against  the  insured  person  to 
whom,  or  for  whom,  the  services,  treatments,  or  ma- 
terials were  rendered  or  supplied. 

I certify  that  the  foregoing  statements  made  by  me  i 
are  true.  I am  aware  that  if  any  of  the  foregoing  state-  i 
ments  made  by  me  are  willfully  false,  I am  subject  to  I 
punishment. 


Signature  of  Provider 

SURVIVORS’  RIGHTS 

A brochure  called  “Survivors’  Rights  To  Information 
and  Property”  was  designed  to  assist  those  dealing 
with  sudden  death;  it  was  prepared  after  discussions 
with  police,  funeral  directors,  medical  examiners,  and 
participants  in  survivors’  self-help  groups.  The  bro-  * 
chure’s  purpose  is  to  provide  essential  information  in  1 
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ATTENDANCE  AT  BOARD  OF  TRUSTEES’  MEETINGS:  COUNTY  SOCIETIES 
FEBRUARY  1986-MAY  1986 


Atlantic  County 

Februaiy  16 

Fred  H.  Miller,  M.D.,  President-Elect 

Bergen  County 

February  16 

Christopher  T.  Reilly,  M.D.,  President 

March  16 

Christopher  T.  Reilly,  M.D.,  President 
Gabriel  A.  Sinisi,  M.D.,  President-Elect 

April  13 

Christopher  T.  Reilly,  M.D.,  President 
Gary  J.  Savatsky,  M.D. 

April  30 

Christopher  T.  Reilly,  M.D.,  President 

May  4 

Christopher  T.  Reilly,  M.D.,  President 

Burlington  County 

Februaiy  16 

Charles  J.  Moloney,  M.D. 

March  16 

Charles  J.  Moloney,  M.D. 
Irving  P.  Ratner,  M.D. 

April  30 

Charles  J.  Moloney,  M.D. 
Irving  P.  Ratner,  M.D. 

Camden  County 

February  16 

Joseph  A Riggs,  M.D.,  President 

March  16 

John  S.  Garra,  M.D. 

Joseph  A Riggs,  M.D.,  President 

April  13 

Joseph  A Riggs,  M.D.,  President 

April  30 

Joseph  A Riggs,  M.D.,  President 

Cape  May 

May  4 

Robert  I.  Salasin,  M.D.,  President 

Cumberland  County 

April  13 

L.  Willis  Allen,  M.D. 

Essex  County 

April  30 

Carolyn  W.  Watson,  M.D. 

May  4 

Carolyn  W.  Watson,  M.D. 

Gloucester  County 

February  16 

Churchill  L.  Blakey,  M.D.,  President 

April  13 

Churchill  L.  Blakey,  M.D.,  President 

Hudson  County 

February  16 

Charles  L.  Cunniff,  M.D. 
Francis  A Deitmaring,  M.D., 
President-Elect 

March  16 

Charles  L.  Cunniff,  M.D. 
Francis  A Deitmaring,  M.D., 
President-Elect 

April  13 

Francis  A Deitmaring,  M.D., 
President-Elect 

April  30 

John  J.  Crosby,  Jr.,  M.D. 
Charles  L.  Cunniff,  M.D. 
Joseph  P.  Donnelly,  M.D. 

Hunterdon  County 

Februaiy  16 

Stuart  H.  Freedenfeld,  M.D.,  President 

Mercer  County 

February  16 

Werner  J.  Hollendonner,  M.D. 

Joseph  D.  Jenci,  M.D. 

Mrs.  Linda  McGhee,  Assistant  Executh 
Secretary 

March  16 


April  13 


Middlesex  County 

February  16 
April  13 


April  30 
May  4 

Monmouth  County 


Iradj  Sharim,  M.D. 

Erich  H.  W.  Simon,  M.D. 

Mrs.  Joey  Huddy,  Executive  Secretary 
John  F.  McCloskey,  M.D. 

David  Eckstein,  M.D. 

r 

Mrs.  Mary  Alice  Bruno,  Executive  Director 
William  A.  Allgair,  M.D. 

Mrs.  Mary  Alice  Bruno,  Executive  Director 
W.  Joseph  Rahill,  M.D. 

Michael  J.  Rushnak,  M.D. 

Mrs.  Mary  Alice  Bruno,  Executive  Director 
Mrs.  Mary  Alice  Bruno,  Executive  Director 


February  16 
March  16 

April  30 

Morris  County 

February  16 
March  16 

Ocean  County 

February  16 

March  16 
April  13 


Salem  County 

March  16 

Somerset  County 

April  13 

Union  County 

February  16 


Merritt  E.  London,  M.D.  President 
Mrs.  Patricia  Klemm,  Executive  Secretary 
Merritt  E.  London,  M.D.  President 
Mrs.  Patricia  Klemm,  Executive  Secretary 

Martin  L.  Cohen,  M.D.,  Secretary 
James  B.  Massengill,  M.D.,  President 

Ira  J.  Holzman,  M.D.,  Assistant  to 
President 

Ira  J.  Holzman,  M.D.,  Assistant  to 
President 

Ira  J.  Holzman,  M.D.,  Assistant  to 
President 

Devendra  M.  Jani,  M.D.,  President 


March  16 
April  13 
April  30 

May  4 

Warren  County 

February  16 
March  16 
April  13 


April  30 


John  H.  Lifland,  M.D. 

Frank  R Romano,  Sr.,  M.D.,  Past-President 
John  J.  Sprawls,  M.D.,  President 
Mrs.  Ethel  Stevens,  Executive  Director 
Mrs.  Ethel  Stevens,  Executive  Director 
Frank  R Romano,  Sr.,  M.D.,  Past-President 
Frank  R Romano,  Sr.,  M.D.,  Past-President 
Mrs.  Ethel  Stevens,  Executive  Director 
Frank  R Romano,  Sr.,  M.D.,  Past-President 
Mrs.  Ethel  Stevens,  Executive  Director 

James  H.  Spillane,  M.D. 

James  H.  Spillane,  M.D. 

Raymond  S.  Buch,  M.D.,  President-Elect 
Robert  Emery,  M.D.,  President 
James  H.  Spillane,  M.D. 

James  H.  Spillane,  M.D. 


the  most  efficient  manner  possible.  Copies  are  avail- 
able from  the  Department  of  Law  and  Public  Safety, 
Division  of  Consumer  Affairs,  1100  Raymond  Blvd., 
Room  504,  Newark,  NJ  07102. 

INTERIM  MEETING  OF  THE 
HOUSE  OF  DELEGATES 

The  Interim  Meeting  of  the  House  of  Delegates  will 
be  held  on  Sunday,  November  9,  1986,  at  the  Hyatt 
Regency  Princeton.  Registration  will  open  at  9:00  am., 
and  the  House  will  convene  at  10:00  am.  Lunch  will  be 
provided. 

The  address  and  telephone  number  of  the  hotel  are: 
Hyatt  Regency  Princeton,  102  Carnegie  Center,  Prince- 
ton, New  Jersey  08540,  609/987-1234. 


At  that  meeting,  the  House  will  consider  the  report 
of  the  Statewide  HMO/IPA  Feasibility  Committee,  plus 
items  referred  to  the  Board,  which  now  may  be  acted 
on.  Resolutions  of  an  urgent  nature  submitted  by  a 
county  society  also  may  be  considered.  They  must  be 
received  at  the  Medical  Society  of  New  Jersey  head- 
quarters by  October  1,  1986,  in  order  to  be  reviewed 
and  printed  for  mailing  the  week  of  October  20. 

STATEMENT:  VISION  CARE  MANUAL 

The  Division  of  Medical  Assistance  and  Health  Ser- 
vices has  proposed  a complete  revision  of  the  Vision 
Care  Manual.  The  proposal  appeared  in  the  June  16, 
1986,  issue  of  the  New  Jersey  Register  at  18  N.J.R 
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ATTENDANCE  AT  BOARD  OF  TRUSTEES’  MEETINGS:  SPECIALTY  SOCIETIES, 
THE  ACADEMY  OF  MEDICINE  OF  NEW  JERSEY,  AND  MSNJ  AUXILIARY 
FEBRUARY  1986-MAY  1986 


New  Jersey  State  Society  of  Anesthesiologists 

April  13  Stanley  Brestlcker,  M.D. 

New  Jersey  Chapter,  American  College  of  Emergency 
Physicians 

February  16  Rudolf  E.  Schwaeble,  M.D. 

March  16  Rudolf  E Schwaeble,  M.D. 

April  13  Rudolf  E.  Schwaeble,  M.D. 

May  4 Rudolf  E.  Schwaeble,  M.D. 

New  Jersey  Academy  of  Family  Physicians 

February  16  S.  Thomas  Carter,  Jr.,  M.D.,  President 

New  Jersey  Society  of  Internal  Medicine 

February  16  Frank  J.  Malta,  M.D. 

Huerta  C.  Neals,  M.D.,  President-Elect 
March  16  Huerta  C.  Neals,  M.D.,  President-Elect 

New  Jersey  Association  of  Medical  Specialty  Societies 

February  16  Frank  J.  Malta,  M.D. 

April  13  Stanley  Bresticker,  M.D. 

New  Jersey  Medical  Women's  Association 

February  16  Erlinda  M.  Remo,  M.D.,  President-Elect 
April  13  Erlinda  M.  Remo,  M.D.,  President-Elect 

New  Jersey  Obstetrical  and  Gynecological  Society 

February  16  John  D.  Franzoni,  M.D. 

March  16  John  D.  Franzoni,  M.D. 

New  Jersey  Orthopaedic  Society 

February  16  Robert  J.  Weierman,  M.D. 

New  Jersey  Society  of  Pathologists 

February  16  Frank  Campo,  M.D.,  Vice-President 

March  16  Frank  Campo,  M.D.,  Vice-President 

April  30  Frank  Campo,  M.D.,  Vice-President 

May  4 Frank  Campo,  M.D.,  Vice-President 


New  Jersey  Psychiatric  Association 

February  16  William  H.  Bristow,  Jr.,  M.D. 

John  C.  Patterson,  M.D.,  Liaison 
March  16  John  C.  Patterson,  M.D.,  Liaison 

April  13  John  C.  Patterson,  M.D.,  Liaison 

Radiological  Society  of  New  Jersey 

February  16  Herman  M.  Robinson,  M.D., 
President-Elect 

New  Jersey  Rheumatism  Association 

February  16  William  E.  Ryan,  M.D.,  Liaison 

March  16  William  E.  Ryan,  M.D.,  Liaison 

April  13  William  E.  Ryan,  M.D.,  Liaison 

April  30  William  E.  Ryan,  M.D.,  Liaison 

May  4 William  E.  Ryan,  M.D.,  Liaison 

New  Jersey  Chapter,  American  College  of  Surgeons 

February  16  Lynn  A.  Parry,  M.D.,  President 

March  16  Roy  A,  Morrow,  M.D.,  President-Elect 

April  13  Roy  A.  Morrow,  M.D.,  President-Elect 

The  Society  of  Surgeons  of  New  Jersey 

February  16  Alfred  O.  Davies,  M.D.,  President-Elect 

Academy  of  Medicine  of  New  Jersey 


February  16 
March  16 


April  13 
April  30 


Sherman  Garrison,  M.D. 
Sherman  Garrison,  M.D. 
Mr.  Charles  J.  Heitzmann, 
Executive  Director 
Mr.  Charles  J.  Heitzmann, 
Executive  Director 
Sherman  Garrison,  M.D. 
Mr.  Charles  J.  Heitzmann, 
Executive  Director 


Medical  Society  of  New  Jersey  Auxiliary 

February  16  Mrs.  Bemardine  N.  Moloney,  President 
March  16  Mrs.  Bemardine  N.  Moloney,  President 

April  13  Mrs.  Bemardine  N.  Moloney,  President 

April  30  Mrs.  Bemardine  N.  Moloney,  President 


1246(a).  The  proposal  contains  basic  Medicaid  policies 
and  procedures,  covered  services  including  optical  ap- 
pliances, and  billing  procedures.  There  are  no  new  poli- 
cies associated  with  this  proposal. 

PRO  MONITORING  PROJECT 

The  AMA  is  urging  physicians  to  relay  their  ex- 
periences, both  positive  and  negative,  with  Peer  Review 
Organizations,  to  its  headquarters  office  in  Chicago. 
The  PRO  Monitoring  Project,  initiated  in  March  1985, 
is  part  of  an  ongoing  Association  activity  to  keep  ap- 
prised of  developments  in  the  implementation  of  the 
federal  government’s  PRO  program.  Through  the  proj- 
ect the  AMA,  to  date,  has  received  over  200  written 
communications  on  PROs  representing  the  concerns 
of  more  than  5,000  individual  physicians  nationwide. 

While  the  AMA  is  interested  in  all  relevant  ex- 
periences, areas  of  particular  interest  would  include: 

9 Changes  in  length  of  stay,  admission,  and  dis- 
charge policies 

• Preadmission  certification  procedures 

® Notifications  to  patients  on  payment  denials 

• Utilization  and  quality  review  results 

• Payment  denials  based  on  quality 

• Administrative  relations  between  hospitals  and 
physicians  and  the  PROs 

• Any  demonstrable  impact  that  PRO  review  may 
have  on  the  cost  or  quality  of  care 


• Sanction  activities 

• Appeals  processes 

• The  results  of  any  PRO  efforts  to  review  patients 
other  than  Medicare  beneficiaries. 

Physicians  or  hospital  medical  staffs  who  would  like 
to  share  this  information  with  the  AMA  are  en- 
couraged to  describe  their  experience(s)  in  a brief  letter 
and  direct  it  to:  AMA  PRO  Monitoring  Project,  Depart- 
ment of  Health  Care  Review,  American  Medical  As- 
sociation, Post  Office  Box  10947,  Chicago,  IL  60610. 

All  sources  of  information  provided  will  be  kept  con- 
fidential. The  data  will  be  analyzed  carefully  and  the 
results  used  by  the  AMA  as  the  Association  develops 
new  ways  to  assist  physicians  and  medical  staffs  in 
dealing  with  the  PRO  program. 

SUBSTANCE  ABUSE  AND  THE  ATHLETE 

A seminar,  “Substance  Abuse  and  the  Athlete,”  is 
being  presented  by  the  Committee  on  Medical  Aspects 
of  Sports  of  the  Medical  Society  of  New  Jersey.  The 
seminar  will  be  held  on  October  1,  1986,  at  MSNJ 
headquarters,  Lawrenceville,  beginning  at  9 a.m.  For 
further  information,  please  contact  the  Committee  on 
Medical  Aspects  of  Sports,  609-896-1766. 

FINI 

“Don’t  let  little  things  or  petty  people  rob  you  of  your 
bigness.” 
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The  art  of  healing 
:akes  more  than  a bandage. 


It  takes  the  kind  of  expertise  you’ll  get  from 
»our  Medigroup  doctor— the  finest  in  every  sense  of  the  word  f . 

■ . 1/ 

| Everything  about  your  doctor  should  inspire 

confidence.  So  it’s  comforting  to  know:  You’ll  choose  from 
only  the  finest  at  Medigroup. 

It  starts  with  the  way  we  select  our  doctors.  Our  sole 
' concern  is  maintaining  the  highest  quality  of  care,  so  we  seek 
Sill!  * <)L1^  ^1c  *ea(^n£  doctors  *n  y°ur  area  as  candidates.  Then  a 

%;jp  } rigorous  screening  process  begins.  Finally,  only  the  best  of 

" /yULVf  JjMp B?  the  best  get  to  join  the  Medigroup  team. 

f ^ You’ll  be  happy  to  hear,  too,  that  all  deci- 

1 sions  concerning  your  health  are  made  by  a 

\ VWmr  ' doctor,  not  an  administrator.  We  wouldn’t  have 

’ .$/  it  any  other  way. 

WBLp  ^ In  short,  nobody  has  higher  standards 

i than  we  do.  Not  even  you. 


Cross 

Shield 


a subsidiary  of 


of  New  Jersey 


For  groups  only. 

See  your  employer  for  details. 


The  Pet  feet 

prescription 


bhANU  NbVV  /yoo  ■ 

LOTUS  ESPRIT 

■ turbo  ~H 

Equipm«nt/Options: 

• 4 Cylinders  Special  Features: 

• Power  Brakes  • 2 Door  • Electric  ignition 

• Power  Windows  * Fuel  Injection  • Pulse  wiper 

• Air  Conditioning  • Removable  Sunrool  • 4 wheel  individual 

• AM/FM  Stereo  * 16  Value  DOHC  suspension 

• Manual  * Turbo  charged  engine  • Alloy  wheels 

• 5 Speed  (with  overdrive)  • Rack  & pinion  steering  • Much  Morel 

• Stock  *4806  


$39,9 

f 

603-306-10 

H'  pwiiiiJJ 

□ 

iiv  VMrviiif 

LAWRENCE  I\K 

'naa  spruce  s 

Practicing  medicine) 
and  managing  a 
medical  practice  can\ 
be  tough  these  days.\ 
We  know  because  we 
help  doctors  do  both. 
As  authorized  repre- 
sentatives for  AT8J, 
NCR  and  Altos,  we  offer 
simple  solutions  and 
systems  to  help  you 
take  control.  Our  soft- 
ware written  in  “C”  runs 
on  the  UNIX™  operating 
system.  We  offer  true 


multi-user/multi-tasking 
systems  that  can  speed 
cash  flow,  simplify  third 
party  billing  and  provide 
instant  access  to  patient 
records.  And  our  flexible 
software  programs 
adapt  to  your  office 
procedures.  So,  ifyou’re 
looking  for  a system 
that  will  help  you  take 
control  now  and  grow 
with  your  practice  in 
the  future,  call  us  today: 


FBI  Medical  Computer  Specialists,  Inc. 

(201)  692-8103 
90  Dayton  Avenue 
Passaic,  New  Jersey  07055 


Medical  : 
Banking 


A full  range 

of  business 

and  personal 

financial  services 

United  Jersey’s  Medical  Banking  Group 
was  created  to  meet  the  needs  of  today’s 
medical,  dental  and  other  health  care  pro- 
fessionals. 

Our  lending  officers  provide 
expertise  and  counseling  in  all 
financial  services,  including: 

• Initial  practice 

• Equipment  financing 

• Expansion  and  relocation 

• Insurance 

• Investment  and  trust  services 

• Personal  Banking 

For  further  information,  contact: 

Norman  V.  Buttaci,  Vice  President 

(609)  987-3561 

or 

Richard  H.  Mady,  Vice  President 

(201)  646-5859 


(Member  F D 1C.) 

: 9 United  Jersey 

The  fast-moving  bank* 

United  Jersey  is  a $5  8 billion  financial  services  organization  with  offices  throughout  New  Jersey. 
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Professional  liability 
Commentary* 


Malpractice 
Settlements  and 
Practice  Standards 


Malpractice  Settlement  Looted;  Public 
Supportjor  Reform;  Patient  Warning; 
Patients  Discharged  to  Nursing  Homes; 
Insurance  Company  Investigation 


PARENTS  OF  BRAIN-DAMAGED  BOY  CHARGED 
WITH  LOOTING  MALPRACTICE  SETTLEMENT 

The  parents  of  a quadriplegic,  severely  brain-dam- 
aged ten-year-old  boy  plundered  more  than  half  of  a 
$500,000  medical  malpractice  settlement  negotiated 
on  his  behalf  in  1980  and  have  been  charged  with 
felony  theft,  and  the  father  with  perjury  and  falsifica- 
tion of  court  records.  Only  $39.50  remains  in  a 
$255,000  fund  set  up  for  the  boy  which  the  parents, 
as  guardians,  were  free  to  spend  with  court  approval. 
A court-supervised  fund  of  about  $175,000  was  used 
with  court  approval  to  buy  a $70,000  home  and  install 
a swimming  pool.  The  parents  squandered  the  money 
on  a new  Cadillac,  trips  to  Las  Vegas,  cruises,  enter- 
tainment, jewelry,  and  other  personal  indulgences. 
“This  diversion  of  funds  was  accomplished  by  filing 
false  reports  and  juggling  financial  information,”  said 
a horrified  Lake  County,  Indiana  prosecutor.  Jack 
Crawford.  (Medical  Liability  Monitor  11:5,  1986) 

POLL  FINDS  SUPPORT  FOR  REFORM 

A public  opinion  poll  in  Connecticut,  financed  by 
insurers  and  businesses,  has  found  widespread  sup- 
port among  residents  for  changes  in  the  civil  justice 
system.  The  survey  by  the  Sudbuiy,  Massachusetts- 
based  Becker  Institute  consisted  of  500  telephone  in- 
terviews of  the  state’s  residents  in  late  November. 

A majority  of  those  polled  said  they  felt  the  number 
of  civil  lawsuits  and  declining  availability  of  liability 
insurance  is  a serious  problem  and  that  the  size  of 


awards  is  too  high.  The  Connecticut  Trial  Lawyers 
Association  assailed  the  poll,  saying  the  questions 
were  designed  to  elicit  the  desired  responses. 

Among  the  findings: 

• Sixty-four  percent  said  they  thought  the  amount 
of  money  won  in  cases  has  increased  greatly  and  60 
percent  said  the  amounts  are  too  high.  About  23  per- 
cent said  the  award  amounts  are  “about  right.” 

• Sixty-five  percent  of  those  polled  said  they  think 
the  number  of  civil  liability  lawsuits  has  increased 
greatly  in  recent  years. 

• Nearly  two-thirds  think  lawsuit  settlements  and 
rising  insurance  costs  have  a big  impact  on  the  price 
of  products,  health  care,  and  local  taxes. 

• Almost  two-thirds  said  the  main  purpose  of  a civil 
liability  lawsuit  should  be  to  compensate  the  harmed 
person,  not  to  punish  the  person  who  is  responsible. 

• Two-thirds  would  support  passage  of  a state  law 
to  limit  noneconomic  damages  for  pain  and  suffering 
to  $250,000.  (Medical  Liability  Monitor  11:5,  1986) 

HEART  PATIENT  SHOULD  HAVE  BEEN  WARNED 
OF  POSSIBILITY  OF  STROKE 

Evidence  supported  a finding  that  giving  a stress 
test  to  a patient  who  had  heart  disease  without  inform- 
ing him  that  a stroke  could  occur  was  a deviation  from 
the  standard  of  care,  a federal  trial  court  in  Missouri 
ruled. 

The  patient,  a 50-year-old  man,  had  a long  histoiy 
of  coronary  artery  disease.  He  had  two  myocardial  in- 
farctions and  was  suffering  from  severe  angina  when 
he  quit  working.  After  a cardiac  catheterization  re- 
vealed severely  occluded  coronary  arteries,  he  under- 
went a five-vessel  coronary  bypass  at  a VA  hospital.  The 
final  diagnosis  on  discharge  was  severe  coronaiy  ar- 
teiy  disease. 

The  patient  was  given  a stress  test  in  connection 
with  his  application  for  social  security  benefits.  He 
then  consulted  a physician  at  a second  VA  hospital. 
The  physician  allegedly  made  little  effort  to  obtain  the 
results  of  the  stress  test  and  did  not  obtain  records 
from  the  patient’s  former  physician. 

Four  weeks  after  the  first  stress  test,  the  physician 
had  the  patient  undergo  a second  such  test.  Although 
he  orally  informed  the  patient  about  some  of  the 
dangers,  he  did  not  inform  him  of  the  possibility  of  a 
stroke,  and  the  consent  form  signed  by  the  patient  did 
not  list  any  risks. 

The  test  was  terminated  after  a little  more  than  five 
minutes  because  the  patient  had  a loss  of  vision  in  one 
eye  and  chest  pain.  The  patient’s  vision  continued  to 
worsen.  He  finally  had  virtually  100  percent  loss  of 
vision,  which  was  permanent.  The  cause  was  right 
occipital  lobe  infarct. 

The  patient  and  his  wife  brought  an  action  under 
the  Federal  Tort  Claims  Act,  alleging  that  he  suffered 
a stroke  while  taking  the  stress  test,  resulting  in  his 
blindness.  The  patient’s  wife  alleged  loss  of  con- 
sortium, services,  and  companionship  as  a result  of 
her  husband’s  injuries.  They  did  not  claim  that  the 


This  item  from  the  Department  of  Professional  Liability  Con- 
trol, MSNJ,  was  prepared  James  E.  George,  M.D.,  J.D.,  and 
A.  Ronald  Rouse,  who  are,  respectively,  Director  of  the  Depart- 
ment and  Director  of  Special  Projects. 
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stress  test  was  performed  negligently,  but  rather  that 
it  should  not  have  been  given. 

At  the  trial,  the  patient  presented  testimony  by  two 
expert  witnesses,  over  the  government’s  objection.  The 
court  found  that  the  witnesses,  an  ophthalmologist 
and  a specialist  in  emergency  medicine,  were  familiar 
with  the  appropriate  standard  of  care  with  regard  to 
stress  tests.  Evidence  showed  that  giving  the  test  to 
the  patient  was  a deviation  from  the  appropriate  stan- 
dard of  care,  as  was  the  failure  to  secure  the  results 
of  the  previous  test. 

The  court  found  that  an  award  of  $750,000  was 
appropriate  compensation  for  the  patient  and  $75,000 
for  his  wife’s  losses.  ( The  Citation  53:4,  1986) 

OBLIGATION  TO  TREAT  PATIENTS  DISCHARGED 
TO  A NURSING  HOME 

As  the  patient  population  ages,  more  and  more  pa- 
tients are  being  confined  to  nursing  homes.  Some 
physicians  are  reluctant  to  extend  their  practice  into 
the  nursing  home  environment  and  wish  to  restrict 
their  practice  to  the  treatment  of  patients  who  are 
hospitalized  or  are  able  to  be  seen  in  the  office.  Does 
a physician  in  private  practice  have  a legal  obligation 
to  continue  to  treat  a patient  who  has  been  hospital- 
ized once  the  patient  is  discharged  to  a nursing  home? 

Generally,  a physician  in  private  practice  has  the 
right  to  set  out  the  parameters  of  his  practice.  That 
is,  the  physician  in  private  practice  has  the  freedom 
to  choose  which  patients  he  shall  evaluate  and  treat. 

Once  the  physician-patient  relationship  is  estab- 
lished, however,  the  physician  is  required  to  continue 
treatment  of  the  patient  unless  the  patient  terminates 
the  relationship  or  the  physician  gives  reasonable  no- 
tice of  withdrawal. 

Physicians  in  private  practice  have  the  right  to  place 
reasonable  limitations  on  the  physician-patient  rela- 
tionship. For  example,  a physician  may  refuse  to  make 


house  calls  as  part  of  his  practice.  However,  a physician 
who  places  restrictions  on  his  practice  should  clearly 
explain  these  restrictions  to  his  patient  to  avoid  sur- 
prise and  misunderstanding  on  the  part  of  the  patient 
and  to  avoid  allegations  of  abandonment. 

A physician  who  clearly  explains  to  his  patient  the 
reasonable  limitations  of  his  practice  is  less  vulnerable 
to  legal  charges  that  he  abandoned  his  patient  wheni 
he  discontinues  or  withdraws  from  the  relationship. 
Efforts  should  be  made  to  avoid  any  appearance  that' 
the  physician  is  uncaring  or  insensitive  to  the  needs 
of  a patient  from  whom  he  wishes  to  withdraw. 

A physician  who  wishes  to  withdraw  from  treating 
a particular  patient  must  give  the  patient  reasonable 
advance  notice  so  that  the  patient  can  obtain  the  care 
he  requires  from  another  physician.  A letter  of 
withdrawal  providing  the  patient  with  the  names  of 
several  other  competent  physicians  should  be  sent  to 
the  patient  by  certified  mail,  return  receipt  requested, 
and  a copy  retained  in  the  patient’s  file.  The  physician 
should  offer  to  make  the  patient’s  medical  record  avail- 
able to  the  physician  of  the  patient’s  choice. 

FTC  FINDS  NO  EVIDENCE  THAT  LIABILITY 
INSURERS  VIOLATED  ANTITRUST  LAWS 

The  Federal  Trade  Commission  has  closed  a six- 
month  investigation  of  insurance  companies,  saying  it 
could  find  no  evidence  that  they  were  engaged  in  anti- 
trust activities,  such  as  price-fixing,  boycotts,  or  col- 
lusion. The  investigation  results  were  reported  in  a 
letter  to  the  National  Insurance  Consumers  Organiza- 
tion, which  had  triggered  the  FTC  efforts  when  it 
charged  that  the  insurance  industry  had  tried  to  foster 
a “crisis”  in  liability  insurance  availability  and  cost. 
The  Nader-linked  NICO  had  directed  a request  for  a 
similar  study  to  the  Justice  Department  but  an  official 
of  the  office  said  it  had  been  turned  down.  ( Medical 
Liability  Monitor  11:5,  1986) 
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SELL  YOU  SHORT. 


At  The  Money  Store,  we  specialize  in  business 
loans  from  $50,000  up  to  $650,000.  With  terms  that 
out-distance  any  bank  or  savings  & loan. 

Terms  up  to  25  years  to  be  exact.  On  loans  for 
commercial  real  estate,  franchise  acquisition, 
additional  working  capital,  whatever.  With  up  to 
90%  loan-to-value  and  no  lender  points  or 
prepayment  penalties  what-so-ever. 

And  because  we’re  the  nation’s  number  one  SBA 
lender,  with  14  offices  nationwide,  we  can  qualify 
loans  faster.  So  you  can  be  on  your  way  to  getting 
the  money  you  need  for  your  business  before  most 
lenders  even  get  down  to  theirs. 

To  discuss  your  long-term  business  loan  needs,  call 
your  loan  officer  and  find  out  how  we  can  make  a 
long-term  commitment  to  your  business  future. 


(201)  686-2000 
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Editorial 

What's  New  in  Urology? 


Robert  B.  Zufall,  m.d.* 


New  methods  of  treating  urologic 
problems  are  discussed,  with  specific 
emphasis  on  extracorporeal  shockwave 
lithotripsy. 


The  big  news  in  urology  has  been 
the  new  methods  of  renal  and 
ureteral  stone  removal.  A few 
years  ago  some  groups,  notably  Arthur  Smith’s,  started 
doing  what  they  called  “endourology."  This  consists  of 
two  basic  steps.  First,  the  radiologist,  using  fluoro- 
scopic guidance  and  opacification  of  the  renal  collect- 
ing system,  inserts  a needle  into  the  kidney  pelvis;  over 
this  needle  is  passed  a hollow  plastic  tube.  The  needle 
then  is  replaced  with  a flexible  guide  wire.  Over  the 
guide  wire,  progressively  larger  dilators  are  inserted, 
until  there  is  a tube  in  the  kidney  about  a centimeter 
in  diameter.  The  urologist  inserts  a nephroscope 
through  this  tube  to  see  the  stone  and  either  grasp  it 
with  forceps  and  remove  it  or,  using  an  ultrasonic 
probe,  reduce  it  to  fine  sand  which  is  washed  out 
through  the  probe.  A catheter  then  is  inserted  into  the 
kidney  for  a day  or  two  and  removed.  The  patient 
spends  the  better  part  of  a week  in  the  hospital,  but 
he  is  spared  the  three-to-four  week  recovery  period  of 
conventional  surgery. 

The  procedure  is  as  risky  as  open  surgery,  in  terms 
of  bleeding,  infection,  damage  to  the  kidney,  anesthetic 
problems,  and  not  getting  the  stone  out.  It  now  is  being 
performed  in  most  of  the  larger  community  hospitals. 


The  other  new  method  of  stone  removal  is  ex- 
tracorporeal shockwave  lithotripsy  (ESWL),  developed 
in  Germany,  available  in  The  Mid-Atlantic  Kidney 
Stone  Center  in  Marlton  (page  577).  The  patient  lies 
in  a bathtub  and  two  water-filled  cylinders  are  aimed 
at  the  kidney.  A spark  is  produced  in  the  cylinder, 
causing  a pressure  (shock)  wave  which  is  focused  on 
the  stone.  Soft  tissues,  being  yielding,  are  not  dam- 
aged, but  the  stone  is  pulverized  into  fine  sand,  which 
the  patient  is  able  to  pass,  usually  without  too  much 
difficulty.  It  is  uncomfortable  enough  so  that  a spinal 
or  epidural  anesthetic  is  used.  A high  percentage  of 
success  is  reported,  and  the  shock  wave  may  be  the 
wave  of  the  future  for  kidney  stones. 

Ureteral  stones  now  are  being  visualized  and  re- 
moved by  ureteroscopy.  It  turns  out  that  the  ureter  can 
be  dilated  more  than  anyone  thought  possible,  enough 
to  pass  a scope  practically  up  to  the  kidney.  Stones  can 
be  grasped  or  basketed  under  vision,  and  there  is  an 
ultrasonic  probe  that  can  be  used  in  the  ureter.  It  still 
is  possible  to  tear  the  ureter  or  lose  the  stone,  but  this 
should  be  an  improvement  over  the  old  blind  tech- 
nique. 

*Dr.  Zufall  is  a member  of  the  Editorial  Board  of  NEW  JER- 
SEY MEDICINE. 
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STATE  OF  THE  ART: 


EXTRACORPOREAL 


SHOCKWAVE 

LITHOTRIPSY 


At  The  Mid-Atlantic  Kidney  Stone 
Center,  patients  are  evaluated  to 
determine  if  they  are  candidates 
for  the  extracorporeal  shockwave  lithotripsy  (ESWL) 
machine.  The  center  is  a lithotripsy  resource.  Per- 
cutaneous nephrostomy  with  dilation  of  the  tract  and 
ultrasonic  stone  dissolution  of  a portion  of  the 
calculus  often  are  done  by  the  referring  urologist  at 
his/her  hospital  and  then  sent  to  the  lithotripsy 
center.  At  the  time  of  consultation,  the  patient  has  an 
opportunity  to  develop  a comfort  level  with  the 
lithotripsy  site.  Depending  on  the  urgency  of  treat- 
ment, which  is  determined  by  such  factors  as  pain, 
fever,  or  obstruction,  the  patient  can  be  treated  the 
next  day  or,  as  is  most  often  the  case,  several  days  later. 

Following  treatment,  the  patient  usually  is  admitted 
to  the  hospital  overnight  for  observation.  This  observa- 
tion often  is  done  at  the  patient's  home  hospital  under 
the  care  of  the  patient’s  urologist.  It  appears  about  80 
percent  of  ESWL-treated  patients  will  be  able  to  go 
home  the  night  of  ESWL  treatment  and  never  need 
hospitalization  at  all.  We  have  begun  outpatient  treat- 
ment of  this  group,  if  they  meet  the  following  criteria; 
the  patient  is  deemed  competent  and  understands  the 
treatment;  the  patient  has  a relative  or  friend  deemed 
competent  to  stay  with  them  for  24  hours  and  who 
drives  a car;  the  patient  has  no  complicating  medical 


reasons  to  require  hospitalization;  and  referring  urol- 
ogists are  agreeable  to  the  protocol  for  same-day  ESWL. 

Let  us  see  what  happens  in  1986  to  those  100  pa- 
tients who,  in  1981,  would  have  had  open  surgery. 
About  2 percent  will  require  open  surgery.  These  are 
patients  with  staghorn  calculi  or  are  patients  who  re- 
quire partial  or  total  nephrectomy;  also,  patients  who 
have  distal  obstruction,  are  too  obese,  or  have  pace- 
makers. Sixty-five  percent  will  go  home  the  same  day. 

About  15  percent  of  patients  will  require  ancillary 
percutaneous  procedures.  Indications  for  preoperative 
percutaneous  procedures  are  mainly  stone  burden. 
The  number  of  shocks  varies  with  the  type  of  the 
calculus  and  the  size  of  the  stone.  Ammonium  mag- 
nesium phosphate  calculi  are  shattered  very  easily. 
Calcium  oxalate  calculi  are  more  difficult.  The  amount 
of  shock  energy  increases  to  the  third  power2  of  the 
diameter  of  the  calculus  so  that  a 2 cm  calculus  re- 
quires eight  times  the  shock  energy  as  a 1 cm  calculus. 
The  larger  calculi  are  removed  by  a combined  per- 
cutaneous and  ESWL  approach.  Patients  with  infected 
urine  and  repeated  episodes  of  sepsis  are  treated  with 
a combined  approach. 

*From  The  Mid-Atlantic  Kidney  Stone  Center,  Marlton.  Cor- 
respondence may  be  addressed  to  Dr.  Keeler,  The  Mid-AUantic 
Kidney  Stone  Center,  Garden  State  Community  Medical 
Center,  1 Brick  Road,  Marlton,  NJ  08053. 


Louis  L.  Keeler,  m.d.,  Fred  O.  Dorey,  m.d.,  Thomas  C.  McNamara,  m.d., 
Richard  M.  Milsten,  m.d.,  marlton*  
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nephrostomy  until  the  fragments  pass.  Rarely,  per- 
cutaneous removal  of  the  fragments  must  be  done. 
There  is  a new  word  in  the  literature  that  all  should 
know — steinstrasse— meaning  stone  street.  All  phy- 
sicians are  likely  to  see  in  the  future,  a post-ESWL 
patient  from  24  hours  to  three  months,  who  may  be 
asymptomatic  or  may  complain  of  pain  in  the  lower 
quadrant  or  flank  or  of  renal  colic.  KUB  x-ray  shows 
the  stone  fragments  lined  up  in  the  ureter,  usually  in 
the  lower  portion,  in  the  form  of  a street.  Some  of  the 
types  of  clinical  problems  we  see  every  week  in  our 
lithotripsy  center  follow. 


CASE  REPORTS 


NEW  JERSEY  MEDICINE 


Figure  1A— Bilateral  renal  calculi.  One  in  left  ureter  (arrow) 
measures  11  x 14  mm.  One  in  lower  pole  of  right  kidney 
measures  10  x 7 mm  (arrow). 


Figure  1C— Eleven  days  post-ESWL.  Small  fragment  lower  pole 
left  kidney  (arrow). 


Figure  1 B— Fragmented  left  ureteral  and  right  lower  pole  calculi 
(arrow). 

After  ESWL,  patients  who  develop  sepsis,  persistent 
obstruction,  or  severe  pain  require  percutaneous 


Case  report  1 is  a 56-year-old  male  with  bilateral 
renal  calculi  (Figure  1A).  The  one  in  the  left  ureter 
measured  11x14  mm  and  the  one  in  the  lower  pole 
of  the  right  kidney  measures  10x7  mm.  The  patient 
underwent  extracorporeal  shockwave  lithotripsy  on 
October  15,  1985;  the  calculi  appear  fragmented  (Fig- 
ure IB)  in  the  left  ureter  and  in  the  right  kidney.  In 
Figure  1 C,  you  will  notice  just  a small  fragment  present 
on  October  29,  1985,  in  the  lower  pole  of  the  left  kidney. 
This  ease  demonstrates  that  we  can  treat  bilateral 
renal  calculi  quite  adequately  at  one  sitting. 

Case  report  2 is  a 72-year-old  male  with  a 10  x 8 mm 
calculus  impacted  at  the  right  ureter  at  the  level  of 
the  transverse  process  of  L3  (Figure  2A).  His  urine 
was  uninfected.  There  was  marked  obstruction  with 
hydronephrosis  behind  the  calculus  as  demonstrated 
by  ultrasound.  You  will  notice  that  the  calculus  has 
been  pushed  back  into  the  kidney  with  a #8  French 
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i Figure  2A— 10  x 8 mm  calculus  impacted  in  right  ureter  at  level 
of  transverse  process  of  L3  (arrow). 


Braasch  bulb  ureteral  catheter  (Figure  2B).  This  is 
called  the  “push-bang”  method  of  handling  ureteral 
calculi;  that  is,  they  are  pushed  back  into  the  renal 
pelvis  where  they  are  more  easily  seen  on  the  x-ray 
images.  It  is  easier  to  place  the  stone  at  F2  when  it  is 
in  the  renal  pelvis  than  when  it  lies  in  the  ureter  close 
to  the  spine.  Figure  2C  shows  the  calculus  immediately 
postlithotripsy,  having  been  fractured.  Figure  2D 
shows  a film  one  week  later  with  the  calculus  complete- 
ly gone. 

Case  report  3 is  a 55-year-old  female  with  a calculus 
trapped  in  the  calyx  of  her  right  kidney  since  1977.  It 
measures  2 x 1.4  cm  and  had  progressively  increased 
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Figure  2B — Calculus  (arrow)  has  been  pushed  back  into  the 
kidney  with  a #8  Braasch  bulb  ureteral  catheter. 


in  size  since  1977  (Figure  3A).  Figure  3B  shows  the 
calculus  in  the  calyx  immediately  after  ESWL  and 
shows  that  the  fragments  fill  the  dilated  calyx  and 
come  to  an  apex  of  an  area  we  were  suspicious  might 
have  stenosis  of  the  infundibulum  to  that  calyx.  The 
patient  was  advised  that  she  might  have  to  have  a 
percutaneous  nephrostomy  if  she  was  unable  to  pass 
the  fragments.  However,  as  noted  in  Figure  3C,  when 
seen  on  October  22,  1985,  the  patient  had  completely 
passed  her  calculus  and  there  were  no  fragments  pres- 
ent. 

Case  report  4 is  a female  who  had  a staghorn 
calculus  partially  removed  from  her  left  kidney,  per- 
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Figure  2C— Calculus  (arrow)  immediately  postlithotripsy,  having 
been  fractured.  This  is  the  “push-bang”  method  of  treatment. 


cutaneously,  in  July  1984.  She  continued  with  a 
Proteus  infection  in  her  urine.  The  calculus  was  mag- 
nesium ammonium  phosphate  and  calcium  phos- 
phate. Figure  4A  shows  a staghorn  calculus.  Figure  4B 
shows  the  calculus  on  October  2,  1985,  now  some  16 
months  after  her  percutaneous  nephrolithotomy  for  a 
large  portion  of  the  calculus.  There  are  two  calculi  in 
the  upper  pole  of  the  kidney  which  are  seen  beneath 
the  12th  rib.  The  patient  continued  with  intermittent 
pain  in  her  left  flank  and  persistent  bacteriuria  when- 
ever she  went  off  her  antibiotic  medication.  The  pa- 
tient had  ESWL  for  the  remaining  portion  of  the 


calculus  on  October  2,  1985,  and  one  can  see  on  the 
post- ESWL  film  (Figure  4C)  that  the  calculus  is  gone 
almost  completely.  On  a followup  film,  one  week  later 
(Figure  4D),  there  are  no  fragments  noted  in  the  area 
where  the  calculus  previously  had  been.  This  case  dem-  j 
onstrates  the  combined  use  of  percutaneous  ultra-  j 
sonic  lithotripsy  with  ESWL  for  the  treatment  of 
staghorn  calculi. 

Case  report  5 had  a 2 cm  calculus  in  the  area  of  the 
right  renal  pelvis  (Figure  5A).  Immediately  after  ex- 
tracorporeal shockwave  lithotripsy  (Figure  5B),  the  j 
fragments  are  in  the  renal  pelvis  and  on  the  KUB  the 
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Figure  3A— 2 x 1.4  cm  calculus  in  calyx  of  right  kidney  (arrow). 


following  morning  (Figure  5C)  there  is  a rather  long 
steinstrasse  in  the  right  low  ureter.  This  ease  demon- 
strates a steinstrasse  which  can  be  inspissated  and 
obstructed  but,  practically  always,  the  fragments  will 
pass. 


DISCUSSION  AND  SUMMARY 

Extracorporeal  shockwave  lithotripsy  has  revo- 
lutionized the  management  of  renal  calculus  disease. 
In  the  present  article,  the  authors  outline  the  param- 
eters of  this  revolution.  Open  surgery  for  renal  calculus 
disease  in  1981  was  done  100  percent  of  the  time.  It 


Figure  3B— Calculus  immediately  postlithotripsy  (arrow). 


now  is  limited  to  2 to  4 percent  of  the  eases  of  upper 
urinary  tract  calculus  disease. 

Since  we  opened  the  first  lithotriptor  service  in  New 
Jersey  on  September  30,  1985,  we  have  gained  con- 
siderable experience  in  the  moden  management  of  uri- 
nary calculus  disease  by  extracorporeal  shockwave 
lithotripsy.  Literally,  the  term  means  that  shockwaves 
are  created,  the  energy  harnessed,  and  focused  on  the 
urinaiy  calculus  which,  after  repeated  shocks,  is 
turned  into  many  small  particles  which  are  passed  as 
sand  in  the  urine. 

Shock  is  not  sound.1  The  shockwave  is  generated  by 
an  underwater  spark  discharge.  The  arc  arises  be- 
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Figure  3C— Calculus  gone  from  kidney.  Calyceal  stenosis  did 
not  prevent  drainage. 


Figure  4A— Staghorn  NH4  Mg  P04  calculus  left  kidney  (arrow). 


Figure  4B— Sixteen  months  postpercutaneous  nephrolith- 
otomy. Two  residual  calculus  fragments  in  upper  pole  of  left 
kidney  beneath  12th  rib  (arrow). 


Figure  4C— Post-ESWL  film.  Calculus  is  fractured  and 
fragmented  (arrow). 


tween  electrodes  which,  in  approximately  1 ms,  vapor- 
izes the  fluid  surrounding  the  are’s  path,  establishing 
a plasma-like  state.  The  result  is  an  explosion-like 
vaporization  of  the  fluid.  Because  of  the  rapid  evapora- 
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Figure  4D— One  week  later;  all  fragments  are  gone. 

tion,  a shockwave  is  created  in  the  surrounding  fluid 
which  spreads  out  in  a circular  fashion.  The  shock- 
wave  is  generated  in  a semi-elliptical  brass  container 
which  is  designated  as  focus  1.  The  shockwave  is  re- 
flected off  the  elliptical  wall  and  concentrates  at  a sec- 
ond focal  point,  F2.  The  urinary  calculus  is  placed  at 
F2.  The  medium  is  water.  The  shockwave  travels 
through  water,  then  through  tissue  in  the  body  and 
the  only  interface  it  meets  is  at  the  calculus.  It  does 
essentially  no  tissue  damage.  In  order  to  position  the 
calculus  at  F2,  the  patient  is  transported  in  a harness 
and  placed  in  a tub  of  water  (Figure  6).  Using  a coaxial 
x-ray  system,  the  calculus  is  placed  at  the  second  focal 
point.  Shocks  then  are  generated  in  sufficient  num- 


Figure 5A— 2 cm  calculus  in  right  renal  pelvis  (arrow). 


bers — limit  2400 — to  pulverize  the  calculus.  Each 
shockwave  is  triggered  with  the  R wave  of  the  elec- 
trocardiogram. 

You  should  consider  that  in  1981,  calculi  in  the 
upper  urinary  tract  that  were  judged  too  large  to  pass 
(greater  than  about  7 mm)  or  that  were  impacted  in 
the  upper  ureter  and  causing  either  pain,  obstruction, 
or  fever,  were  removed  by  open  surgery.  The  surgical 
terms  used  were  upper  ureterolithotomy,  pyelolith- 
otomy,  and  nephrolithotomy.  There  was  a considerable 
postoperative  complication  rate  with  these  procedures. 
The  hospital  stay  was  from  10  to  14  days;  out  of  work 
was  six  to  eight  weeks.  The  incidence  of  nephrectomy 
in  repeat  stone  formers  was  considerable. 
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Figure  5B— Immediately  following  ESWL,  fragments  are  in  renal 
pelvis  (arrow). 


CONCLUSION 

The  invention  of  this  modem  miracle  is  attributed 
to  only  a few  people.  Dr.  E.  Schmiedt,  professor  of  the 
University  of  Munich,  encouraged  Dr.  Ferdinand 
Eisenberger  and  his  colleague,  Dr.  Christin  Chaussy, 
to  work  with  the  physicist  from  the  Domier  Company, 
Dr.  B.  Forssmann.  From  1969  until  the  clinical  trials 


began  in  1979,  they  devoted  themselves  to  some  of  thei 
most  fascinating  research  in  the  history  of  medicine. 
We  salute  them. 
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Figure  5C — Steinstrasse  (arrow)  fragments  collected  in  right 
lower  ureter. 
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i ve  your  angina  patients 
niat  they're  missing ... 


Antianginal  action  includes  dilatation  of 
coronary  arteries,a  decrease  in  vascular  resis- 
tance/afterioad,  and  a reduction  in  heart  rate 


Proven  efficacy  when  used  alone  in  angina 1 

Compatible  with  other  antianginals23 

A safe  choice  for  angina  patients  with  coexisting 
hypertension,  asthma,  COPD,  or  PVD45 


See  Warnings  and  Precautions. 

Please  see  brief  summary  of  prescribing  informafion  on  fhe  nexf  page. 


CARDIZEM  FEW  SIDE  EFFECTS 

diltiazem  HCl/Marion  IN  ANTIANGIHAL  THERAPY 


60  mg  tid  or  qid 

Brief  Summary 

Professional  Use  Information 

CARDIZEM® 

(diltiazem  HCI)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick 
sinus  syndrome  except  in  the  presence  of  a functioning 
ventricular  pacemaker,  (2)  patients  with  second-  or 
third-degree  AV  block  except  in  the  presence  of  a func- 
tioning ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  patients  with 
sick  sinus  syndrome.  This  effect  may  rarely  result 
in  abnormally  slow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  1,243  patients  for 
0.48%)  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with 
Prinzmetal's  angina  developed  periods  of  asystole 
(2  to  5 seconds)  after  a sinqle  dose  of  60  mg  of 
diltiazem. 

2 Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt) 

Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited.  Caution  should  be  exercised  when  using 
the  drug  in  such  patients 

3 Hypotension.  Decreases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase, CPK,  LDH,  SGOT,  SGPT,  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted.  These  reactions  have  been  reversible  upon 
discontinuation  of  drug  therapy.  The  relationship  to 
CARDIZEM  is  uncertain  in  most  cases,  but  prob- 
able in  some  (See  PRECAUTIONS.) 


PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile  As  with  any  new  drug  given  over 
prolonged  periods  laboratory  parameters  should  be 
monitored  at  regular  intervals.  The  drug  should  be  used 


with  caution  in  patients  with  impaired  renal  or  hepatic 
function.  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem 
were  associated  with  hepatic  damage.  In  special 
subacute  hepatic  studies  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  drug  was 
discontinued.  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  hepatic  changes;  however,  these 
changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM.  (See  WARNINGS.) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  is  usually  well  tolerated.  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  of  concomitant 
treatment,  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities.  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
serum  digoxin  levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility.  A 24-month  study  in  rats  and  a 2 1 -month  study 
in  mice  showed  no  evidence  of  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests  No  intrinsic  effect  on  fertility  was  observed  in  rats. 

Pregnancy.  Category  C Reproduction  studies  have 
been  conducted  in  mice,  rats,  and  rabbits  Administration 
of  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  tetal  lethality.  These 
doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies, 
there  was  some  reduction  in  early  individual  pup  weights 
and  survival  rates.  There  was  an  increased  incidence  of 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant 
women,  therefore,  use  CARDIZEM  in  pregnant  women 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk.  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels.  If  use  of  CARDIZEM 
is  deemed  essential,  an  alternative  method  of  infant 
feeding  should  be  instituted 

Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
earned  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in 


clinical  studies  which  can  be  at  least  reasonably  asso- 
ciated with  the  pharmacology  of  calcium  influx  inhibition. 
In  many  cases,  the  relationship  to  CARDIZEM  has  not 
been  established.  The  most  common  occurrences  as  well 
as  their  frequency  of  presentation  are:  edema  (2.4%), 
headache  (2. 1%),  nausea  (1.9%),  dizziness  (1.5%), 
rash  (1.3%),  asthenia  (1.2%).  In  addition,  the  following 
events  were  reported  infrequently  (less  than  1 %): 
Cardiovascular: 


Nervous  System: 


Gastrointestinal: 


Dermatologic: 

Other: 


The  following  postmarketing  events  have  been 
reported  infrequently  in  patients  receiving  CARDIZEM: 
alopecia,  gingival  hyperplasia,  erythema  multiforme,  and 
leukopenia.  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established.  Issued  1 1/85 

See  complete  Professional  Use  Information  before 
prescribing 
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Angina,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree  — see  conduction  warning), 
bradycardia,  congestive  heart 
failure,  flushing,  hypotension,  palpi- 
tations, syncope. 

Amnesia,  gait  abnormality,  halluci- 
nations, insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor. 
Anorexia,  constipation,  diarrhea, 
dysgeusia,  dyspepsia,  mild 
elevations  of  alkaline  phosphatase, 
SGOT,  SGPT,  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase. 

Petechiae,  pruritus,  photosensitivity, 
urticaria. 

Amblyopia,  dyspnea,  epistaxis,  eye 
irritation,  hyperglycemia,  nasal 
congestion,  nocturia,  osteoarticular 
pain,  polyuria,  sexual  difficulties. 
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State  of  the  Art:  Current  Concepts  of  Oxygen 
Therapy  in  COPD 


Monroe  S.  Karetzky,  m.d.,  Newark* 


Oxygen  administration  is  a mode  of  therapy  with  a dose-response 
relationship.  The  concept  of  controlled  oxygen  therapy  for 
exacerbations  of  obstructive  pulmonary  disease  was  introduced 
as  a mechanism  of  avoiding  C02  narcosis  while  achieving 
adequate  oxygenation.  Continuous  oxygen  therapy  with 
significant  hypoxia  in  the  chronic  stable  state  reduces  mortality . 


Atmospheric  oxygen  concentra- 
tion has  not  changed  since  the 
turn  of  the  century  and  will  re- 
main constant  for  the  foreseeable  future  assuming 
even  the  worst  of  scenarious.1  However,  this  does  not 
satisfy  the  needs  of  the  increasingly  large  number  of 
patients  with  airflow  obstruction  and  chronic  hypox- 
emia 

The  therapeutic  benefits  of  oxygen  were  immediately 
foreseen  by  Priestly  when  he  and  his  volunteer  mice 
experienced  the  “high”  of  inspiring  the  “dephlogisti- 
cated  air”  he  discovered  200  years  ago.  This  concept 
was  elaborated  upon  by  Lavoisier  after  hearing  of  this 
startling  observation  over  dinner  shortly  thereafter.2 
But  it  was  not  until  1798,  when  Thomas  Beddoes 
opened  the  Pneumatic  Institution  that  the  therapeutic 
potential  of  oxygen  was  pursued  in  a variety  of  diseases 
including  asthma.3  This,  unfortunately,  did  not  prove 
to  be  a financially  viable  endeavor  and  could  not  be 
sustained.  As  a result,  it  was  not  until  oxygen  was  used 
in  World  War  I to  treat  gas  poisoning  via  nasal 
catheters  that  it  became  an  acceptable  mode  of  ther- 
apy. Its  therapeutic  role  in  cardiopulmonary  diseases 
firmly  was  established  over  the  next  two  decades 
largely  as  a result  of  the  efforts  of  Barach  and  Rich- 
ards.4 This  included  introduction  of  the  concepts  of 
controlled  and  continuous  oxygen  therapy  that  have 
become  the  basic  tenets  of  treatment  for  patients  with 
chronic  obstructive  pulmonary  disease  (COPD). 


CONTROLLED  OXYGEN  THERAPY 

The  syndrome  of  “C02  narcosis”  in  patients  with 
acute  cor  pulmonale  and  chronic  0O2  retention  was 
attributed  to  unlimited  oxygen  therapy  and  the 
elimination  of  the  sole  remaining  stimulus  to  breathe, 
the  hypoxic  drive.  The  resulting  progressive  hypoven- 
tilation and  respiratory  acidosis  then  is  responsible  for 
the  observed  increasing  depression  of  the  sensorium 
and  death.56  Utilizing  the  steep  portion  of  the  oxy- 
hemoglobin dissociation  curve  and  the  described  Ven- 
turi principle,  Campbell  elaborated  on  and  firmly  es- 
tablished the  concept  of  controlled  oxygen  therapy  in 
patients  with  acute  ventilatory  failure.78  Oxygen  thus 
has  become  recognized  as  a pharmacological  agent 
with  a dose-response  relationship9  for  which  a predic- 
tive diagram  has  been  developed  that  allows  a choice 
of  available  inspired  oxygen  concentrations  to  achieve 
a predetermined  arterial  PO2.10  “ 

The  depression  in  ventilation  was  assumed  by  ob- 
serving the  rise  in  PaC02  associated  with  oxygen  ther- 
apy in  patients  with  respiratory  insufficiency.  Studies 
performing  actual  measurements  of  ventilation  failed 
to  show  this  relationship.1213  These  studies  suggested 
that  the  major  cause  of  the  worsening  alveolar  ventila- 


*Dr.  Karetzky  is  director  of  the  Division  of  Pulmonaiy  Medi- 
cine, Newark  Beth  Israel  Medical  Center.  Correspondence  may 
be  addressed  to  Dr.  Karetzky,  Newark  Beth  Israel  Medical 
Center,  201  Lyons  Avenue,  Newark,  NJ  07112. 
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Figure  1 — The  effect  of  oxygen  breathing  on  the  Paco2  in 
patients  with  COPD  in  acute  respiratory  failure.  After  15 
minutes  of  breathing  100  percent  02,  the  minute  ventilation 
decreases  only  7 percent,  accounting  for  only  5 mm  Hg  of  the 
rise  in  PC02  in  comparison  to  room  air  breathing.  The  CDH 
effect  and  alleviation  of  hypoxic  vasoconstriction  account  for 
the  rest  7 and  12  mm  Hg,  respectively  (mean  values  of  22 
patients).13 

tion  as  reflected  by  increasing  hypercapnia  was  not  a 
decrease  in  the  minute  ventilation  but  alleviation  of 
pre-existing  hypoxic  vasoconstriction  in  poorly  ven- 
tilated regions  of  the  lung  by  the  increased  alveolar 
P02  resulting  from  the  oxygen  breathing.  Another 
phenomenon  contributing  to  the  rise  of  C02  is  the 
Haldane  effect,  the  physiochemical  counterpart  of  the 
Bohr  effect,  in  which  oxygenated  hemoglobin  is  a 
stronger  acid  or  weaker  buffer  of  C02,  i.e.  carbamino 
formation.  Thus,  enriched  inspired  02  mixtures  cause 
hypercapnia  through  several  mechanisms  as  shown  in 
Figure  1,  the  removal  of  hypoxic  control  of  ventilation 
being  relatively  unimportant.  It  is  questionable  if  it  is 
the  mechanism  of  any  ventilatory  depression  observed 
since  the  hypoxic  response,  in  fact,  already  is  de- 
pressed in  such  patients.14  It  has  been  suggested  that 
enhanced  oxygenation  alleviates  a central  rather  than 
peripheral  chemoreceptor  drive  caused  by  a hypoxic 
cerebral  lactic  acidosis.15  Finally,  an  observed  decrease 
in  ventilation  in  acute  ventilatory  failure  in  response 
to  Oz  administration  can  function  in  a homeostatic 
role  to  alleviate  the  calorigenic  burden  the  increased 
work  of  breathing  places  on  these  patients.12 16  These 
same  mechanisms  then  would  account  for  the  smaller 
but  significant  changes  in  PC02  seen  in  the  chronic 
stable  state.9121517 

CONTINUOUS  OXYGEN  THERAPY 

The  other  major  development  in  Oa  therapy  has  been 
its  continuous  administration  during  chronic  stable 
periods  of  disease  in  an  attempt  to  alleviate  the 
morbidity  and  mortality  of  persistent  tissue  hypoxia 
Chamberlain  and  Millard  administered  35  percent 
02,  20  hours/ daily  for  six  weeks  to  seven  patients  with 
COPD  and  secondary  polycythemia  The  response  dur- 
ing therapy  was  satisfactory  but  recurrence  of  the  poly- 
cythemia was  the  rule  after  02  therapy  was  discon- 
tinued.18 Further  evaluation  of  continuous  therapy 
suggested  that  its  value  was  real  but  limited  to  pa- 
tients with  severe  hypoxia  i.e.  Sao2  ^ 80  percent.19 
Evidence  continued  to  accumulate  that  sophisticated 
controlled  oxygen  therapy  for  acute  exacerbations  and 


12  hours  of  nocturnal  oxygen  therapy  for  chronic 
maintenance  did  not  influence  long-  and  short-term 
prognosis  or  morbidity.2021  Technological  advances  in 
oxygen  therapy  including  the  availability  of  liquid  con- 
tainers and  concentrators  allowed  for  expanding  its 
use  outside  the  hospital  and  outside  the  home  as  well 
with  a portable  apparatus  accommodating  the  growing 
body  of  evidence  that  continuous  or  greater  than  15 
hours/daily  of  02  therapy  would  be  necessary  to  in- 
fluence the  course  of  the  disease.  It  was  reported  that 
by  stretching  the  periods  of  treatment  to  at  least  6 p.m. 
to  9 am.  for  6 to  62  months  with  nasal  cannula  at  a 
flow  rate  of  approximately  2 L/min,  it  was  demon- 
strated that  pulmonary  hypertension  was  alleviated, 
episodes  of  congestive  heart  failure  and  hospital- 
ization were  diminished,  and  completely  disabled  pa- 
tients returned  to  work.22  24 

The  initial  concept  of  nocturnal  oxygen  therapy 
arose  from  the  reports  of  worsening  arterial  desatura- 
tion and  alveolar  hypoventilation  during  sleep  in  pa- 
tients with  COPD.2526  These  pulsatile  exacerbations  of 
respiratory  insufficiency  occurring  throughout  the 
night,  especially  during  rapid  eye  movement  (REM) 
sleep,  night  after  night  were  suggested  to  be  important 
in  the  pathogenesis  of  cor  pulmonale,  polycythemia, 
and  the  psychological  deterioration  seen  in  patients 
with  COPD.25  28  This  was  of  particular  severity  in  pa- 
tients with  obstructive  apnea  (Figure  2)  and  excessive 
supplemental  oxygen  therapy,  while  alleviating  the 
hypoxemia,  prolonged  the  apnea  episode  during  REM 
to  potentially  fatal  duration  as  a consequence  of  the 
arrhythmias  resulting  from  the  respiratory  acidosis.27 
In  patients  with  chronic  hypercapnia  but  without  ob- 
structive apnea,  nocturnal  02  therapy  does  not  cause 
progressive  or  clinically  significant  worsening  of  C02 
retention  during  sleep.29 

Thus,  if  useful,  Oz  therapy  now  is  perceived  as  rep- 
resenting no  threat  to  patients  with  severe  hypoxia, 
even  with  chronic  C02  retention,  provided  they  do  not 
have  obstructive  apnea  In  patients  demonstrating 
such  upper  airway  obstruction,  the  usual  nocturnal 
02  flow  should  be  modified  and  therapy  directed 
towards  the  apnea  problem  then  initiated  as  well. 

The  observations  that  alleviating  nocturnal  hypox- 
emia alone  did  not  result  in  a clinically  significant 
reduction  in  morbidity  suggested  that  longer  periods 
of  treatment  were  necessary  and  that  a more  complex 
pathogenesis  of  the  complications  of  COPD  existed.  As 
a consequence  of  the  reports  suggesting  benefits,  the 
potential  costs  involved  and  the  need  to  define  the 
dose,  i.e.  hours  per  day  of  02  treatment  required,  two 
controlled  multicenter  studies  were  undertaken:  one  in 
the  United  States  comparing  nocturnal  (12  hr)  and 
continuous  (24  hr)  Oa,  and  the  other  in  England  com- 
paring no  02  and  15  hr  administration.30-31  Thus,  the 
two  studies  complemented  one  another  and  their  find- 
ings were  similar  regarding  the  favorable  effect  of 
chronic  02  therapy  on  survival  (Figure  3).  Oxygen  ther- 
apy was  more  beneficial  for  the  sickest  patients 
provided  they  were  not  too  sick,  and  continuous  was 
better  than  nocturnal. 

Of  interest  is  that  neither  study  was  able  to  demon- 
strate a decrease  in  the  pulmonary  artery  pressures, 
nor  was  there  apparent  improvement  in  exercise  toler- 
ance, work  record,  or  in  the  number  of  hospital  ad-  | 
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Figure  2A — The  effect  of  apnea  on  arterial  saturation  during 
room  air  breathing  in  patients  with  COPD.  The  nocturnal  risk 
is  significantly  worse  during  REM  sleep.27  2B— The  effect  of 
oxygen  administration  on  the  duration  of  apnea  in  patients 
with  COPD.  NREM  apneic  episodes  were  not  prolonged  at  low 
liter  flow  but  all  REM  episodes  were  affected  especially  at  high 
(3  L/min)  liter  flow  where  arrhythmias  occurred.27 


Figure  3A — The  survival  of  patients  with  chronic  obstructive 
pulmonary  disease  was  significantly  improved  after  12 
months  of  continuous  02  therapy  (COT)  when  compared  to 
a similar  group  receiving  only  nocturnal  02  therapy  (NOT). 
There  was  continued  benefit  apparent  at  24  months.30  3B — 
Significant  benefit  in  survival  with  15-hour  02  therapy  com 
pared  to  similar  group  receiving  no  daily  02  therapy.  The 
difference  in  survival  was  only  apparent  after  almost  18 
months.31 

missions.  Both  studies  clearly  showed  the  benefit  of 
02  therapy  with  respect  to  survival  but  neither  was 
able  to  show  an  improved  quality  of  life.32 

In  summary,  patients  with  stable  clinical  remission 
having  an  arterial  oxygen  tension  on  room  air  of  55 
mm  Hg  or  less  or  59  mm  Hg  with  a history  of  cor 
pulmonale  or  congestive  heart  failure  deserve  continu- 
ous oxygen  therapy.  They  should  receive  approximately 
2 L/min  by  nasal  cannula  to  achieve  an  arterial  P02 
of  60  to  80  mm  Hg  at  rest  and  the  flow  rate  should 
be  increased  1 L/min  during  exercise  and  sleep  pro- 
vided the  patient  does  not  have  obstructive  sleep 
;apnea 

SUMMARY 

Oxygen  administration  has  evolved  into  a standard- 
ized mode  of  therapy  in  cardiopulmonary  disease.  Its 
use  in  obstructive  pulmonary  disease  initially  was  lim- 
ited to  acute  exacerbations  of  respiratory  failure.  Ex- 
cessive oxygenation  was  thought  to  result  in  C02 
narcosis  due  to  removal  of  the  hypoxic  ventilatoiy 
stimulus.  Controlled  oxygen  therapy,  therefore,  was  de- 


veloped and  now  continuous  oxygen  therapy  has  been 
introduced  for  patients  in  the  chronic  stable  state. 
This  has  been  shown  to  have  a salutary  effect  on  mor- 
tality but  little  apparent  benefit  on  morbidity.  The  syn- 
drome of  obstructive  sleep  apnea  requires  modifi- 
cation of  02  administration  when  it  is  present,  but 
otherwise  nocturnal  hypoventilation  is  not  worsened 
by  continuous  oxygen  therapy. 

REFERENCES 

1.  Broecker  WS:  Man’s  oxygen  reserves.  Science 
168:1537-1538,  1970. 

2.  Barach  AL:  The  ambient  air,  the  good  of  it  and  the  bad 
of  it.  The  development  of  therapeutic  gases  and  air  pollution. 
J Am  Geriat  Soc  19:817-832,  1971. 

3.  Gottlieb  LS:  Thomas  Beddoes,  M.D.,  and  the  Pneumatic 
Institution  at  Clifton,  1798-1801.  JAMA  63:530-533,  1967. 

4.  Barach  AL,  Segal  MS:  Oxygen  therapy  in  cardio- 
pulmonary disease  with  a review  of  oxygen  toxicity.  Ann  Al- 
lergy 30:113-121,  1972. 

5.  Westlake  EK,  Simpson  T,  Kaye  M:  Carbon  dioxide 
narcosis  in  emphysema  Q J Med  24:155-173,  1955. 

6.  Sieker  HO,  Hickam  JB:  Carbon  dioxide  intoxication:  The 
clinical  syndrome,  its  etiology  and  management  with  particu- 
lar reference  to  the  use  of  mechanical  respirators.  Medicine 
35:389-423,  1956. 

7.  Campbell  EMM:  Respiratoiy  failure:  The  relation  between 
oxygen  concentrations  of  inspired  air  and  arterial  blood. 
Lancet  2:10-11,  1960. 

8.  Campbell  EJM:  A method  of  controlled  oxygen  adminis- 
tration which  reduces  the  risk  of  carbon-dioxide  retention. 
Lancet  2:12-14,  1960. 

9.  Mithoefer  JC,  Karetzky  M,  Mead  GD:  Oxygen  therapy  in 
respiratory  failure.  1 V Engl  J Med  277:947-949,  1967. 

10.  Mithoefer  JC,  Keighley  JF,  Karetzky  M:  Response  of  the 
arterial  P02  to  oxygen  administration  in  chronic  pulmonary 
disease:  Interpretation  of  findings  in  a study  of  46  patients 
and  14  normal  subjects.  Ann  Intern  Med  74:328-335.  1971. 

1 1.  Mithoefer  JC,  Keighley  JF,  Karetzky  M:  Correspondence 
(correction  of  Figure  5 in  reference  10).  Ann  Intern  Med 
75:326,  1971. 

12.  Pain  MCF,  Read  DJC,  Read  J:  Changes  of  arterial 
carbon-dioxide  tension  in  patients  with  chronic  lung  disease 
breathing  oxygen.  Aust  Ann  Med  14:195-204.  1965. 

13.  Aubier  M,  et  al.:  Effects  of  the  administration  of  02  on 
ventilation  and  blood  gases  in  patients  with  chronic  obstruc- 
tive pulmonary  disease  during  acute  respiratoiy  failure.  Am 
Rev  Resp  Dis  122:747-754,  1980. 

14.  Bradley  CA,  Fleetham  JA.  Anthonisen  NR  Ventilatory 
control  in  patients  with  hypoxemia  due  to  obstructive  lung 
disease.  Am  Reu  Resp  Dis  120:21-30,  1979. 

15.  Rudolf  M,  Bank  FtA,  Sample  SJG:  Hypercapnia  during 
oxygen  therapy  in  acute  exacerbations  of  chronic  respiratory 
failure.  Hypothesis  revisited.  Lancet  2:483-486,  1977. 

16.  Degante  JP,  et  al.:  Oxygen  delivery  in  acute  exacerba- 
tion of  chronic  obstructive  pulmonary  disease.  Effects  of  con- 
trolled oxygen  therapy.  Am  Reu  Resp  Dis  124:26-30,  1981. 

17.  Bone  RC,  Pierce  AK,  Johnson  RL  Jr:  Controlled  oxygen 
administration  in  acute  respiratory  failure  in  chronic  ob- 
structive pulmonary  disease.  Am  J Med  65:896-902.  1978. 

18.  Chamberlain  DA,  Millard  FJC:  The  treatment  of  poly- 
cythaemia  secondary  to  hypoxic  lung  disease  by  continuous 
oxygen  administration.  Q J Med  32:341-350.  1963. 

19.  Neff  TA,  Petty  TL:  Long-term  continuous  oxygen  ther- 
apy in  chronic  airway  obstruction.  Mortality  in  relationship 
to  cor  pulmonale,  hypoxia  and  hypercapnia.  Ann  Intern  Med 
72:621-626,  1970.  " 

20.  Ude  AC,  Howard  P:  Controlled  oxygen  therapy  and 
pulmonary  heart  failure.  Thorax  26:572-578.  1971. 

21.  Anderson  PB,  et  al.:  Long-term  oxygen  therapy  in  cor 
pulmonale.  Q J Med  42:563-573,  1973. 

22.  Stark  FID,  Finnegan  P,  Bishop  JM:  Long-term  domi- 
ciliary oxygen  in  chronic  bronchitis  with  pulmonary  hyper- 
tension. Br  Med  J 3:367-470,  1973. 

23.  Stewart  BN,  Hood  Cl,  Block  AJ:  Dmg-term  results  of 
continuous  oxygen  therapy  at  sea  level.  Chest  68:486-492. 
1975. 


70L.  83— NUMBER  9— SEPTEMBER  1986 


589 


24.  Leggett  RJ,  et  al.:  Long-term  domiciliary  oxygen  therapy 
in  cor  pulmonale  complicating  chronic  bronchitis  and 
emphysema.  Thorax  31:414-485,  1976. 

25.  Koo  KW.  Sax  DS.  Snider  GL:  Arterial  blood  gases  and 
pH  during  sleep  in  chronic  obstructive  pulmonary  disease. 
Am  J Med  58:663-670,  1975. 

26  Douglas  NJ,  et  al.:  Transient  hypoxemia  during  sleep 
in  chronic  bronchitis  and  emphysema  Lancet  1:1-4.  1970. 

27.  Guilleminault  C,  Cummiskey  J,  Motta  J:  Chronic  ob- 
structive airflow  disease  and  sleep  studies.  Am  Rev  Resp  Dis 
122:397-406,  1980. 

28.  Fletcher  EC,  Gray  BA  Levin  DC:  Nonapneic  mecha- 
nisms of  arterial  oxygen  desaturation  during  rapid-eye  move- 
ment sleep.  J Appl  Physiol  54:632-639,  1983. 


29.  Goldstein  RS,  et  al.:  Effect  of  supplemental  noctuma 
oxygen  on  gas  exchange  in  patients  with  severe  obstruct™ 
lung  disease.  N Engl  J Med  310:425-429,  1984. 

30.  Nocturnal  Oxygen  Therapy  Group:  Continuous  or  noe 
tumal  oxygen  therapy  in  hypoxemic  chronic  obstructive  lunj 
disease:  A clinical  trial.  Ann  Intern  Med  93:391-398,  1980 

31.  Medical  Research  Council  Working  Party:  Long-tern 
domiciliary  oxygen  therapy  in  chronic  hypoxic  cor  pulmonal 
complicating  chronic  bronchitis  and  emphysema  Lance 
1:681-686,  1981. 

32.  Heaton  RK,  et  al.:  Psychologic  effects  of  continuous  ani 
nocturnal  oxygen  therapy  in  hypoxemic  chronic  obstructiv 
pulmonary  disease.  Arch  Intern  Med  143:1941-1947,  1983 


590 


NEW  JERSEY  MEDICIN 


(BR §MD  the  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  CA  90057 


For  Full  Prescribing  Information,  Please  See  PDR. 


REFER  TO 


PDR 


Android  s:  10  25 

Methyltestosterone  US.R  Tablets 


JVndroid/f 

Fluoxymesterone  U.S.R  Tablets,  10  mg 


LOW  DOSE 
MAMMOGRAPHY: 

WHEN 

LESS 


At  TEANECK  RADIOLOGY  CENTER, 
the  Siemens'  Low  Dose  Manunomaf  Unit 
reduces  the  risk  of  radiation  exposure  for  your  patients. 

JUST  0.1  — 0.2  RADS  PER  AVERAGE  DOSE 
COMPARED  WITH  0.5  RADS  AND  HIGHER  FOR 
XEROMAMMOGRAPHY™  (POSITIVE  MODE)* 

Xero™  doesn't  equal  zero 

Xeromammography  ™ is  a product  name, 
not  an  indication  of  radiation  dosage. 

TEANECK  RADIOLOGY  CENTER 

Offers  a wide  range  of  radiologic  services: 

m CT  SCANNING  ■ PEDIATRIC  RADIOLOGY  m RARE  EARTH  X-RAY  [Low  Dose]  ■ REALTIME  ULTRASOUND 
-™1  L0W  DOSE  MAMMOGRAPHY  m MRI:  magnetic  resonance  imaging 

c [2013130-2500 

TEAK  ’'M  RADIOLOGY  CENTER:  THE  FUTURE  IN  RADIOLOGY 

~!QAD'  ™NECK’  NEW  JERSEY  D7666  DAVID  V.  HABIF,  JR.,  M.D.,  MEDICAL  DIRECTOR 


592 


NEW  JERSEY  MEDICINE 


New  Jersey  Thoracic  Society  Abstracts* 


The  following  selected  abstracts  are  from  the  13th  Annual 
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Belsh  JM,  Schiffman  PL,  Blatt  R:  Apnea  Testing  for 
the  Determination  of  Death  by  Neurological  Criteria 
(Brain  Death).  UMDNJ-Rutgers  Medical  School  and 
Middlesex  General-University  Hospital,  New  Bruns- 
wick. 

Apnea,  determined  in  the  presence  of  sufficient  hy- 
perearbia  to  maximally  stimulate  brain  stem  respira- 
tory centers,  remains  essential  for  the  determination 
of  death  by  neurological  criteria  However,  such  stan- 
dardized testing  has  not  been  practiced  widely.  A stan- 
dardized protocol,  based  on  the  recommendations  of 
the  President’s  Commission  report  (JAMA  246:2184, 
1981),  was  followed  in  33  apneic  oxygenation  tests  on 
20  suspected  brain  dead  patients.  All  patients  needed 
mechanical  ventilation  and  were  placed  on  F!  02  = 1.00 
for  at  least  30  minutes  prior  to  testing.  Ventilator  set- 
tings were  manipulated  so  that  PaCOz  was  > 36  mm 
Hg  and  arterial  pH  < 7.44  at  the  beginning  of  each  test. 
Patients  then  were  placed  on  a T-piece  for  10  minutes 
and  received  02  at  a rate  of  6 L/min.  Blood  pressure, 
heart  rate,  and  respiratory  movements  were  monitored 
continuously  and  arterial  blood  gases  were  drawn  at 
approximately  2.5  minute  intervals.  Apnea  was  only 
diagnosed  if  PaC02  was  > 60  mm  Hg  at  the  termi- 
nation of  the  test.  Spontaneous  respiratory  move- 
ments developed  in  one  patient,  whose  EEG  did  not 
show  electrocerebral  silence. 

Significant  hypoxemia,  hypotension,  or  cardiac  ar- 
rhythmias were  not  encountered  despite  lung  disease 


in  14  of  our  20  patients. 

The  apnea  test  protocol  employed  proved  to  be  safe 
and  sensitive.  If  pretest  PaC02  is  documented  at  > 36 
mm  Hg,  and  the  patient  is  not  hypothermic,  a 10 
minute  disconnection  test  is  sufficient  to  ensure  a 
final  PaC02  > 60  mm  Hg. 

Comment:  All  critical  care  teams  have  their  own 
bedside  criteria  for  determining  ventilatory  de- 
pendence in  brain-damaged  patients.  The  method  of 
diffusion  respiration  suggested  here  offers  an  objective 
protocol  with  simple  criteria  Apneic  patients  without 
ventilatory  support  frequently  develop  bradycardia  as 
their  initial  manifestation  of  hypoxia  This  was  not 
seen  in  this  study  suggesting  adequate  oxygenation. 
C02  retention  which  is  felt  to  enhance  the  appearance 
of  arrhythmias  during  obstructive  apneic  episodes  in 
COPD  patients  with  nocturnal  oxygen  therapy  ap- 
parently did  not  reach  such  a critical  level  in  these 
patients  despite  the  prolonged  apnea  Other  methods 
of  apnea  testing  have  been  devised  that  are  effective 
and  this  one  appears  to  fill  the  need  for  a simple  rapid 
bedside  procedure. 

Cohen  BM:  Oral  Theophylline  Improves  Dyspnea  in 
Nonreversible  Obstructive  Airway  Disease  by  Lower- 
ing Nasal  Resistance.  UMDNJ-New  Jersey  Medical 
School,  Newark. 

Correspondence  may  be  addressed  to  Robert  F.  Corso, 
Chapter  Administrator,  New  Jersey  Thoracic  Society,  2441 
Route  22  West,  Union,  NJ  07083. 
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Theophylline  may  lessen  dyspnea  in  chronic 
nonreversible  obstructive  airway  disease  with  little 
change  in  lung  tests,  gas  exchange,  or  exercise  per- 
formance; effects  on  the  respirator/  and  ventricular 
muscles  or  ventilatory  drive  have  been  incriminated. 
Because  nasal  airway  resistance  (Rn)  is  commonly 
high  in  such  patients  (Nolte  and  Ulmer,  1966;  Cohen, 
1969),  we  examined  theophylline  effects  on  patients 
with  elevated  Rn  by  electronic  posterior  rhinometiy. 
We  measured  Rn  from  6 am.  to  6 p.m.  for  nine  patients 
with  uncomplicated  allergic  rhinitis  without  treat- 
ment and  after  single  doses  of  200  and  400  mg  of  a 
sustained-released  theophylline.  Six  patients  with 
nonallergic  expiratory  airflow  disorders  and  an  in- 
significant acute  FEV10  response  to  £-adrenergic  aero- 
sol testing  were  observed  over  the  same  time  period 
before  and  after  their  study-state  daily  morning 
rations  of  800  mg  of  the  same  drug.  The  baseline 
means  for  the  three  days  of  trial  1 did  not  differ;  un- 
treated Rn  rose  12.2  percent  above  baseline  by  6 p.m. 
On  the  200  mg  and  400  mg  test  days,  Rn  fell  with  the 
maximum  decrement  for  both  doses  8 to  12  hours 
from  control.  While  only  the  means  following  the  400 
mg  dose  differed  significantly  from  baseline,  both 
doses  induced  Rn  deviations  significantly  different 
from  the  untreated  means  at  the  5th  to  12th  hours 
(P=0.05  or  better).  For  the  chronic  lung  patients,  Rn 
fell  from  a baseline  mean  of  5.51  (±  0.66),  34.8  percent, 
to  3.59  ( ± 1 .79)  cm  H2  0/ 1 /sec  at  1 0 hours  after  dosing; 
the  mean  serum  theophylline  level  at  that  time  was 
15.52  ± 1.56  mcg/ml.  An  improvement  in  Rn  of  this 
magnitude  is  commonly  sensed  as  clinical  relief 
(Cohen,  1972,  1978).  These  data  suggest  that  sus- 
tained-release oral  theophylline  may  lessen  breath- 
lessness in  a subset  of  patients  with  chronic 
nonreversible  lung  disease  and  elevated  Rn  by  improv- 
ing the  abnormal  nasal  airways  dynamics. 

Comment:  The  nose,  because  of  its  function  as  an 
air  conditioner,  i.e.,  filter,  humidifier,  and  warmer  of 
the  inspired  air,  is  an  integral  part  of  the  respiratory 
tract.  Extensive  clinical  and  laboratory  studies  of  nasal 
pathophysiology  have  been  avoided  studiously  for  the 
most  part  by  investigators.  The  author  of  this  report 
is  a notable  exception  and  offers  us  a rare  insight  into 
the  interrelationships  that  exist  between  the  upper 
and  lower  airways.  Adequate  therapy  of  lower  airway 
disease  may  require  careful  assessment  of  disorders  of 
nasal  function. 

Karetzky  MS,  Scoles  V,  Fourre  J,  Nahmais  J:  Relief 
of  Obstructive  Sleep  Apnea  Utilizing  A Naso- 
Pharyngeal  Catheter.  Newark  Beth  Israel  Sleep  Dis- 
orders Center,  Newark. 

The  mechanical  relief  of  the  potentially  life-threaten- 
ing obstructive  sleep  apnea  syndrome  (OSAS)  has  been 
suggested  by  utilizing  various  techniques  to  decrease, 
splint,  or  bypass  the  site  of  obstruction. 

These  techniques  enjoy  an  unpredictable  degree  of 
effectiveness  due  to  the  variable  pathogenesis  of  the 
disorder  and  unreliable  patient  compliance.  We  feel 
that  by  utilizing  a simple  nasopharyngeal  catheter  and 
vigorous  patient  education,  immediate  and  complete 
relief  from  OSAS  symptomatology  can  be  obtained 
until  such  time  as  the  appropriate  mode  of  therapy  can 
be  defined  and  initiated. 

Six  OSAS  patients  from  our  outpatient  population 


(four  male,  two  female)  were  studied  in  the  Sleep  Dis- 
orders Laboratory  utilizing  current  state-of-the-art 
techniques.  All  patients  demonstrated  obstructive 
sleep  apnea,  with  increased  apnea  indices  (67.2  ± 27.9)  P 
and  significant  oxygen  desaturation  from  baseline  (28 
± 11.9  percent). 

Following  the  initial  studies,  all  patients  were  fitted  '' 
with  a 2.5  to  3.5  mm  nasophaiyngeal  catheter  posi-  - 
tioned  4 to  5 mm  above  the  level  of  the  glottis  and 
thoroughly  trained  in  use  of  the  tube.  After  two 
months  of  nightly  use,  they  returned  for  repeat  poly- 
somnography with  the  tube  in  place. 

Analysis  of  the  second  night  data  revealed  a signifi- 
cant (P<  0.05)  improvement  in  the  apnea  index  (24.1 
± 9.86)  and  oxygen  desaturation  (9.5  ± 4.4).  All  pa- 
tients reported  a subjective  improvement  in  their 
symptomatology,  especially  snoring,  daytime  alertness,  1 
and  a reduction  in  hypersomnolence. 

This  study  demonstrates  that  use  of  a custom-fitted 
nasopharyngeal  catheter  by  patients  properly  in- 
structed in  its  use,  while  not  resolving  the  underlying  < 
obstructive  process,  enables  patients  to  return  to 
somewhat  normal  function  during  the  day  by  decreas- 
ing the  number  of  obstructive  events  during  sleep,  i i 

Comment:  Obstructive  sleep  apnea  has  become  a 
commonly  recognized  cause  of  disturbed  sleep.  It  has 
well-known  clinical  manifestations  such  as  snoring, 
hypersomnia,  and  cor  pulmonale.  At  least  50  percent ! ' 
of  such  patients  are  obese  and  weight  loss  offers  a 
definitive  cure  to  many.  Until  this  can  be  achieved,  a ! 
temporizing  mode  of  therapy  alleviating  the  upper  air- 
way obstruction  is  required  and  it  is  desirable  to  avoid 
surgery  such  as  tracheotomy.  Both  drug  and  various 
physical  techniques  have  been  shown  to  be  effective. 
The  most  common  mode  of  therapy  used  today  is  nasal 
continuous  positive  airway  pressure  (CPAP).  Nasopha- 
iyngeal catheters  have  been  used  as  well  and  the  first 
series  of  cases  to  be  treated  in  this  fashion  is  presented 
here.  It  proved  to  be  yet  another  effective  alternative 
for  a particular  patient  population  who  could  tolerate 
it  and  found  it  preferable  to  CPAP.  It  also  might  prove 
to  serve  as  an  indicator  to  those  patients  who  might 
benefit  from  uveopalatopharyngoplasty. 

Murillo  J,  Rosenblatt  J,  Titelhaum  J:  Cavitary  Tu- 
berculosis in  Children.  Newark  Beth  Israel  Medical 
Center,  Newark. 

Primary  tuberculosis  is  the  most  common  presen- 
tation of  childhood  tuberculosis.  Cavitary  tuberculosis 
in  children  is  an  uncommon  but  well-described  clinical 
entity.  This  report  describes  the  clinical  features, 
radiologic  picture,  and  epidemiologic  implications  of 
this  unique  disease.  Six  cases  were  collected  over  a 
period  of  5 years  and  provide  the  source  of  data  The 
ages  ranged  between  18  months  and  16  years.  The 
most  frequent  presenting  complaints  were  cough,  83 
percent;  fever,  66  percent;  and  hemoptysis,  33  percent. 
The  mean  duration  of  symptoms  was  18  days  with  a 
range  of  1 to  60  days.  At  the  time  of  admission,  83 
percent  had  abnormal  auscultatory  findings,  33  per- 
cent were  febrile,  and  33  percent  had  respiratory  dis- 
tress. The  tuberculin  test  using  5 TU  PPD  was  positive 
in  four  out  of  six  children.  One  died  before  the  test 
could  be  interpreted.  The  chest  x-ray  showed 
pulmonary  cavitation  in  each  patient  with  the  left 
upper  lobe  being  the  most  frequently  affected  lobe.  Two 
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patients  had  multiple  cavities.  The  cavities  had  an 
average  diameter  of  20  mm  with  a range  of  5 to  50  mm. 
The  acid-fast  smear  was  positive  in  the  sputum  of  two 
patients,  bronchial  washings  of  two  patients,  and 
gastric  washing  of  one  patient.  Numerous  acid-fast 
bacilli  were  seen  from  a lung  cavity  taken  at  autopsy 
in  one  patient.  Mycobacterium  tuberculosis  was 
grown  from  all  six  patients.  All  the  patients  received 
isoniazid  (INH)  and  rifampim  for  at  least  18  months. 
Four  children  recovered  without  sequelae.  One  patient 
died  of  massive  hemoptysis  and  another  eventually 
required  lobectomy  because  of  persistent  hemoptysis 
2 years  after  the  diagnosis.  The  average  length  of  time 
for  radiologic  resolution  of  the  cavity  was  17  months. 

Comment:  Tuberculosis  has  long  been  recognized  as 
a continuing  medical  problem  in  depressed  socioeco- 
nomic groups,  i.e.  poor  urban  minorities.  The  general 
concept  that  the  disease  in  the  pediatric  population  is 
a problem  of  prophylaxis  in  PPD  converters  is  rudely 
set  aside  by  this  presentation.  Not  only  is  tuberculosis 
capable  of  being  a destructive  process  but,  if  anyone 
needed  reminding,  it  is  a lethal  one  as  well.  Short- 
course  chemotherapy  is  used  routinely  in  adults  while 
in  children  even  the  small  incidence  of  recurrence, 
seen  with  various  regimens,  is  unacceptable.  It  is  of 
further  interest  that  despite  the  apparently  active  in- 
fection in  all  cases,  diagnoses  readily  could  not  be 
made  from  sputum  smears. 

Scoles  V,  Fourre  J,  Karetzky  MS:  Nap  Studies  Ver- 
sus All  Night  Polysomnography  in  the  Diagnosis  and 
Treatment  of  Obstructive  Sleep  Apnea.  Newark  Beth 
Israel  Sleep  Disorders  Center,  Newark. 

A number  of  pulmonary  laboratories  involved  in  the 
evaluation  of  sleep  as  a method  for  the  diagnosis  and 
treatment  of  obstructive  sleep  apnea  (OSA)  are  utiliz- 
ing the  nap  study  as  their  primary  source  of  data. 

The  data  which  include  measures  of  EEG  arousal 
state  analysis,  air  flow,  thoraco  abdominal  movement, 


ECG,  and  oxygenation,  are  performed  typically  after  a 
full  night  of  sleep  deprivation.  The  data  are  analyzed 
for  the  presence  of  apneic  episodes,  their  length,  dur- 
ation, and  type,  and  any  concomitant  oxygen  desatura- 
tion and/or  cardiac  pathology. 

These  nap  studies  document  evidence  of  OSA  and 
concomitant  pathology  and  provide  a tentative  basis 
for  treatment.  However,  false  negatives  are  highly  like- 
ly. Control  of  breathing  during  sleep  is  mediated  by 
several  mechanisms,  and  it  is  important  that  sleep 
architecture,  stages  in  which  the  apnea  occurs  (REM 
or  NREM),  and  the  relative  frequency  of  events  must 
be  addressed  in  turn  and  satisfactorily  answered 
before  an  adequate  regimen  of  therapeutic  care  is  as- 
signed. 

We  feel  that  an  accurate  diagnosis  of  this  potentially 
devastating  sleep  disorder  is  vital,  and  while  nap  stud- 
ies can  provide  the  pulmonary  practitioner  with  valu- 
able screening  information,  no  pharmacologic  or 
surgical  intervention  should  be  initiated  without  ex- 
haustion of  all  diagnostic  methods,  including  noc- 
turnal polysomnography. 

Comment:  The  cost  of  full-night  polysomnography 
is  in  many  cases  prohibitive.  For  this  reason  alone,  it 
always  has  been  tempting  to  substitute  shorter 
periods  of  study  under  less  physiological  conditions, 
i.e.  sleep  deprivation  or  sedative  administration  to  de- 
tect sleep  abnormalities  particularly  obstructive  sleep 
apnea  (OSA).  Patients  with  highly  suggestive  histories 
(they  fall  asleep  while  awaiting  physical  examination 
or  while  giving  their  history)  are  classical  yet  many 
with  this  problem  are  not  so  easily  detected.  Quantita- 
tion is  important  to  make  the  diagnosis,  which  can  be 
missed  in  nap  studies,  and  to  evaluate  the  response 
to  therapy.  Despite  the  cost  and  time-consuming 
nature  of  the  study,  it  has  become  clear  that  nap  stud- 
ies are  a poor  and  unacceptable  alternative  to  full- 
night  polysomnographic  evaluation. 
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Clinical  Note:  Fungal  Nosocomial 
Superinfection 


I 


Leon  G.  Smith,  m.d.,  Newark* 


This  clinical  note  reviews  fungal  nosocomial  infection.  As  the 
incidence  has  grown , our  diagnostic  and  therapeutic 
countermeasures  have  not  been  commensurate. 


Candida  albicans  and 
Torulopsis  glabrata  are  very  im- 
portant yeasts  that  have  become 
most  important  fungal  nosocomial  (hospital-acquired) 
infections.  The  rate  of  increase  is  alarming.  This  is  due 
to  the  increased  use  of  wider  spectrum  antibiotics, 
hyperalimentation,"  and  more  immunocompromised 
patients  on  chemotherapy. 

These  fungi  can  affect  every  organ,  but  the  urinary 
tract  and  blood  stream  most  often  are  infected.  The 
lung  rarely  is  involved;  even  though  sputum  col- 
onization develops  early,  invasion  of  the  lung  remains 
a rare  event.  Contrary  to  old  beliefs,  pseudohyphae  of 
Candida  albicans  in  the  urine  is  not  indicative  of 
kidney  involvement.  Declining  renal  function,  ureter 
and  renal  pelvis  fungal  ball  (bezoars),  papillary 
necrosis  material,  and  Candida  casts  are  diagnostic 
of  fungal  pyelonephritis.  Candidemia  manifests  itself 
as  endophthalmitis,  endocarditis,  and  central  nervous 
system  findings.  Hyperalimentation  via  a central  line 
often  becomes  contaminated  with  Candida  with  tran- 
sient fungemia,  which  disappears  on  changing  the 
central  line.  The  patient  nevertheless,  requires  a short 
course  of  amphotericin  B to  prevent  latent  infections 
such  as  endocarditis,  renal  abscess,  ophthalmitis,  or 
other  abscesses.  Often,  the  only  clues  are  innocent 
looking  Candida  skin  abscesses  that  look  like  a 
benign  folliculitis. 

Long-term,  high-dosage  antibiotics,  neutropenia  in- 


duced by  chemotherapy  for  cancer,  or  spontaneous 
onset  type,  diabetic  acidosis,  steroids,  and  parenteral 
central  line  feedings  are  Candida  risk  factors. 

There  still  are  no  serological  means  of  diagnosing 
Candida  or  Torulopsis.  Hence,  isolation  of  the  fungi 
are  best  accomplished  with  the  Dupont  Isolator  which 
utilizes  lysis-centrifugation  and  a solid  media 

Only  a few  drugs  are  effective  against  Candida  and 
Torulopsis;  amphotericin  B is  the  best.  Ketoconazole® 
is  unpredictable  in  serious  Candida  infection  and  is 
ineffective  against  Torulopsis.  Flucytosine  (5-FC)  is 
best  used  in  association  with  amphotericin  B as  re- 
sistance develops  rapidly  to  this  compound  when  used 
alone. 
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or  hypersensitivity  to  this  or  other  sulfonamide-derived  drugs. 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE;  Sympathetic 
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Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE 
BETA  BLOCKERS.  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
receptors. 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be 
more  difficult  to  adjust  the  dosage  of  insulin.  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure. 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease. 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia.  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop. 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported, 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL:  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function.  Propranolol  is  not  indicated 
for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test.  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase. 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine,  should  be  closely  observed  if  propranolol  is  administered.  The  added  catechol- 
amine-blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity,  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal 
attacks,  or  orthostatic  hypotension. 


CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies 
in  animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity.  There  were  no  drug-related  tumorigenic 
effects  at  any  of  the  dosage  levels.  Reproductive  studies  in  animals  did  not  show  any 
impairment  of  fertility  that  was  attributable  to  the  drug 
PREGNANCY  Pregnancy  Category  C.  Propranolol  has  been  shown  to  be  embryotoxic 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human 
dose.  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

NURSING  MOTHERS:  Propranolol  is  excreted  in  human  milk.  Caution  should  be  exer- 
cised when  propranolol  is  administered  to  a nursing  mother. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL:  Periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely:  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale- 
mia Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are:  Dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps, 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances 
such  as  nausea  and  vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg,  increased  ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by 
use  of  potassium  supplements,  such  as  foods  with  a high  potassium  content. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease).  Dilutional  hypona- 
tremia may  occur  in  edematous  patients  in  hot  weather;  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre- 
mia is  life-threatening.  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy 
of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy. 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide 
administration 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy. 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance. 

Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
on  prolonged  thiazide  therapy.  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis,  bone  resorption,  and  peptic  ulceration,  have  not  been  seen.  Thiazides 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function 
DRUG  INTERACTIONS;  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocurarine. 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine.  This  diminu- 
tion is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use. 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood.  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult. 

NURSING  MOTHERS;  Thiazides  appear  in  human  milk.  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia;  congestive  heart  failure,  intensification  of  AV  block;  hypo- 
tension; paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of 
the  Raynaud  type. 

Central  Nervous  System  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia;  vi- 
sual disturbances;  hallucinations;  an  acute  reversible  syndrome  characterized  by  disori- 
entation for  time  and  place;  short-term  memory  loss;  emotional  lability;  slightly  clouded 
sensorium,  and  decreased  performance  on  neuropsychometrics. 

Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation;  mesenteric  arterial  thrombosis;  ischemic  colitis. 

Allergic  Pharyngitis  and  agranulocytosis;  erythematous  rash;  fever  combined  with  ach- 
ing and  sore  throat;  laryngospasm  and  respiratory  distress. 

Respiratory . Bronchospasm 

Hematologic  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported. 

Miscellaneous.  Alopecia;  LE-like  reactions;  psoriasiform  rashes;  dry  eyes;  male  impo- 
tence, and  Peyronie’s  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  coniunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal:  Anorexia;  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti- 
pation; jaundice  (intrahepatic  cholestatic  jaundice);  pancreatitis;  sialadenitis. 

Central  Nen/ous  System  Dizziness,  vertigo;  paresthesias;  headache;  xanthopsia 
Hematologic  Leukopenia;  agranulocytosis;  thrombocytopenia,  aplastic  anemia 
Cardiovascular:  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics). 

Hypersensitivity:  Purpura;  photosensitivity;  rash;  urticaria;  necrotizing  angiitis  (vascu- 
litis, cutaneous  vasculitis);  fever;  respiratory  distress,  including  pneumonitis;  anaphylac- 
tic reactions. 

Other  Hyperglycemia;  glycosuria;  hyperuricemia;  muscle  spasm;  weakness;  restless- 
ness; transient  blurred  vision. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn 

* The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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Advances  in  Cancer: 

Viruses  as  Causes  of  Human  Cancer 


Since  the  discovery  by  Rous  that 
a filtrable  agent  caused  an  infec- 
tious sarcoma  in  chickens,  simi- 
lar viral  agents  causing  human  cancer  have  been 
speculated  to  exist.1  However,  definitive  proof  of  a viral 
etiology  for  human  malignancies  has  not  been 
achieved.  Furthermore,  even  in  animals,  most  nat- 
urally occurring  oncogenic  viruses  only  induce  malig- 
nant tumors  after  a long  latent  period,  and  many 
known  chemical  agents  increasing  the  risk  of  cancer 
in  humans  require  years  or  decades  for  their  effects 
to  be  evident.  Therefore,  no  viruses  have  been  rigor- 
ously proved  to  cause  human  cancers,  although  in 
recent  years  an  increasing  body  of  evidence  suggests 
this  causal  relationship  to  exist.  The  bulk  of  this 
evidence  consists  of  an  association  of  viral  infection 
with  a specific  neoplasm.  In  many  cases,  patients  with 
a specific  neoplasm  show  an  increased  incidence  of 
infection  with  a corresponding  specific  virus,  detected 
by  antibody  titers,  virus  cultures,  or  by  probing  tumor 
biopsies  for  viral  antigens  or  nucleic  acids.  For  some 
viral  etiologic  agents,  even  stronger  evidence  is  the 
increased  risk  of  a specific  cancer  in  infected  patients. 
Although  in  many  of  the  examples  we  will  cite  these 
associations  are  highly  significant  such  data  cannot 
prove  causality.  They  do  not  exclude  other  epi- 
demiological possibilities,  such  as  the  existence  of  a 
common  risk  factor  which  leads  to  increased  incidence 


of  specific  virus  infections  and  malignancies,  or  the 
possible  role  of  subclinical  early  cancers  in  increasing 
susceptibility  to  infection  by  specific  viruses.  In  order 
to  prove  that  a specific  virus  causes  human  cancer,  it 
first  must  be  shown  to  be  associated  with  the  disease 
specifically  and  consistently  and,  secondly,  the  pres- 
ence of  the  agent  must  be  shown  to  precede  disease 
onset.  The  final  proof  of  causality  is  demonstration 
that  elimination  of  the  virus  prevents  the  disease.  This 
final  test  now  is  being  made  for  some  viruses  as  causes 
of  human  cancer. 

Among  the  DNA  viruses,  many  have  the  ability  to 
cause  tumors  in  animals  or  to  transform  cultured  cells 
in  vitro  in  a process  which  in  many  ways  resembles 
oncogenesis.  Many  DNA  viruses  are  not  transforming 
or  oncogenic  in  cells  or  animals  that  are  permissive  for 
the  virus,  because  these  permit  the  virus  rapidly  to 
traverse  its  entire  replicative  cycle.  On  the  other  hand, 
in  situations  where  the  host  is  nonpermissive,  either 
due  to  the  natural  host  range  of  the  virus  or  a defect 
in  virus  replication,  a persistent  nonproductive  infec- 
tion may  result  which  is  associated  with  trans- 
formation in  vitro  or  oncogenesis  in  vivo.2 

*Dr.  Leibowitz  is  an  Associate  Professor  and  Drs.  McAllister 
and  Strohl  are  Professors  of  Microbiology,  UMDNJ-Robert 
Wood  Johnson  Medical  School.  Correspondence  may  be  ad- 
dressed to  Dr.  Leibowitz,  UMDNJ-Robert  Wood  Johnson  Medi- 
cal School,  P.O.  Box  101,  Piscataway,  NJ  08854. 
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HERPES  VIRUSES 

Many  members  of  the  Herpesviridae  cause  per- 
sistent infections  in  animals  and  humans,  and  show 
transforming  activity  in  vitro.  Among  the  viruses  of 
humans,  herpes  simplex  types  1 and  2 (HSV  1 and  2), 
Epstein-Barr  virus  (EBV),  and  cytomegalovirus  (CMV) 
cause  persistent  human  infections  and  can  transform 
human  cells  in  vitro.3  EBV  is  a widespread  infection 
in  humans,  typically  causing  infectious  mono- 
nucleosis. Its  usual  host  cell  is  the  B lymphocyte,  and 
its  possible  etiological  function  in  a variety  of 
lymphomas  and  other  neoplasms  recently  has  been 
reviewed.4  The  oncogenic  potential  of  EBV  was  first 
postulated  in  African  Burkitt’s  lymphoma,  which  oc- 
curs in  a geographical  and  seasonal  pattern  suggestive 
of  an  infectious  etiology.5  In  the  endemic  regions,  EBV 
most  often  infects  at  ages  one  to  two  years,  while 
Burkitt’s  lymphoma  peaks  at  six  to  eight  years. 
Elsewhere,  this  same  tumor  occurs  sporadically. 
Endemic  Burkitt’s  lymphoma  characteristically  occurs 
in  patients  with  high  titers  of  antibody  against  virus 
capsid  antigen  (VCA)  and  the  R component  of  the  early 
antigen  complex.  A portion  of  cultured  tumor  cells 
from  these  cases  produce  EBV  antigens,  unlike  normal 
cells  from  the  same  patients,  and  tumor  cells  contain 
multiple  copies  of  the  EBV  genome  in  both  the  free 
(plasmid)  and  integrated  states.  However,  the  site  of 
integration  of  the  virus  is  not  at  the  characteristic  site 
of  chromosomal  translocation  found  in  these  tumor 
cells.  Only  a minority  of  sporadic  cases  of  Burkitt’s 
lymphoma,  on  the  other  hand,  shows  similar  evidence 
for  association  with  EBV,  although  tumors  of  both 
types  show  the  same  characteristic  translocation, 
which  are  postulated  to  activate  the  c-myc  oncogene. 

In  nonhuman  primates,  EBV  induces  a fatal  poly- 
clonal lymphoproliferative  disease  with  a latency  of 
weeks,  rather  than  years.  Similar  lymphoproliferative 
syndromes  with  production  of  EBV  DNA  and  antigens 
occur  in  primaiy  infections  in  patients  with  various 
immune  deficiency  states.  The  distinction  between 
this  clinical  picture  and  the  epidemiology  and  mono- 
clonal origin  of  Burkitt’s  lymphoma  suggests  that 
other  factors  may  be  involved  in  EBV-related  endemic 
Burkitt’s  lymphoma,  such  as  malaria  which  is  wide- 
spread in  the  endemic  region.4  Thus,  the  well-docu- 
mented association  of  EBV  with  Burkitt’s  lymphoma 
has  not  yet  been  critically  tested  for  a causal  rela- 
tionship, although  this  might  be  done  should  an  ex- 
perimental vaccine  prove  effective  and  safe  enough  to 
warrant  testing  in  a high-risk  population.5 

Nasophaiyngeal  carcinoma  (NPC),  WHO  class  2 or  3, 
also  is  associated  with  EBV,  both  in  southern  China 
and  among  Eskimos  where  this  cancer  is  common  and 
in  sporadic  cases  in  many  countries.4  Throughout  the 
world,  these  NPC  patients  show  characteristic  EBV 
antibody  responses  distinct  from  those  seen  in 
Burkitt’s  lymphoma,  and  tumor  cells  in  biopsies  con- 
tain EBV  DNA  and  express  EBV  nuclear  antigen 
(EBNA)  on  passage  through  nude  mice.  NPC  cells  do 
not  grow  in  culture,  but  fusion  of  such  cells  with  an 
epithelioid  line  has  resulted  in  hybrids  capable  of 
producing  infectious  EBV.6  The  association  of  EBV 
with  NPC  also  may  have  prognostic  value  since,  in 
North  America,  a high  antibody-dependent  cellular 
cytotoxicity  titer  against  EBV  predicts  higher  survival 


in  NPC  cases,  with  titers  remaining  high  in  remission 
and  falling  in  cases  with  metastases.7  EBV  also  has 
been  associated  with  other  malignancies,4  including 
thymic  carcinoma,8  although  these  associations  have 
not  been  as  extensively  studied  as  has  that  with 
Burkitt’s  lymphoma 

CMV  infection  has  been  associated  with  various 
human  cancers,  but  its  role  as  a causative  agent  re- 
mains uncertain.9  10  Part  of  the  problem  is  the  wide- 
spread occurrence  of  CMV  infection  among  the  general 
population,  making  seroepidemiology  difficult.  . 
Kaposi’s  sarcoma  is  a vascular  tumor  of  the  skin, 
which  has  been  described  as  an  indolent  disease  of 
elderly  Caucasian  men  and  younger  men  in  Africa  A 
more  aggressive  form  of  this  tumor  also  occurs  com- 
monly in  homosexual  patients  with  acquired  im- 
munodeficiency syndrome  (AIDS);  these  patients  com- 
monly are  infected  chronically  by  multiple  sexually 
transmitted  infectious  agents,  including  CMV.  Euro- 
pean Kaposi’s  sarcoma  patients  show  a significantly 
higher  incidence  of  high  antibody  titers  against  CMV 
than  do  controls.  However,  the  titers  are  equally  high 
in  similar  patients  and  controls  in  Africa.  In  another 
approach  to  this  problem,  Kaposi’s  sarcoma  tumor 
DNA  in  some  cases  appears  to  hybridize  with  the  CMV 
genome.  But  the  presence  in  many  viruses  of  the 
herpes  family  of  sequences  homologous  to  the  human 
genome  makes  interpretation  of  this  finding  difficult 
without  using  subgenomic  viral  probes.1 1 An  increased 
frequency  of  high  anti-CMV  antibody  titers  has  been 
reported  among  men  with  prostatic  cancer  and  women 
with  cervical  cancer,  although  the  significance  of  these 
findings  remains  uncertain.9  Thus,  CMV  remains  un- 
proved as  an  oncogenic  virus. 

Epidemiological  evidence  has  supported  an  associa- 
tion of  HSV-2  with  cervical  cancer.  Retrospective 
analysis  has  shown  HSV-2  infection  and  cervical 
cancer  to  vary  coordinately  in  various  geographic  re- 
gions and  in  various  populations;  the  median  time 
between  primaiy  HSV-2  infection  and  clinical  detec- 
tion of  the  cancer  is  about  23  years.12  In  a prospective 
study  of  1 0,000  women,  the  correlation  of  evidence  of 
HSV-2  infection  with  subsequent  cervical  neoplasia 
was  confirmed.  However,  when  the  patients  with 
cervical  neoplasia  were  matched  with  control  patients  J 
with  identical  risk  factors,  including  age,  age  at  first 
intercourse,  number  of  partners,  and  smoking,  then  no 
difference  was  seen  between  the  two  groups  of  patients 
in  their  evidence  of  infection  with  HSV-2.13  This  result 
implies  that  HSV-2  is  not  the  cause  of  cervical 
neoplasia,  but  the  possibility  remains  that  an  un- 
known agent  with  a similar  route  of  infection  might  j 
be  involved,  since  both  HSV-2  exposure  and  cervical 
carcinoma  are  associated  with  sexual  promiscuity. 

I 

PAPILLOMAVIRUSES 

Papillomaviruses  are  an  important  cause  of  ; 
neoplastic  transformation  in  a variety  of  animals,  in- 
cluding man.  Over  30  different  types  of  human 
papillomaviruses  (HPV)  have  been  identified  and  are 
distinguished  from  one  another  on  the  basis  of  DNA 
sequence  homology.  Each  of  the  HPV  types  usually  is 
associated  with  a specific  lesion,  e.g.  HPV-1  and  plan- 
tar warts,  HPV-2  and  common  warts.  While  most  of  the 
lesions  associated  with  HPV  are  considered  benign 
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and  frequently  undergo  spontaneous  regression,  there 
is  increasing  evidence  linking  certain  types  of  human 
cancer,  especially  genital  cancer,  with  specific 
papillomaviruses,  as  reviewed.14 16 

Unlike  the  situation  with  most  human  cancers,  ex- 
tensive epidemiological  data  have  suggested  that  geni- 
tal cancer  may  be  associated  with  an  infectious  agent. 
Cervical  cancer  is  correlated  strongly  with  sexual 
promiscuity,  both  of  women  and  their  male  partners, 
and  there  is  a higher  risk  of  genital  cancer  in  partners 
of  women  with  cervical  carcinoma  or  of  men  with  pe- 
nile carcinoma  Increasing  epidemiological,  im- 
munological, and  molecular  data  support  the  view  that 
HPV  plays  an  important  role  in  the  development  of 
cervical  neoplasia 

Human  papillomaviruses  are  among  the  most  com- 
mon sexually  transmitted  agents.  Cytological  evidence 
for  their  presence  has  been  found  in  1 to  2 percent  of 
all  women,  but  in  5 to  20  percent  of  all  younger,  sexual- 
ly active  women.  Four  HPV  types — 6,  11,  16,  18 — are 
commonly  associated  with  lesions  of  the  genital  tract. 
Types  6 and  1 1 are  associated  with  genital  warts  (con- 
dylomata  accuminata)  and  with  premalignant  lesions 
of  the  cervix,  but  rarely  are  associated  with 
carcinomas.  In  contrast,  HPV  types  16  and  18  (which 
originally  were  isolated  from  cervical  cancer  biopsies) 
predominately  are  associated  with  tumors.  In  one  re- 
cent study,  HPV- 16  DNA  was  detected  in  over  60  per- 
cent of  cervical  tumors.17  In  premalignant  lesions 
(which  usually  also  contain  HPV-6  and  1 1 DNA), 
HPV- 16  DNA  typically  is  associated  with  abnormal 
mitotic  figures,  suggesting  that  these  lesions  are  likely 
to  progress  to  true  malignancy.18  HPV- 16  DNA  also  has 
been  detected  in  biopsy  specimens  of  bowenoid 
papulosis,  and  Bowen’s  disease,  and  in  at  least  one  cell 
line  derived  from  a cervical  carcinoma  HPV- 18  DNA 
has  been  detected  in  11  of  49  cervical  carcinoma 
biopsies,  one  penile  carcinoma  and  a number  of  cell 
lines.19  Thus,  the  picture  that  emerges  is  that  HPV 
types  6 and  1 1 are  associated  with  benign  lesions, 
whereas  HPV- 16  and  HPV- 18  are  associated  with 
premalignant  and  malignant  lesions. 

Early  attempts  to  demonstrate  the  presence  of 
human  papillomavirus  in  cancer  biopsies  were  not 
successful.  Extensive  replication  of  viral  DNA  and  syn- 
thesis of  late  structural  protein  usually  is  blocked  in 
HPV-transformed  cells,  and  thus  immunological  and 
cytological  studies  are  of  limited  utility.  A more  impor- 
tant technique  is  the  use  of  hybridization  techniques 
to  detect  HPV  DNA  in  biopsy  samples.  Because  there 
often  is  a low  degree  of  sequence  homology  among  the 
various  types  of  HPV,  probing  tumor  DNA  with  one 
type  of  HPV  DNA  might  lead  to  failure  to  detect  a dis- 
tantly related  HPV  in  the  sample.  Within  a given  HPV 
class  (for  example,  HPV  types  la  lb,  lc)  sequence 
homology  may  be  in  the  range  of  50  to  100  percent. 
However,  between  classes,  homologies  of  only  25  to  50 
percent  are  expected.  For  example,  HPV-6  and  HPV- 1 1 
share  only  about  25  percent  sequence  homology.  Even 
under  permissive  hybridization  conditions,  it  is  dif- 
ficult to  detect  viral  DNAs  that  differ  by  more  than  30 
percent  from  the  probe.  Recognition  of  this  problem 
has  resulted  in  the  identification  of  many  new  types 
of  HPV  and,  subsequently,  in  increased  detection  rates. 


For  many  years,  studies  of  the  molecular  biology  and 
mode  of  replication  of  the  papillomaviruses  were 
blocked  by  the  unavailability  of  a suitable  in  vitro  cell 
system  that  would  permit  replication  of  the  virus.  The 
advent  of  molecular  cloning  techniques  now  permits 
the  replication  of  HPV  DNA  in  bacteria  in  the  form  of 
recombinant  plasmids,  and  much  of  our  knowledge 
concerning  the  organization  of  the  HPV  genome  has 
come  from  DNA  obtained  in  this  manner.  Most  of  our 
information  concerning  the  replication  and  trans- 
forming potential  of  the  papillomaviruses  comes  not 
from  studies  of  human  papillomaviruses,  but  from 
studies  of  a related,  bovine  papillomavirus  (BPV-1). 
DNA  from  this  virus  transforms  cultured  fibroblasts  in 
vitro,  and  these  transformed  cells  are  fully  tumorigenic 
in  a suitable  host. 

Studies  of  this  model  system  have  led  to  important 
discoveries.20  Perhaps  most  surprisingly,  when  the 
state  of  the  viral  DNA  in  the  transformed  cells  was 
determined,  it  was  found  to  be  replicating  in  the  nu- 
cleus as  an  extrachromosomal  circular  plasmid,  not 
integrated  into  the  chromosome  as  had  been  observed 
previously  for  most  other  DNA-transforming  viruses, 
including  the  herpes  viruses.  In  the  transformed  cells, 
only  the  early  viral  genes  are  expressed,  and  no  late 
messenger  RNA  or  structural  proteins  are  detectable. 
This  finding  is  consistent  with  what  is  known  about 
the  biology  of  most  wart  viruses,  where  viral  DNA 
replication  and  assembly  of  virus  particles  are  as- 
sociated with  the  degree  of  differentiation  of  the  host 
cell.  Thus,  although  the  viral  genome  may  be  detected 
in  the  basal  cells  of  the  wart,  viral  DNA  replication  is 
only  detected  in  the  middle  layer  (the  stratum 
spinosum)  and  late  viral  proteins  and  complete  virus 
particles  are  detected  only  in  the  outer,  keratinized 
layers  (stratum  granulosum). 

Using  subcloning  techniques  to  isolate  viral  DNA 
fragments  and  introduce  them  into  cultured  cells,  at 
least  two  regions  of  the  BPV  genome  have  shown  trans- 
forming genes  in  vitro.21 23  Studies  of  human 
papillomaviruses  may  shed  light  on  molecular  pro- 
cesses in  viruses. 

Although  papillomavirus  DNA  replicates  ex- 
trachromosomally  in  cells  transformed  in  vitro  by  BPV, 
as  well  as  in  human  warts  and  in  premalignant  lesions, 
in  malignant  biopsies  and  in  tumor-derived  cell  lines, 
HPV  DNA  usually  is  found  integrated  into  the  chromo- 
somes. Integration  of  the  viral  DNA  may  perturb  host 
cell  functions,  resulting  in  enhanced  tumor  pro- 
gression. Some  evidence  has  suggested  that  ultraviolet 
or  ionizing  radiation,  as  well  as  chemical  carcinogens 
or  tumor-promoting  agents,  may  work  in  concert  with 
HPV  to  produce  malignant  tumors. 

The  regular  association  of  HPV- 16  and  18  DNA  with 
cervical  tumors  and  with  cell  lines  derived  from 
cervical  tumors  argues  for  a role  of  these  viruses  in  the 
etiology  of  the  tumors.  However,  the  papillomaviruses 
are  known  to  cause  persistent  and  latent  infections  (as 
in  warts),  and  it  cannot  be  ruled  out  at  this  time  that 
the  presence  of  viral  DNA  in  the  biopsies  is  merely  a 
consequence  of  this  mode  of  replication.  Firm  evidence 
for  a causative  role  will  require  a greater  under- 
standing of  the  mechanisms  of  cellular  transformation 
by  the  papillomavirus  gene  products  and.  possibly,  the 
development  and  testing  of  an  HPV  vaccine. 
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OTHER  PAPOVAVIRUSES 

While  various  species  of  papovaviruses  closely  re- 
lated to  mouse  polyoma  vims  have  significant  on- 
cogenic capacity  in  animal  species  other  than  their 
natural  host  species,  most  either  are  rarely  or  non- 
oncogenic  in  their  natural  hosts.  Two  human  viruses 
in  this  genus,  denoted  JC  and  BK,  similarly  have  not 
yet  been  associated  with  human  malignancies,  even 
though  they  are  highly  oncogenic  in  experimental 
animals  and  induce  transformation  in  cultures  of  nor- 
mal human  cells.  The  oncogenic  simian  vims,  SV40, 
can  transform  human  cells  in  vitro,  and  various  at- 
tempts have  been  made  to  detect  SV40  DNA  in  the  cells 
of  human  neoplasms.  Most  of  these  have  been 
negative,  or  inconclusive,  due  to  the  low  level  of 
sensitivity,  but  one  recent  study,  using  more  sensitive 
techniques,  was  reported  to  have  detected  SV40  DNA 
in  tissues  from  three  of  ten  human  brain  tumors,  but 
not  in  samples  of  normal  brain  tissue.24  While  interest- 
ing, the  significance  of  these  results  with  respect  to  the 
etiological  role  of  the  vims  cannot  be  evaluated 
without  additional,  confirmatory  findings. 

HEPATITIS  B VIRUS 

Hepatitis  B vims  (HBV)  is  biologically  distinct  from 
other  human  vimses.  Its  genome  consists  of  DNA 
which  is  partially  single-stranded  and  partially  double- 
stranded.  Upon  infection,  the  virion  DNA  polymerase 
completes  viral  DNA  synthesis  to  produce  complete 
duplex  DNA25  This  DNA  appears  to  serve  as  a template 
for  the  synthesis  of  viral  messenger  RNA  and  of  an 
apparent  RNA  replicative  intermediate,  which  subse- 
quently is  copied  to  produce  DNA  of  progeny  vims.26 
Thus,  the  molecular  biology  of  HBV  bears  some  re- 
semblance to  the  retrovimses  discussed  below.  HBV 
causes  a variety  of  clinical  syndromes,  including 
subclinical  infection,  acute  hepatitis,  fulminant 
hepatitis,  and  a variety  of  chronic  infections  with  or 
without  symptoms  of  hepatitis.  Although  acute  infec- 
tions by  HBV  may  resolve  completely  without  sequelae, 
chronic  infections  are  associated  with  a markedly  in- 
creased risk  of  primary  hepatocellular  carcinoma 
(PHC).27  Similar  vimses  of  ducks  and  woodchucks 
have  been  studied  extensively. 

Although  HBV  cannot  be  grown  in  cultured  cells,  it 
has  been  studied  carefully  in  patients  by  means  of 
immunological  markers,  including  surface  antigen 
(HBsAg),  core  antigen  (HBcAg),  HBe  antigen  (HBeAg), 
and  the  corresponding  antibodies,  all  of  which  can  be 
measured  by  veiy  sensitive  tests.  In  acute  infections, 
the  viral  antigens  are  only  detectable  transiently  in 
semm  and  are  replaced  by  antibodies  upon  recovery, 
especially  antibody  to  HBsAg  (anti-HBs).  Chronically 
infected  patients  produce  high  levels  of  HBsAg,  which 
assembles  into  incomplete  or  infectious  (Dane)  vims 
particles,  for  years.  Other  viral  antigens,  as  well,  are 
produced  in  varying  quantities. 

Chronic  infection  with  HBV  is  associated  with  PHC 
more  strongly  than  any  vims  yet  linked  to  a human 
malignancy.  Many  PHC  tumors  have  been  found  to 
contain  integrated  viral  DNA  which  integrates  at  mul- 
tiple cellular  sites  in  different  tumors  which  appear  to 
be  monoclonal  in  origin.  The  mechanism  by  which 
integration  may  lead  to  oncogenesis  is  unknown,26 
although  activation  of  cellular  oncogenes  is  a possi- 


bility. The  epidemiological  association  of  chronic  HBV 
infection  with  PHC  is  very  strong.27  Patients  with  PHC 
have  a much  higher  incidence  of  chronic  HBV  than 
control  patients,  including  those  with  metastatic  liver  i 
cancer.  The  chronic  carrier  state  of  HBV,  which  is 
characterized  by  low  titers  of  anti-HBc  is  most  as- 
sociated with  PHC.  The  risk  of  PHC  in  various  ethnic 
groups  and  nationalities  corresponds  closely  to  the 
incidence  of  chronic  HBV  infection.  In  countries  with 
a high  incidence  of  chronic  HBV  infection,  the  risk  of 
developing  PHC  is  more  than  200-fold  higher  among 
HBV  carriers  than  among  noncarriers. 

The  establishment  of  persistent  HBV-infection 
precedes  the  onset  of  PHC.  Persistent  infection  occurs 
most  frequently  following  infection  of  an  immuno- 
compromised or  immature  host.  In  addition  to  the 
usual  sexual  transmission,  in  regions  of  high  HBV 
endemicity.  transmission  frequently  occurs  from  i 
mother  to  child,  with  most  transmission  in  the  peri- 
natal period  rather  than  in  utero.  The  risk  of  trans- 
mission to  the  newborn  is  greatest  among  mothers 
who  are  positive  for  HBeAg,  so  the  population  at  risk 
for  chronic  infection  and  HPC  can  be  identified.  In 
many  endemic  regions,  prevention  of  perinatal  trans- 
mission of  HBV  is  now  being  tested  using  various 
schedules  of  immunization  of  the  newborns  of  HBeAg- 
positive  mothers  not  infected  in  utero,  with  hepatitis 
B immune  globulin  followed  by  the  HBV  vaccine.  There 
already  is  evidence  that  this  prophylaxis  greatly  re- 
duces the  incidence  of  HBV  transmission  and  chronic 
infection.27  Since  the  earliest  reported  case  of  PHC 
after  perinatal  HBV  infection  occurred  at  age  seven,  it 
still  will  be  years  until  the  efficacy  of  the  prophylactic 
program  in  preventing  PHC  can  be  evaluated.  If  the 
prophylaxis  is  effective,  then  a major  worldwide  cause 
of  cancer  mortality  can  be  radically  reduced,  and  the 
causative  role  of  HBV  will  have  been  proved. 

RETROVIRUSES 

The  family  Retroviridae  is  composed  of  agents  with 
an  RNA  genome  and  which  are  defined  by  the  pos- 
session of  a virus  particle-associated  enzyme,  reverse 
transcriptase,  which  synthesizes  a double-stranded 
DNA  copy  of  the  RNA  genome  as  the  essential  first  step 
in  the  replication  cycle.  This  DNA  copy  becomes  inte- 
grated into  the  cellular  chromosome,  in  which  state  it 
is  referred  to  as  a provirus,  and  from  which  all  gene 
expression  occurs  via  normal  cellular  pathways.  While 
many  of  the  known  retroviruses  of  animals  are  related 
to  malignancies  in  their  host  species  (the  “RNA  tumor 
viruses”),  other  subgroups  of  retroviruses  do  not  in- 
duce malignancies,  but  instead  are  associated  with 
slowly  progressing  central  nervous  system  degenera- 
tion (the  Lentivirus  subgroup)  or  no  known  disease 
state  (the  Spumavirus  subgroup).  Three  distinct  types 
of  human  retrovirus  currently  are  recognized:  Human 
T-lymphotropic  virus  (HTLV)  types  I,  II,  and  III.  Of 
these,  HTLV-I  most  definitively  is  associated  with  the 
causation  of  an  especially  aggressive  leukemia,  HTLV- 
II  has  not  yet  been  linked  to  any  malignancy,  and 
HTLV-III  has  been  identified  as  the  most  probable 
cause  of  ADS,  but  has  not  been  associated  directly 
with  development  of  neoplasia28 

Retroviruses  first  were  recognized  as  tumor-induc- 
ing agents  in  the  early  part  of  the  century,  when  Peyton 
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Rous  demonstrated  sarcoma  induction  ip  chickens 
with  cell-free  filtrates  prepared  from  tumor  tissue. 
While  evidence  for  similar  agents  in  mice,  cats,  and 
primates  slowly  accumulated  over  the  past  70  years, 
all  attempts  at  demonstration  of  a human  virus  had 
been  unsuccessful.  In  attempts  to  cultivate  lymphoid 
cells  in  vitro,  the  substance  T-cell  growth  factor 
(TCGF),  now  called  Interleukin-2  (IL-2),  was  discovered 
to  be  essential  for  long-term  growth  of  normal  or 
neoplastic  T cells  in  suspension.  Normal  T cells  require 
prior  stimulation  with  antigen  or  with  phytohemag- 
glutinin, which  induces  synthesis  of  IL-2  receptors  on 
the  surface  of  the  cells,  whereas  some  neoplastic 
mature  T cells  possess  receptors  when  first  isolated. 
Furthermore,  with  longer  term  cultivation,  some  cell 
lines  become  constitutive  producers  of  endogenous 
IB2.  One  such  T cell  line  had  been  established  from 
neoplastic  cells  taken  from  a patient  with  an  unusually 
malignant  case  of  what  had  been  diagnosed  as  the 
cutaneous  T-cell  lymphoma,  mycosis  fungoides.  Elec- 
tron microscopy  of  these  cells  revealed  the  presence  of 
typical  retrovirus  particles  budding  from  the  plasma 
membrane,  and  reverse  transcriptase  activity  could  be 
demonstrated  in  the  culture  medium.  This  virus  was 
called  HTLV-I,  and  thereafter  additional  isolates,  ul- 
timately shown  to  be  nearly  identical,  were  obtained 
from  long-term  T cell  cultures  established  from  other 
patients  with  T cell  neoplasms.28  29 

At  approximately  the  same  time  as  the  initial  isola- 
tion of  HTLV-I,  Japanese  workers  demonstrated  the 
presence  of  a retrovirus  in  T cells  from  patients  with 
adult-onset  T cell  leukemia30  It  had  been  recognized 
in  the  early  1970s  that  there  were  regions  in  south- 
western Japan  where  the  frequency  of  a new  type  of 
T cell  malignancy  was  much  higher  than  in  other  re- 
gions. This  disease,  called  Adult  T cell  Leukemia  (ATL) 
is  characterized  by  the  following:  1)  it  occurs  primarily 
in  adults;  2)  there  frequently  is  evidence  of  cutaneous 
infiltration;  3)  hepatosplenomegaly  and  lymph- 
adenopathy;  4)  hypercalcemia  and  5)  leukemia  cells 
with  lobulated  nuclei  and  occurrence  of  multi- 
nucleated  giant  cells.  Peripheral  blood  lymphocytes 
cultured  from  a number  of  such  patients  ultimately 
gave  rise  to  permanent  cell  lines  which  exhibited  the 
typical  mature  T cell  surface  phenotype,  OKT-4+,  and 
in  which  retrovirus  particles  were  demonstrated  by 
electron  microscopy.  Subsequent  comparative  studies 
have  demonstrated  that  the  HTLV-I  isolates  and  the 
Japanese  virus  isolates  from  ATL  (referred  to  as  ATLV) 
are,  in  fact  the  same  etiological  agent. 

Several  lines  of  evidence  have  supported  the  causal 
relationship  between  HTLV-I/ATLV  and  T cell  malig- 
nancies. At  the  molecular  level,  it  has  been  demon- 
strated that  all  leukemia  cells  from  patients  with  ATL 
contain  the  HTLV-I  provirus,  while  normal  cells  from 
the  same  patient  or  from  patients  with  other  malig- 
nancies do  not.  Secondly,  the  provirus  integration  site 
is  the  same  in  all  cells  of  a given  malignancy,  although 
it  is  different  in  different  patients,  implying  that  the 
integration  event  occurred  before  expansion  of  the 
leukemia  cell  population,  i.e.  it  does  not  represent 
superinfection  of  a pre-existing  malignant  cell.  At  the 
cell  level,  exogenous  infection  of  human  normal 
lymphocytes  from  cord  or  peripheral  blood  results  in 
immortalization  of  a small  fraction  of  these  cells.  These 
in  vitro  transformed  cells  have  many  characteristics  of 


neoplastic  T cells  from  ATL  patients:  they  constitutive- 
ly  synthesize  IL-2  receptors,  have  the  OKT-4+ 
phenotype,  become  independent  of  exogenous  IL-2, 
and  consist  of  cells  with  lobulated  nuclei  and  multi- 
nucleated  giant  cells. 

In  addition  to  the  foregoing  molecular  and  cellular 
evidence,  epidemiological  data  also  strongly  support 
the  role  of  HTLV-I  as  the  causative  agent  of  ATL.  The 
clustering  of  cases  in  southwestern  Japan  initially 
suggested  the  possible  role  of  an  infectious  agent. 
Eventually,  retrovirus-like  particles  were  observed  by 
electron  microscopy  of  cultured  leukemia  cells,  and 
antibody  reactive  with  these  cells  has  been  found  in 
nearly  all  patients  with  ATL.  Conversely,  such  anti- 
bodies have  not  been  found  in  patients  with  other 
malignancies,  and  the  ATL  antibodies  do  not  react 
with  cells  of  other  neoplasms.  Significantly,  a relatively 
high  frequency  of  antibody-positive  healthy  individ- 
uals was  observed  in  regions  of  high  ATL  incidence, 
whereas  a much  lower  occurrence  of  seropositive  indi- 
viduals was  found  in  other  regions  of  Japan.  Subse- 
quent surveys  demonstrated  further  that  most  of  the 
healthy  seropositive  individuals  were  virus  carriers, 
implying  that  ATL  occurred  in  only  a fraction  of  those 
infected  with  the  virus.  Worldwide  surveys  have  re- 
vealed the  existence  of  other  areas  of  endemicity  of 
ATLV/HTLV-I,  namely  the  Caribbean  basin  and  Cen- 
tral Africa.  In  addition,  numerous  sporadic  cases  of  the 
typical  ATL  have  been  studied,  and  anti-HTLV  anti- 
bodies were  observed  in  all  of  these.31 

Biological  and  molecular  studies  have  revealed  that 
the  HTLVs  differ  in  a number  of  significant  ways  from 
previously  known  retroviruses  of  other  animals.  At  the 
level  of  pathogenesis,  retroviruses  generally  have  been 
divided  into  the  chronic  (long  latent  period) 
leukemia/lymphoma-inducing  viruses,  and  the  acute 
leukemia  (short  latent  period),  or  sarcoma-inducing 
viruses.  As  indicated  below,  this  biological  distinction 
has  its  basis  in  the  genetic  differences  between  the  two 
groups.  The  genome  of  the  chronic  leukemia-inducing 
viruses  consists  of  genes  specifying  only  those  proteins 
required  for  virus  replication:  capsid  structural  pro- 
teins ("gag”  gene),  reverse  transcriptase  (“pol”  gene), 
and  envelope  proteins  (“env”  gene),  plus  control  ele- 
ments responsible  for  initiation  of  gene  expression. 
These  viruses  do  not  induce  neoplastic  transformation 
of  cells  in  culture,  and  the  mechanism  of  leuke- 
mogenesis  is  thought  to  involve  activation  of  ex- 
pression of  a cellular  proto-oncogene  by  virtue  of  the 
integration  of  viral  control  elements  next  to  the  ap- 
propriate proto-oncogene.  Leukemic  cells  result,  then, 
only  when  the  viral  genome  has  integrated  at  one  of 
a limited  number  of  chromosomal  sites.  This  may  re- 
quire multiple  rounds  of  virus  infection  and  random 
integration,  consistent  with  the  long  latency  observed 
between  infection  by  this  class  of  virus  and  the  de- 
velopment of  a malignancy. 

Acute  transforming  viruses,  on  the  other  hand,  do 
transform  cells  in  culture,  and  bring  about  trans- 
formation by  virtue  of  the  fact  that  a cellular  proto- 
oncogene has  been  substituted  in  the  viral  genome  in 
place  of  normal  viral  gene(s).  Consequently,  such  vi- 
ruses are  defective,  and  replicate  only  in  the  presence 
of  a “helper"  chronic  leukemia  virus.  Because  the 
cellular  proto-oncogene  has  in  this  way  become,  in  fact, 
a virus  gene,  the  “oncogene,"  it  is  expressed  con- 
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stitutively  under  the  control  oi  virus  regulatory  ele 
ments  along  with  the  remaining  viral  genes,  and  the 
infected  cell  therefore  exhibits  the  transformed 
phenotype  immediately.  In  addition,  the  site  of  integra- 
tion is  not  critical,  since  the  provirus  itself  contains 
all  the  information  needed  for  transformation  or  on- 
cogenesis. 

The  HTLVs  appear  to  exhibit  a third  pattern.32  These 
viruses  are  replication  competent,  but  do  transform 
normal  peripheral  blood  leukocytes  in  culture.  Their 
distinctive  genetic  feature  is  that,  in  addition  to  the 
previously  mentioned  genes  for  replication,  there  is  a 
fourth  gene,  initially  referred  to  as  “X,”  which  subse- 
quently has  been  shown  to  code  for  a protein  (pX) 
which  is  an  activator  of  viral  gene  transcription.33  Be- 
cause it  is  a soluble  product,  it  can  be  “trans-acting,” 
that  is,  it  can  react  with  any  DNA  having  the  ap- 
propriate specific  configuration  or  nucleotide  se- 
quence, regardless  of  its  chromosomal  location.  The 
hypothesis,  then,  is  that  pX  activates  transcription  of 
cellular  gene(s)  which  confer  upon  susceptible  cells  the 
transformed  phenotype.  The  nature  of  such  genes  has 
not  yet  been  identified,  but  they  do  not  appear  to  in- 
clude any  of  the  presently  known  cellular  oncogenes. 

In  summary,  there  is  strong  molecular  and 
epidemiological  evidence  associating  various  viruses 
with  specific  human  malignancies.  Chronic  infection 
with  some  viruses  clearly  is  associated  with  increased 
risk  of  cancer,  although  the  molecular  mechanisms  by 
which  these  viruses  may  cause  cancer  is  not  fully 
understood.  In  many  instances,  viral  activation  of 
cellular  oncogenes  is  an  attractive  hypothesis  as  an 
oncogenic  mechanism.  In  the  case  of  HBV,  vaccine 
trials  now  are  testing  the  hypothesis  that  the  virus 
causes  PHC.  Definitive  testing  of  the  causative  role  of 
other  viruses  in  specific  cancers  is  anticipated  soon. 
Since  the  conversion  of  normal  cells  into  cancerous 
ones  seems  to  be  a multistep  process,  viral  agents  may 
cause  cancer  in  conjunction  with  genetic,  environmen- 
tal, or  other  risk  factors.  However,  the  viral  component 
of  this  process  is  an  attractive  target  for  medical  inter- 
vention, since  it  may  be  eliminated  by  means  of  anti- 
viral chemotherapy  or  a vaccine.  This  approach  may 
be  more  feasible  than  elimination  of  some  ubiquitous 
environmental  carcinogens  or  correction  of  human 
genetic  predispositions  to  cancer. 
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Jesse  Schulman,  M.D.,  Consultant  Lakewood 


Committee  on  Publication 

(Geraldine  Hutner,  Staff  Liaison) 

Frederick  B.  Cohen,  M.D.,  Chairman 


( 1 988)  Newark 

Robert  J.  Gorrell,  Jr.,  M.D.  (1988)  Manahawkin 

A.  Olusegun  Fayemi,  M.D.  (1987)  Teaneck 

Clement  H.  Kreider,  Jr.,  M.D.  (1987)  Ocean 

Robert  M.  MacMillan,  M.D.  (1988)  Browns  Mills 

Leon  G.  Smith,  M.D.  (1987)  Roseland 


Mrs.  Ralph  J.  Fioretti,  Auxiliary  Member 

(1987)  Paramus 

Harry  M.  Carnes,  M.D.,  President-Elect  Ex-officio 

Member  Audubon 

Bernard  Robins,  M.D.,  Secretary,  Ex-officio 

Member  Union 

Arthur  Krosnick,  M.D.,  Editor,  Ex-officio 

Member  Princeton 


Committee  on  Revision  of  Constitution  and  Bylaws 

(Diana  C.  Gore,  Staff  Liaison) 

John  H.  Lifland,  M.D.,  Chairman 

(1987)  Bridgewater 

William  Greifinger,  M.D.,  Vice-Chairman 

(1988)  Belleville 

William  A.  Allgair,  M.D.,  (1987)  South  River 

Michael  M.  Heeg,  M.D.,  (1988)  Trenton 

Pascal  A.  Pironti,  M.D.  (1987)  Summit 

Ford  C.  Spangler,  M.D.  (1987)  Salem 

Mrs.  James  E.  Brennan,  Auxiliary  Member 

(1987)  Cherry  Hill 

Bernard  Robins,  M.D.,  Secretary,  Ex-officio 

Member  Union 

Hillel  M.  Ben-Asher,  M.D.,  Consultant  ..  Morristown 

William  J.  D’Elia,  M.D.,  Consultant  Spring  Lake 

John  S.  Madara,  M.D.,  Consultant  Salem 

Henry  J.  Mineur,  M.D.,  Consultant  Westfield 


Edmund  L.  Erde,  Ph.D.,  Consultant  Camden 

M.  Bernard  Winkler,  M.D.,  Consultant  ....  Fair  Lawn 

Committee  on  Cancer  Control 

(Special  Committee  of  Council  on  Public  Health) 


(Joseph  C.  Lucci,  Staff  Liaison) 

George  J.  Hill,  M.D.,  Chairman  Newark 

Donald  Brief,  M.D.,  Vice-Chairman  Millbum 

Warren  H.  Knauer,  M.D Hillside 

Albert  A.  Pineda,  M.D Clifton 

Harvey  D.  Rothberg,  M.D Princeton 

Benjamin  F.  Rush,  Jr.,  M.D Newark 

Elissa  J.  Santoro,  M.D Irvington 

Donald  K Sass,  M.D Millville 

Eva  B.  Stahl,  M.D Highland  Park 

Harvey  P.  Yeager,  M.D West  Orange 
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| Chris  Friedrich,  Ph.D.,  Student 

Member  Cinnaminson 

Lee  Allen,  Ph.D.,  Alternate 

Student  Member  North  Andover 

Committee  on  Child  Health 

(Special  Committee  of  Council  on  Public  Health) 


(Joseph  C.  Lucci,  Staff  Liaison) 

Glenn  P.  Lambert,  M.D.,  Chairman  Flemington 

James  Q.  Atkinson,  M.D. 1 Vincentown 

Thomas  F.  Bejgrowicz,  M.D Linden 

William  J.  Farley,  M.D Brielle 

Howard  A Jewell,  M.D Ocean  Grove 

Harry  E.  Turse,  M.D Medford 

Theresa  Habuda  Student  Member  Piscataway 


Committee  on  Conservation  of  Vision 
(Special  Committee  of  Council  on  Public  Health) 


(Joseph  C.  Lucci,  Staff  Liaison) 

William  J.  Kustrup,  M.D.,  Chairman  Trenton 

Malcolm  H.  Bloch,  M.D Morristown 

Alfonse  A Cinotti,  M.D Jersey  City 

Samuel  M.  Diskan,  M.D Atlantic  City 

Ralph  A Skowron,  M.D Cherry  Hill 

Saul  M.  Tischler,  M.D Cherry  Hill 

Mrs.  Leonard  Gold,  Auxiliary  Member  . Yardley,  PA 

William  S.  Millar,  Student  Member  Piscataway 

Walter  Moscoso,  Alternate  Student 

Member  Piscataway 

Daniel  B.  Goldberg,  M.D., 

Consultant  Long  Branch 

Committee  on  Drug  and  Alcohol  Abuse 

(Martin  E.  Johnson,  Staff  Liaison) 

Daniel  P.  Greenfield,  M.D.,  Chairman  ....  Short  Hills 

William  J.  Annitto,  M.D Rancocas 

Jorge  L.  Baseara  M.D Trenton 

David  I.  Canavan,  M.D Lawrenceville 

Thomas  R Housekneeht,  M.D Moorestown 

Richard  M.  Liss,  M.D Manville 

Lawrence  L.  Livomese,  M.D Middlesex 

John  Slade,  M.D New  Brunswick 

Kenneth  J.  Weiss,  M.D Camden 

Robin  Cooperstein,  Student  Member  Edison 

Matt  Martin,  Consultant  Trenton 

Riley  Regan,  Consultant  Trenton 

Loretta  B.  Ridolfi,  RP„  Consultant  Trenton 

Richard  J.  Russo,  M.S.P.H.,  Consultant  Trenton 

Robert  Warden,  D.O.,  Consultant  Stratford 

Committee  on  Emergency  Medical  Care 

(Joseph  C.  Lucci,  Staff  Liaison) 

Rudolf  E.  Schwaeble,  M.D.,  Chairman  Mendham 

John  A.  Flood,  Jr.,  M.D.,  Vice-Chairman  Trenton 

Clifford  B.  Blasi,  M.D Sea  Girt 

Jack  R Karel,  M.D Verona 

Dorson  S.  Mills,  M..D Elmer 

Nelson  C.  Walker,  M.D Hackensack 

Robert  L.  Wegryn,  M.D Elizabeth 

Donato  A Colavita  M.D.,  Resident 

Member  West  Orange 

Richard  T.  Cook,  Jr.,  M.D.,  Resident 

Member  Berlin 

Michael  I.  Stanley,  Student 

Member  Upper  Montclair 


Joseph  Kavanaugh,  Consultant  Martinsville 

Heniy  R Liss,  M.D.,  Consultant  Chatham 

Roy  Nickels,  Consultant  Trenton 

Joseph  F.  Slavin,  Consultant  Princeton 


Committee  on  Environmental  Health 

(Special  Committee  of  Council  on  Public  Health) 

(Joseph  C.  Lucci,  Staff  Liaison) 

Stanley  R Lane,  M.D.,  Chairman  Moorestown 

Daniel  N.  Burbank,  M.D Cedar  Grove 

Richard  H.  Musgnug,  M.D Medford  Lakes 

E.  Spencer  Paisley,  M.D Haddon  Heights 

William  I.  Weiss,  M.D Livingston 

Meyer  T.  Weissman,  M.D Jamesburg 

Susan  Kirk  Student  Member  Orange 

Philip  J.G.  Quigley,  M.D., 

Consultant  Point  Pleasant  Beach 

Committee  on  Impaired  Physicians 

(David  I.  Canavan,  M.D.,  Medical  Director) 


Herbert  J.  McBride,  M.D.,  Chairman 

(1987)  Toms  River 

Robert  Altin,  M.D.  (1987)  Voorhees 

Lawrence  F.  Barnet,  M.D.  (1987)  Paterson 

Ann  Beams  (1987)  Cranford 

Edward  M.  Coe,  M.D.  (1987)  Cranford 

Sheila  Walsh  Cogan,  M.D.  (1987)  Red  Bank 

A Vincent  DeRobbio,  M.D.  (1987)  Newark 

Ronald  I.  Forster,  M.D.  (1987)  Union 

Jerrold  Goldstein,  D.O.  (1987)  Bedminster 

Daniel  P.  Greenfield,  M.D.  (1987)  Short  Hills 

A.  Starr  Ingram,  M.D.  (1987)  Westfield 

Boris  G.  Ivovich,  M.D.  (1987)  Clinton 

Doulat  Keswani,  M.D.  (1987)  Ridgewood 

Thomas  J.  Liddy,  M.D.  (1987)  Livingston 

Mrs.  Herbert  J.  McBride  (1987)  Toms  River 

George  J.  Mellendick,  M.D.  (1987)  Perth  Amboy 

George  Pierson,  D.O.  (1987)  Sparta 

Harvey  D.  Straussman,  M.D.  (1987)  Camden 

Robert  M.  Warden,  D.O.  (1987)  Stratford 

Lee  Allen,  Ph.D.,  Student  Member  ....  North  Andover 
Faith  Brosch,  Alternate  Student  Member 

(1987)  Kearny 


Committee  on  Long-Range  Planning  and 
Development 

(Diana  C.  Gore,  Staff  Liaison) 

Bernard  Robins,  M.D.,  Chairman,  Secretary 


(1987)  Union 

Alfred  A Alessi,  M.D.  (1987)  Hackensack 

William  J.  D’Elia  M.D.  (1987)  Spring  Lake 

Louis  L.  Keeler,  M.D.  (1987)  Collingswood 

Austin  H.  Kutscher,  Jr.,  M.D.  (1987)  Flemington 

John  H.  Lifland,  M.D.  (1987)  Bridgewater 

Philip  J.  LoPresti,  M.D.  (1987)  Haddon  Heights 

Thomas  E.  Mattingly,  Jr.,  M.D. 

(1988)  Mount  Holly 

Frank  R Romano,  Sr.,  M.D.  (1987)  Dunellen 

Ralph  A Skowron,  M.D.  (1987)  Cheny  Hill 

Committee  on  Maternal  and  Child  Care 

(Joseph  C.  Lucci,  Staff  Liaison) 

Peter  A Beaugard,  M.D.,  Chairman  Flemington 

Thomas  RC.  Sisson,  M.D.,  Vice-Chairman  . Newark 
Howard  D.  Arkans,  M.D Burlington 
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Hugo  M.  Cardullo,  M.D Pompton  Plains 

Caterina  A.  Gregori,  M.D Livingston 

Gerard  F.  Hansen,  M.D Hackensack 

John  T.  Harrigan,  M.D New  Brunswick 

Thomas  A.  Noone,  M.D.  Haddonfield 

James  P.  Thompson,  M.D Upper  Montclair 

Manuel  Alvarez,  M.D.,  Resident  Member  ...  Hoboken 

Scott  Eber,  M.D.,  Resident  Member  Edgewater 

George  J.  Halpin.  M.D.,  Consultant  Trenton 


Committee  on  Medical  Aspects  of  Sports 

(Joseph  C.  Lucci,  Staff  Liaison) 


Christine  E.  Haycock,  M.D.,  Chairman  Newark 

Frank  L.  Barham,  M.D Iselin 

Norman  W.  Garwood,  M.D Crosswicks 

Paul  J.  Hirsch,  M.D.,  Second 

Vice-President  Bridgewater 

Kenneth  N.  Kunzman,  M.D Somerville 

Glenn  P.  Lambert,  M.D Flemington 

Allan  M.  Levy,  M.D Westwood 

Warren  F.  McDonald,  Jr., 


M.D Cape  May  Court  House 


Vincent  K Mclnemey,  M.D Paterson 

Gary  J.  Savatsky,  M.D Hackensack 

Steven  M.  Stoller,  M.D Ridgewood 

Michael  Mateo,  Student  Member  Mahwah 

Abner  West,  Consultant  Short  Hills 


Committee  on  Occupational  Health,  Worker’s 

Compensation  and  Rehabilitation 

(Special  Committee  of  Council  on  Medical  Services) 


(Joseph  C.  Lucci,  Staff  Liaison) 

Robert  V.  McCormick,  M.D., 

Chairman  Morristown 

Andrew  G.  Hudacek,  M.D., 

Vice-Chairman  Morristown 

George  P.  Bisgeier,  M.D Newark 

Maurice  E.  Goldman,  M.D New  York,  NY 

J.  Campbell  Howard,  Jr„  M.D Mountainside 

M.  Noel  Jennings,  M.D Princeton 

Bertram  M.  Kummel,  M.D Morristown 

Edwin  A.  Turner,  Jr.,  M.D New  York,  NY 

Mathilda  R Vaschak,  M.D North  Plainfield 

Edward  Leone,  Student  Member  Irvington 

Joseph  A.  Lepree,  M.D.,  Consultant  Colts  Neck 

John  S.  Tobin,  M.D.,  Consultant  Princeton 


Statewide  HMO/IPA  Feasibility  Committee 

(Joseph  C.  Lucci,  Staff  Liaison) 

Bernard  Robins,  M.D.,  Chairman , 

Secretary  Union 

Arthur  Bernstein,  M.D South  Orange 

Churchill  L.  Blakey,  M.D Wenonah 

Harry  M.  Carnes,  M.D.,  President-Elect  Audubon 

Ralph  J.  Fioretti,  M.D Rochelle  Park 


Frank  Gingerelli,  M.D Hackensack 

Paul  J.  Hirsch,  M.D.,  Second 

Vice-President  Bridgewater 

Alvin  I.  Kaplan,  M.D Bound  Brook 

Fred  M.  Palace,  M.D Mendham 

Gerald  H.  Rozan,  M.D Wayne 

Edward  A.  Schauer,  M.D.,  President  ....  Farmingdale 

Jerome  B.  Cohen,  D.O.,  Consultant  Willingboro 

Henry  J.  Mineur,  M.D.,  Consultant  Westfield 

R Gregory  Sachs,  M.D.,  Consultant  Summit 

Peer  Review  Oversight  Committee 

(Vincent  A.  Maressa,  Staff  Liaison) 

Robert  Weierman,  M.D South  Ocean 

Alfred  A.  Alessi,  M.D Hackensack 

Bernard  Gardner,  M.D Hackensack 

George  T.  Hare,  M.D Haddon  Heights 

A.  Ralph  Kristeller,  M.D Millbum 

John  J.  LoCurto,  Jr.,  M.D Hackensack 

Emmons  G.  Paine,  M.D Voorhees  Township 

Irving  P.  Ratner,  M.D Willingboro 

Benjamin  F.  Rush,  Jr.,  M.D Newark 

Andrew  B.  Weiss,  M.D Roseland 


Ad  Hoc  Committee  on  Reimbursement  Policies 

(Joseph  C.  Lucci,  Staff  Liaison) 

Alfred  A.  Alessi,  M.D.,  Chairman  Hackensack 

Emanuel  Abraham,  M.D Neptune 

Anthony  P.  Caggiano,  Jr.,  M.D Glen  Ridge 

John  P.  Capelli,  M.D Haddonfield 

Michael  J.  Doyle,  M.D Neptune 

Ames  L.  Filippone,  Jr.,  M.D Morristown 

William  V.  Harrer,  M.D Camden 

Winton  H.  Johnson,  M.D Sparta 

William  J.  Kane,  M.D Morristown 

Jon  Marsicano,  M.D Iselin 

Frank  J.  Primich,  M.D West  New  York  I 

R Gregory  Sachs,  M.D Summit 

Gerald  H.  Rozan,  M.D Wayne 

Charles  L.  Cunniff,  M.D.,  Consultant  Newark 

Henry  J.  Mineur,  M.D.,  Consultant  Westfield 


Task  Force  Coalition  with  Senior  Citizens 

(Diana  C.  Gore,  Staff  Liaison) 

A Ralph  Kristeller,  M.D.,  Chairman. 

1st  Judicial  District  Vice-Chairman  Millbum 

Joseph  W.  Bitsack,  M.D.,  2nd  Judicial 

District  Vice-Chairman  Hackensack 

O.  Andrei  Kaczala,  M.D.,  3rd  Judicial 

District  Vice-Chairman  Perth  Amboy 

Emmons  G.  Paine,  M.D.,  4th  Judicial 

District  Vice-Chairman  Voorhees  Township 

Churchill  L.  Blakey,  M.D.,  5th  Judicial 

District  Vice-Chairman  Wenonah 


ADMINISTRATIVE  COUNCILS — 

Council  on  Legislation 

(June  O'Hare,  Staff  Liaison) 

Irving  P.  Ratner,  M.D.,  Chairman 

(1988)  Willingboro 


Howard  H.  Lehr,  M.D.,  Vice-Chairman 


(1987)  Fanwood 

L.  Willis  Allen,  M.D.  (1987)  ! Millville 

Churchill  L.  Blakey,  M.D.  (1987)  Wenonah 
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Anthony  P.  Caggiano,  Jr.,  M.D.  (1988)  ..  Glen  Ridge 

Thomas  J.  Connolly,  Jr.,  M.D.  (1988)  Jersey  City 

William  J.  D'Elia,  M.D.  (1987)  Spring  Lake 

Anthony  J.  DiCroce,  M.D. 

(1987)  Point  Pleasant  Beach 

David  M.  MacPeek,  M.D.  (1987)  Lakewood 

S.  Stuart  Mally,  M.D.  (1988)  Atlantic  City 

Joseph  N.  Micale,  M.D.  (1987)  North  Bergen 

Bernard  Rineberg,  M.D.  (1987)  New  Brunswick 

Gabriel  F.  Sciallis,  M.D.  (1988)  Mercerville 

Irving  Weiss,  M.D.  (1988)  Pompton  Plains 

Mrs.  Joseph  N.  Micale,  Auxiliary  Member 

(1987)  Tenafly 

William  D.  Salerno,  M.D.,  Resident  Member 

(1987)  Saddle  Brook 

Kevin  J.  Kerlin,  Student  Member 

(1987)  Maplewood 

Frank  Gingerelli,  M.D.,  Consultant  Hackensack 

R Gregroy  Sachs,  M.D.,  Consultant  Summit 

Committee  on  Medical  Services 

(Joseph  C.  Lucci,  Staff  Liaison) 

Joseph  W.  Fleisher,  M.D.,  Chairman 


(1988)  Scotch  Plains 

Richard  H.  Sharrett,  M.D.,  Vice-Chairman 

(1987)  Plainfield 

Churchill  L.  Blakey,  M.D.  (1987)  Wenonah 

Joel  S.  Cherashore,  M.D.  (1988)  Nutley 

John  S.  Madara,  M.D.  (1987)  Salem 

Albert  Minzter,  M.D.  (1988)  Roselle  Park 

John  S.  Pastore,  M.D.  (1987)  Vineland 

Lindsay  L.  Pratt  M.D.  (1988)  Camden 

Robert  S.  Rigolosi,  M.D.  (1988)  Paramus 

Herman  M.  Robinson,  M.D.  (1987)  Livingston 

Joseph  W.  Sokolowski,  Jr.,  M.D. 

(1987)  Cherry  Hill 

Matthew  J.  Speesler,  M.D.  (1987)  Somerset 

B.  Ralph  Wayman,  Jr.,  M.D.  (1988)  Yardley,  PA 

Frank  A.  Wolf,  M.D.  (1987)  Phillipsburg 

Harry  M.  Carnes,  M.D.,  President-Elect 

Ex-officio  Member  Audubon 

Victor  H.  Boogdanian,  M.D., 

Consultant  New  Brunswick 

Karl  T.  Franzoni,  M.D.,  Consultant  Trenton 

Jeffrey  M.  Solomon,  M.D.,  Consultant  Vineland 

Robert  H.  Stackpole,  Consultant  Roselle 


Council  on  Mental  Health 

(Joseph  C.  Lucci,  Staff  Liaison) 

William  H.  Bristow,  Jr.,  M.D.,  Chairman 


(1988)  Ridgewood 

Thomas  R Houseknecht,  M.D.,  Vice-Chairman 

(1987)  Moorestown 

Robert  Berkowitz,  M.D.  (1987)  Lakewood 

Churchill  L.  Blakey,  M.D.  (1987)  Wenonah 

Morton  Friedman,  M.D.  (1988)  Millbum 

N.J.  George,  M.D.  (1988)  Vineland 

Joseph  J.  Kline,  M.D.  (1987)  Trenton 

William  R Nadel,  M.D.  (1987)  Plainfield 

Rita  R Newman,  M.D.  (1988)  Short  Hills 


Gerald  H.  Rozan,  M.D.  (1987)  Wayne 

Kenneth  J.  Rubin,  M.D.  (1988)  Long  Branch 

Ralph  J.  Fioretti,  M.D.,  Ex-ojfficio 

Member  Rochelle  Park 

Harry  H.  Brunt,  Jr.,  M.D.,  Consultant  Wall 

Arnold  M.  Kallen,  M.D.,  Consultant  Piscataway 

Martin  H.  Weinberg,  M.D., 

Consultant  West  Trenton 


Council  on  Public  Health 

(Joseph  C.  Lucci,  Staff  Liaison) 

Charles  J.  Moloney,  M.D.,  Chairman 

(1987)  Moorestown 

Richard  C.  Reynolds,  M.D.,  Vice-Chairman 

(1987)  Piscataway 

David  J.  Blackman,  M.D.  (1987)  Wayne 

Thomas  E.  Desmond,  M.D.  (1988)  Edison 

Albert  Ehrlich,  M.D.  (1988)  Fort  Lee 

A.  Bradford  Judd,  M.D.  (1987)  Shrewsbury 

Henry  A.  Katz,  M.D.  (1988)  Sparta 

Glenn  P.  Lambert,  M.D.  (1987)  Flemington 

Richard  R Lorber,  M.D.  (1988)  Kenilworth 

William  Pawluk,  M.D.  (1988)  Medford 

Narasimhaloo  Venugopal,  M.D.  (1987)  Vineland 

Joseph  P.  Zawadsky,  M.D.  (1988)  Princeton 

Mrs.  Charles  J.  Moloney,  Auxiliary  Member 

(1987)  Moorestown 

Eleanor  A.  Gonnella,  M.D.,  Resident  Member 

(1987)  Bloomfield 

Kimberly  Snyder,  Student  Member 

(1987)  Irvington 

Palma  E.  Formica,  M.D.,  First  Vice-President 

Ex-ojficio  Member  Old  Bridge 

Ronald  Altman,  M.D.,  Consultant  Trenton 

Council  on  Public  Relations 

(Martin  E.  Johnson,  Staff  Liaison) 

Louis  G.  Bosco,  M.D.,  Chairman  (1987)  Clifton 

Joseph  W.  Bitsack,  M.D.,  Vice-Chairman 

(1987)  Hackensack 

Charles  H.  Amoldi,  Jr.,  M.D.  (1988)  . South  Orange 

Christopher  Babigian,  M.D.  (1987)  Paramus 

Harry  H.  Brunt,  Jr.,  M.D.  (1988)  Neptune 

Michael  M.  Heeg,  M.D.  (1987)  Trenton 

O.  Andrei  Kaczala  M.D.  (1988)  Perth  Amboy 

John  J.  Pastore,  M.D.  (1987)  Vineland 

Frank  J.  Primich,  M.D.  (1987)  West  New  York 

R Gregory  Sachs,  M.D.  (1988)  Summit 

Blackwell  Sawyer,  Jr.,  M.D.  (1988)  ....  Point  Pleasant 

Jeffrey  M.  Solomon,  M.D.  (1987)  Vineland 

Mrs.  Rodolfo  C.  Pascual,  Auxiliary  Member 

(1987)  Moorestown 

Louis  Tsarouhas,  Student  Member 

(1987)  Piscataway 

Nicholas  Namias,  Alternate  Student  Member 

(1987)  Englewood  Cliffs 

Paul  J.  Hirsch,  M.D.,  Second  Vice-President 

Ex-ojjicio  member  Bridgewater 

Frank  J.  Malta,  M.D.,  Consultant  Toms  River 

Edwin  W.  Messey,  M.D.,  Consultant  Willingboro 
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Office  of  Consumer  Health  Education 
Department  of  Environmental 
and  Community  Medicine 
Rutgers  Medical  School 
University  of  Medicine  and 
Dentistry  of  New  Jersey 

ENVIRONMENTAL  AND 
OCCUPATIONAL  HEALTH 
INFOLINE 

IS  A WAY  TO  HELP  YOU  GET  INFORMATION 
ABOUT  ENVIRONMENTAL  OR  JOB-RELATED 
HEALTH  ISSUES.  WE’LL  TRY  TO  ANSWER  YOUR 
QUESTIONS  OR  REFER  YOU  TO  ANOTHER 
ORGANIZATION  THAT  MAY  BE  ABLE  TO  HELP. 

CALL  TOLL-FREE 
800-223-4630 

9 AM  TILL  4 PM 
Monday  through  Friday 

The  kinds  of  questions  we  can  best  respond  to  are  for 
information  about  environmental  or  job-related  health  topics, 
NOT  for  specific  medical  problems.  And  sometimes  a 
clear  answer  may  not  be  known — even  by  scientists  or  doctors — 
but  we’ll  do  our  best  to  get  you  the  available  facts. 


INFOline  is  a service  of  the  Environmental  and  Occupational  Health 
Information  Program  (EOHIP)  Office  of  Consumer  Health  Education 
Department  of  Environmental  and  Community  Medicine 
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Suspension 
250  mg/5  ml 


500-mg  Pulvules 


250-mg  Pulvules 


Oral 
Suspension 
125  mg/5  ml 


Keflex* 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 
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Trustees ’ Minutes;  UMDNJ 
Notes;  New  Members; 
Physicians  Seeking 
Location  in  New  Jersey 


Trustees’  Minutes 

A regular  meeting  of  the  Board  of 
Trustees  was  held  on  Sunday,  July 
20,  1986,  at  the  Executive  Offices  in 
Lawreneeville.  Detailed  minutes  are 
on  file  with  the  secretary  of  your 
county  society.  A summary  of  sig- 
nificant actions  follows: 

Introduction  of  Student  Member 

. . . Welcomed  Pamela  M.  Antoniuk, 
of  Newark  Medical  School,  who  will 
serve  as  the  student  representative 
on  the  MSNJ  Board  of  Trustees  for 
the  1986  to  1987  term. 

Report  of  Executive  Director  . . . 

(1)  MSNJ  1986  Paid  Membership 

. . . Noted  that  paid  memberships 
totalled  7,246. 

(2)  Legislative  Report  . . . 

(a)  Professional  Liability . . . Noted 
that  a package  of  liability  reform 
bills  supported  by  MSNJ  has  passed 
in  the  Assembly  and  attempts  are 
being  made  to  move  the  Senate  ver- 
sion of  the  bills  into  a similar  posi- 
tion. 

(b)  Physical  Therapy  . . . Noted 
that  S-2647,  a physical  therapy  bill, 
is  highly  favorable  to  physicians. 

(c)  Nurse  Practice  . . . Noted  that  a 
bill  concerning  nurse  practice  will 
be  withdrawn  by  the  sponsor. 

(d)  Medicare  Participation  and 
Listings  . . . Noted  that  after  dis- 
cussion of  physicians  participating 


in  Medicare  assignment,  mention 
was  made  of  MSNJ  efforts  to  protect 
the  interest  of  physicians  regarding 
legislative  issues  and  encourage- 
ment of  voluntary  contributions  for 
political  action. 

(e)  Medicare  Fee  Freeze  . . . Noted 
that  MSNJ  is  sending  mailgrams  to 
federal  legislators  asking  them  to 
vote  in  support  of  removal  of  the 
Medicare  fee  freeze. 

(3)  Regulatory  Report  . . . 

(a)  Physical  Therapy:  Approved  the 
following  recommendation: 

That  MSNJ  file  a suit  against  the  State 
Board  of  Physical  Therapists,  challeng- 
ing the  physical  therapy  regulation. 

(b)  Nurse  Anesthetists  . . . Ap- 
proved the  following  recommenda- 
tion: 

That  MSNJ  formally  oppose  the  State 
Board's  proposal  on  nurse  anesthetists, 
based  on  the  position  that  nurse  anes- 
thetists should  be  supervised  by  an  anes- 
thesiologist, with  the  ratio  being  no  more 
than  two  nurses  per  anesthesiologist, 
and  that  the  anesthesiologist  not  be 
otherwise  occupied  in  the  delivery  of 
anesthesia  and  be  within  audiovisual 
contact  of  the  operating  room. 

(c)  Professional  Liability/ Contin- 
uing Medical  Education  . . . Dis- 
cussed the  possibility  of  a CME 
course  related  to  professional  lia- 
bility, and  legal  and  ethical  ques- 
tions. 

(d)  Relicensure  Examination  . . . 

Noted  that  the  Ralph  Nader  group 
and  its  local  state  affiliations  are 
undertaking  to  mandate  the  relicen- 
sure examining  of  physicians. 

(e)  Reporting  of  AIDS  . . . Agreed 
that  written  informed  consent 
should  not  be  extended  to  proce- 
dures which  do  not  have  an  in- 
herent risk  to  the  patient,  i.e.  HTLV- 
III  ELISA  test. 

(f)  Preadmission  Certification  . . . 

Noted  that  five  carriers  are  author- 
ized to  engage  in  preadmission  cer- 
tification: Blue  Cross  of  New  Jersey; 
Connecticut  General  Life  Insurance 
Company:  Home  Life  Insurance 

Company;  Provident  Life  and  Acci- 
dent Insurance  Company;  and 
Prudential  Insurance  Company  of 
America 

(g)  Utilization  Review  . . . Agreed 
that  utilization  review  should  be 
performed  by  independent  physi- 
cian review  organizations. 

(5)  Legal  Matters  . . . 

(a)  Hospital  Staff  Privileges  . . . 
Noted  that  the  courts  found  the 


Saint  Barnabas  ruling  arbitrary  and 
did  not  meet  the  criterion  for 
reasonable  rules  by  a hospital;  and 
the  ruling  for  the  Valley  Hospital  was; 
found  to  be  arbitrary  and  capricious, 
and  did  not  meet  the  standards  for 
a reasonable  regulation. 

(b)  Professional  Ethics  . . . Auth 
orized  Legal  Counsel  to  appear 
amicus  in  support  of  the  Advisory 
Committee’s  position  regarding  the 
practice  in  the  Department  of  the 
Attorney  General  of  having  at- 
torneys serve  as  prosecutor  and  ad- 
visor to  the  SBME  and  of  conduct- 
ing impartite  discussions  with  the 
SBME  President  concerning  dis- 
ciplinary proceedings. 

NJ  Hospital  Association  . . . 

(1)  Monthly  Report  . . . Received 
for  its  information,  the  monthly  re- 
port. 

(2)  International  Hospital  Federa- 
tion . . . Approved  the  following  rec- 
ommendation: 

That  MSNJ  sponsor  and  host  an  evening 
reception  and  dinner  for  the  Interna- 
tional Hospital  Federation  visit  partici- 
pants on  Tuesday,  April  7,  1987. 

I 

Council  on  Mental  Health  . . . Re- 
jected the  Council’s  resolution  on 
psychiatry  because  it  was  not  accep- 
table as  a standard  of  medical  care 
and  referred  it  back  to  the  Council 
for  review  and  possible  rewording. 
Committee  on  Membership  Ser- 
vices . . . Noted  that  the  Princeton 
Insurance  Company  did  not  accept 
an  invitation  to  the  meeting  of  the 
Committee. 

Ad  Hoc  Committee  on  AIDS  . . . Ap- 
proved the  following  as  an  official 
policy  statement  on  AIDS: 

1.  Publicize  the  many  services  available 
through  the  AMA  for  physicians  and  for 
the  general  public. 

2.  Support  the  American  Academy  of 
Pediatrics’  Guidelines  for  the  education 
of  children  affected  with  AIDS. 

3.  Restate  the  belief  that  those  consid- 
ered at  high  risk  for  developing  AIDS 
should  not  donate  blood,  blood  products, 
sperm,  organs,  and  milk. 

4.  Those  wdth  AIDS  or  AIDS-related  con- 
ditions notify  their  physicians,  dentists, 
and  sexual  partners  to  ensure  proper 
measures  to  help  prevent  the  disease 
from  spreading. 

5.  Those  with  a positive  HTLV-III  anti-  ! 
body  test  should  act  as  if  they  are  con- 
tagious, and  inform  all  of  their  known 
sexual  partners. 
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j 6.  Counseling  should  be  made  available 
for  these  patients  and  for  their  contacts. 

I 7.  A comprehensive  statewide  policy  on 
AIDS  be  developed. 

8.  Support  proper  epidemiological  stud- 
ies that  will  define  specific  risks  in 
groups  with  potentially  high  exposure. 

! 9.  That  the  Medical  Society  of  New  Jer- 
! sey  should  seek  legislation  whereby  a 
physician  who,  in  his  or  her  medical 
judgment,  deems  it  necessary  to  advise 
the  spouse  or  sexual  partner  of  a known 
AIDS  patient  of  that  fact,  shall  be  granted 
legal  immunity  for  making  such  a dis- 
closure. 

Also,  directed  that  the  State  Depart- 
ment of  Health  be  urged  to  recog- 
nize AIDS  as  a communicable  dis- 
ease and  petition  the  legislature  for 
the  funds  needed  to  conduct  proper 
epidemiology  studies. 

Ad  Hoc  Committee  on  Health  Care 
Reimbursement  Policies  . . . 

( 1 ) Financial  Assistance  for  Organ 
Transplants  . . . Postponed  a deci- 
sion on  the  recommendation  of  the 
Committee  on  this  item,  pending  a 
formal  opinion  from  Dr.  Bergen  or  a 
representative  of  one  of  the  medical 
schools. 

( 2 ) Medicare  Reimbursement  Poli- 
cies . . . Noted  that  MSNJ’s  Resolu- 
tion #25  (1986)  which  dealt  with 
Medicare  reimbursement  delay  was 
adopted. 

AMA  Annual  Meeting  . . . 

( 1 ) Summary  of  House  Actions  . . . 

Received  a summary  of  the  actions 
of  the  AMA  House  of  Delegates. 

(2)  Activities  of  the  New  Jersey 
Delegation  . . . 

(a)  Medical  Student  and  Resident 
Credentialed . . . Noted  that  a medi- 
cal student  and  resident  were  cre- 
dentialed as  alternate  delegates  due 
to  illness  of  several  members  of  the 
AMA  Delegation. 

(b)  Great  Lakes  States  Coalition 

. . . Noted  that  New  Jersey  partici- 
pated in  the  Great  Lakes  States 
Coalition  for  the  purpose  of  inter- 
viewing candidates  for  AMA  office. 

(c)  Memorial  Resolution  . . . Noted 
that  a memorial  resolution  in  mem- 
ory of  Armando  F.  Goracci,  M.D.,  was 
introduced. 

(d)  Referrals  from  MSNJ  House  of 
Delegates  . . . 

(1)  Equality  in  Testing  Foreign 
Medical  Graduates  . . . Noted  that 
Report  Z of  the  AMA  Board  of 
Trustees  was  adopted  as  amended 


in  lieu  of  New  Jersey’s  resolution. 

(2)  PRO  Denial  Notices  . . . Re- 
ferred this  resolution  to  the  AMA 
Board  of  Trustees  for  action.  Note: 
This  resolution  seeks  an  amend- 
ment to  the  PRO  law  requiring  PRO 
agents  or  employees  to  notify  pa- 
tients verbally  within  30  days  of  an 
admission  or  continued  stay  denial, 
assuming  responsibility  for  the  de- 
cision and  fully  answering  the  pa- 
tient’s questions. 

(3)  Opposition  to  HCFA  Reim- 
bursement Delay  . . . Noted  that  the 
AMA  House  adopted  the  following 
substitute  resolution: 

Resolved,  that  the  AMA  seek  means  by 
which  the  problem  of  delayed  Medicare 
reimbursements  for  physicians'  services 
can  be  ameliorated,  and  express  its  con- 
cern and  displeasure  to  the  Health  Care 
Financing  Administration  about  the 
practice  of  slowing  payment  of  Medicare 
claims  (including  the  recent  consider- 
ation of  a 28-day  payment  cycle),  which 
would  place  an  unwarranted  financial 
burden  upon  the  elderly,  the  practi- 
tioners, and  facilities  which  serve  senior 
citizens:  and  be  it  further 

Resolved,  that  the  AMA  attempt  to  de- 
velop model  state  legislation  to  establish 
incentives  and/or  penalties  among  pri- 
vate and  public  third-party  payors 
toward  rectifying  the  problem  of  delayed 
insurance  reimbursements;  and  be  it 
further 

Resolved,  that  reasonable  interest  should 
begin  on  uncontroverted  claims  not  later 
than  30  days  following  receipt  by  the 
payor. 

(4)  Veterans’  Care  . . . Noted  that 
the  AMA  House  of  Delegates  adopted 
the  following  substitute  resolution: 

Resolved,  that  the  AMA  Board  of  Trustees 
review  the  impact  of  recent  changes  in 
Veterans  Administration  Policy  to  make 
greater  utilization  of  existing  community 
resources  and  the  effects  of  recently 
enacted  provisions  of  the  Consolidated 
Omnibus  Budget  Reconciliation  Act  of 
1985,  PL  99-272,  placing  limitations  on 
the  eligibility  of  veterans  for  VA  care,  and 
report  back  to  the  House  of  Delegates  at 
the  December  1986  meeting. 

(5)  Fairness  in  Cost  Containment 

. . . Noted  that  a resolution  calling 
upon  the  AMA  to  petition  Congress 
to  require  all  vendors  and  manufac- 
turers of  medical  supplies  to  share 
in  cost  containment  equal  to  the 
constraints  placed  upon  the  medical 
profession  was  referred  to  the  AMA 
Board  of  Trustees  for  report. 

(3)  AMA  Board  Officers  . . . Noted 
new  AMA  Board  officers:  Alan  R 
Nelson,  M.D.,  chairman;  John  J. 


Ring,  M.D.,  vice-chairman;  and 
George  L.  Collins,  Jr.,  M.D.,  secretary- 
treasurer. 

(4)  AMA  Dues  . . . Noted  that  there 
will  be  no  increase  in  AMA  dues  for 
1987. 

(5)  Young  Physicians  Section  . . . 

Approved  the  proposal  to  establish  a 
special  Section  on  Young  Physicians 
of  MSNJ. 

(6)  Membership  Recruitment  . . . 

Noted  that  Dr.  Carolyn  Watson  was 
commended  for  her  efforts  in  re- 
cruiting 23  new  AMA  members. 

(7)  Financing  Health  Care  for  the 
Elderly  . . . Noted  that  the  AMA 
House  adopted  a proposal  to  replace 
the  federal  Medicare  program  with  a 
new  program  to  finance  health  care 
for  the  elderly. 

(8)  Delegation  Appearance  at  the 
Local  Level  . . . Noted  that  mem- 
bers of  the  delegation  would  be 
happy  to  address  physicians  on 
AMA  issues. 

AMA  Hospital  Medical  Staff  Sec- 
tion Assembly  Meeting  . . . 

(1)  Summary  of  Actions  . . . Re- 
ceived as  information  a summary  of 
actions  and  resolutions. 

(2)  Commendation  to  AMA  Del- 
egation . . . Noted  that  Dr.  A.  Ralph 
Kristeller  commended  the  New  Jer- 
sey AMA  Delegation  for  its  work 

(3)  HMSS  Election  . . . Noted  that 
Dr.  Kristeller  was  unsuccessful  in 
his  attempt  to  seek  election  to  the 
AMA  Hospital  Medical  Staff  Section 
Governing  Council. 

(4)  PRO/URO  Attestation  . . . 
Noted  that  a resolution  requesting 
the  AMA  to  urge  that  HCFA  require 
PROs  to  provide  a report  to  a cited 
physician,  with  an  attestation 
signed  by  all  reviewers,  that  is  based 
on  a complete  review  of  the  patient's 
chart  and  that  a reviewing  physi- 
cian’s experience  encompass  a simi- 
lar scope  of  practice  was  referred  to 
the  AMA  Board  of  Trustees  for  study 
and  report. 

(5)  Bylaws  as  a Contract . . . Noted 
that  the  AMA  adopted  a report  re- 
viewing AMA  policy  and  current 
status  of  the  medical  staff  in  its  rela- 
tions with  the  hospital. 

JEMPAC  Board  of  Directors  . . . 

( 1 ) Voter  Registration  Program 

. . . Approved  the  following  rec- 
ommendation: 

That  the  Board  of  Trustees  approve  a 
special  grant  to  the  Auxiliary  of  approx- 
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imately  $2,000  for  the  procurement  of 
county  voter  registration  lists. 

(2)  MedAC/JEMPAC  Solicitation 

. . . Noted  that  membership  mail- 
ings will  be  made  for  MedAC  funds 
and  for  JEMPAC  contributions. 

State  Board  of  Medical  Examiners 

. . . Noted  the  written  report  from 
Douglas  M.  Costabile,  M.D.,  wherein 
he  stated  the  SBME  opposition  to 
MSNJ’s  resolution  seeking  passage 
of  regulation  or  legislation  to 
authorize  allied  medical  personnel 
to  administer  subcutaneous  in- 
tramuscular and  intradermal  injec- 
tions and  perform  skin  tests  under 
physician  observation,  direction, 
and  supervision. 

1986  Annual  Meeting  . . . 

{ 1 ) Coalition  for  Liability  Tort  Re- 
form . . . Approved  the  following  rec- 
ommendation: 

That  the  Board  of  Trustees  authorize  the 
Society  to  contribute  $10,000  for  the  tort 
reform  project.  (The  money  will  be  drawn 
from  MedAC  funds,  and  will  be  used  for 
lobbying  and  public  relations  programs 
directed  toward  passage  of  tort  reform 
legislation.) 

(2)  Equality  in  Testing  Foreign 
Medical  Graduates  . . . Noted 
MSNJ’s  letter  stating  that  fully 
qualified  foreign  graduates  should 
be  permitted  to  sit  for  the  National 
Board  of  Medical  Examiners  Certify- 
ing Examination  was  acknowledged 
by  the  President  of  the  NBME. 

(3)  Recognition  of  NJ  Federation 
of  Physicians  and  Dentists  . . . 
Noted  the  letter  from  S.  William  Kalb, 
M.D.,  of  Essex  County,  stating  phy- 


sicians in  his  county  have  joined  the 
Federation. 

(4)  Smoking  in  Hospitals  . . . 

Noted  MSNJ's  efforts  to  eliminate 
smoking  in  acute  care  hospitals  in 
New  Jersey. 

(5)  Reimbursement  for  Screening 
Mammography  by  Third-Party  Pay- 
ers . . . Noted  responses  have  been 
received  from  U.S.  Healthcare,  Blue 
Cross  and  Blue  Shield,  HIP  of  New 
Jersey,  Health  Insurance  Associa- 
tion of  America  concerning  this 
item. 

(6)  Veterans  Administration  Pilot 
Project  . . . Noted  that  Congress- 
man James  J.  Howard  maintains  his 
support  of  a veterans  clinic  in  Ocean 
County. 

(7)  Medicare  Reimbursement  . . . 

Noted  MSNJ’s  concern  with  HCFA’s 
decision  to  move  to  a 28-day  reim- 
bursement cycle  for  Medicare  bene- 
ficiaries. 

(8)  Medicare  or  Any  Third-Party 
Assignment  as  a Condition  of  State 
Licensure  . . . Noted  MSNJ’s  deci- 
sion to  support  Massachussetts 
physicians  in  their  opposition  to  the 
law  mandating  Medicare  partici- 
pation. 

New  Business  . . . 

( 1 ) Resolution  To  Limit  Number  of 
Individual  Delegate  Resolutions 

. . . Will  send  a letter  to  Essex  Coun- 
ty Medical  Society  advising  them 
that  to  require  individual  delegates 
to  submit  no  more  than  two  resolu- 
tions before  any  meeting  of  the 
House  would  require  an  MSNJ  bylaw 
amendment. 

(2)  Health  Policy  Agenda  Imple- 
mentation Contribution  . . . Auth- 
orized a contribution  of  $2,500  to 


cover  implementation  activities  of 
the  Health  Policy  Agenda 

Correspondence  . . . Received  and 
filed  correspondence  from  James  E. 
George,  M.D.,  J.D.,  J.  Richard  Gold- 
stein, M.D.,  President  of  Union 
County  Medical  Society,  Faith  K. 
Goldschmidt,  Mrs.  Myles  C.  Mor- 
rison, Alan  R Nelson,  M.D.,  William 
Alexander,  M.D.,  and  Donald  T. 
Lewers,  M.D. 


UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 
President 

The  University  recently  achieved  a 
major  milestone  when  the  State 
Board  of  Higher  Education  gave  us 
approval  to  establish  a unified,  four- 
year  UMDNJ-School  of  Osteopathic 
Medicine  on  a single  campus  in 
Stratford  and  encouraged  changes 
that  will  strengthen  our  allopathic 
program  in  the  region,  the  UMDNJ- 
Robert  Wood  Johnson  Medical 
School  in  Camden. 

The  restructuring  will  mark  the 
end  of  our  split-campus  programs, 
whereby  first-  and  second-year  os- 
teopathic students  receive  their 
basic  science  education  in  Piscata- 
way  at  RWJMS  and  then  transfer  for 
clinical  years  three  and  four  to  Strat- 
ford, the  site  of  their  teaching  hospi- 
tal—Kennedy  Memorial  Hospital- 
University  Medical  Center. 

To  accommodate  the  osteopathic 
students  in  Piscataway,  the  first- 
and  second-year  students  enrolled 
in  RWJMS  at  Camden  program  cur- 
rently are  educated  at  the  UMDNJ- 
New  Jersey  Medical  School  in  New- 
ark. These  students  relocate  to  Cam- 
den for  years  three  and  four  at  their 
teaching  facility — Cooper  Hospital/ 
University  Medical  Center. 

The  establishment  of  a full,  four- 
year  osteopathic  program  in  Strat- 
ford will  permit  RWJMS  at  Camden 
students  currently  in  Newark  to  take 
their  first  two  years  in  Piscataway  at 
the  school  in  which  they  are  en- 
rolled. 

Each  year,  RWJMS  at  Camden  ac- 
cepts transfer  students  (United 
States  residents)  from  foreign  medi- 
cal schools  at  the  start  of  the  third 
year.  At  the  request  of  the  Board  of 
Higher  Education,  the  University 
will  conduct  a study  to  determine 
the  advisability  and  impact  of  dis- 
continuing the  admission  of  trans- 
fer students. 


ARE  YOU  MOVING? 

If  so,  please  send  a change  of  address  to  NEW  JERSEY 
MEDICINE,  Medical  Society  of  New  Jersey,  Two  Princess 
Road,  Lawrenceville,  NJ  08648,  at  least  six  weeks  before 
you  move. 
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A unified  campus  and  indepen- 
dent basic  science  program  will 
enable  the  osteopathic  school  to  im- 
plement curricular  changes,  in- 
crease clinical  instruction  oppor- 
tunities for  students  during  the  first 
two  years,  and  decrease  time  lost  to 
commuting  between  campuses. 
Overall,  the  Board  of  Higher  Educa- 
tion action  returns  to  each  of  our 
schools  the  control  of  their  own  cur- 
riculums  and  the  flexibility  to  plan 
and  make  choices  for  the  future. 

The  person  in  charge  of  guiding 
the  School  of  Osteopathic  Medicine 
through  its  period  of  transition  will 
be  Frederick  J.  Humphrey,  II,  D.O., 
dean  of  the  school.  At  the  time  he 
accepted  the  appointment.  Dr.  Hum- 
phrey was  vice-chairman  and  direc- 
tor of  clinical  and  educational  pro- 
grams for  the  department  of  psy- 
chiatry at  The  Pennsylvania  State 
University,  College  of  Medicine,  The 
Milton  S.  Hershey  Medical  Center. 
He  also  was  chief  of  the  division  of 
child  psychiatry  there.  Dr.  Hum- 
phrey will  place  a high  priority  on 
integrating  the  osteopathic  ap- 
proach to  medicine  into  all  four 
years  of  the  school’s  unified  cur- 
riculum. 

One  of  the  first  faculty  members  at 
a state  medical  school  in  New  Jersey 
has  been  recognized  for  his  pio- 
neering research  into  the  dangers  of 
smoking.  Oscar  Auerbach,  M.D., 
chairman  of  the  department  of  path- 
ology at  UMDNJ-New  Jersey  Medical 
School,  was  awarded  the  815,000 
Alton  Ochsner  Award.  The  award  is 
given  by  the  Alton  Ochsner  Medical 
Foundation  in  New  Orleans  and 
funded  by  Merrell  Dow  Pharma- 
ceuticals. Dr.  Auerbach’s  work  in  the 
early  1950s  was  among  the  first  re- 
search to  link  smoking  with  lung 
disease.  He  joined  the  New  Jersey 
College  of  Medicine  and  Dentistry,  a 
precursor  of  UMDNJ,  in  1966  as  one 
of  its  first  full-time  faculty  members. 


New  Members 

NEW  JERSEY  MEDICINE  would 
like  to  welcome  the  following  new 
members  to  the  Medical  Society  of 
New  Jersey: 

Atlantic  County 

Sabah  H.  Abdulamir,  M.D.,  Margate 
City 

Mary  K Dowd,  M.D.,  Somers  Point 
Alexander  Lieberman,  III,  M.D., 
Pomona 


Bergen  County 

Umrana  Ahmed,  M.D.,  Ridgefield 
Park 

Arthur  Scott  Albert,  M.D.,  River  Edge 
Alan  D.  Andrews,  M.D.,  Closter 
Antonio  G.  Califano,  M.D., 

Lyndhurst 

Thulasi  Chandrasekaran,  M.D., 
Wyckoff 

Melanie  C.  Chen,  M.D.,  Woodcliff 
Lake 

Pong  Ping  Cheng,  M.D.,  Hackensack 
James  S.  Cohen,  M.D.,  Englewood 
John  T.  Cozzone,  M.D.,  Ridgewood 
Connie  L.  DiMari,  M.D.,  Oradell 
Edward  Julie,  M.D.,  Fort  Lee 
Chang  Nam  Kim,  M.D.,  Paramus 
Robert  J.  Oehrig,  M.D.,  Wyckoff 
Carl  L.  Raso,  M.D.,  Franklin  Lakes 

Burlington  County 

Andrew  D.  Besen,  M.D.,  Mount 
Laurel 

Camden  County 

Jonathan  H.  Cilley,  Jr.,  M.D., 

Camden 

William  C.  Cody,  M.D.,  Moorestown 
Kevin  M.  Fleming,  M.D.,  Haddon 
Heights 

Francisco  P.  Garza  M.D.,  Camden 
Terrance  L.  Hough,  M.D.,  Camden 
Pamela  J.  Moore,  M.D.,  Audubon 
Ashokkumar  A.  Patel,  M.D.,  Secane, 
PA 

Alan  R Pope,  M.D.,  Cheny  Hill 
Ann  L.  Rosenberg,  M.D., 

Pennsauken 

Cape  May  County 

Richard  A.  Michner,  M.D.,  Cape  May 
Court  House 

Essex  County 

Richard  H.  Bailey,  M.D.,  Newark 
Christopher  C.  Breeden,  M.D., 
Montclair 

Robert  C.  Ciolino,  M.D.,  Belleville 
Jeffrey  S.  Dobro,  M.D.,  Bloomfield 
Francis  G.  LaMorte,  Jr„  M.D.,  West 
Orange 

Mordecai  Wertheim,  Montclair 

Gloucester  County 

Michael  C.  Lafon,  M.D.,  Wenonah 
William  D.  Paterson,  M.D.,  Woodbury 

Hudson  County 

Joel  Abramowitz,  M.D.,  Jersey  City 
Eric  Lukas  Charles,  M.D.,  Jersey  City 
Mark  S.  Gabelman,  M.D.,  West  New 
York 

Bernard  Greenspan,  M.D.,  Jersey 
City 

Hillel  J.  Karp,  M.D.,  Jersey  City 
Robert  S.  Port,  M.D.,  Jersey  City 
Alaa  A Salah-Eldin,  M.D.,  Jersey  City 


Alan  M.  Shaiman,  M.D.,  Jersey  City 
Anthony  F.  Tramontana  M.D., 
Hoboken 

Eileen  M.  Travers-Concannon,  M.D., 
Jersey  City 

Hunterdon  County 

Robert  S.  Patitucci,  M.D., 
Flemington 

Mercer  County 

Joyce  H.  Glazer,  M.D.,  East  Windsor 
Walter  T.  Gutowski,  III,  M.D., 
Princeton 

Thomas  J.  Kayal,  M.D.,  Trenton 
Steven  Kazenoff,  M.D.,  Princeton 
Jung  H.  Lee,  M.D.,  Trenton 
Samuel  Schur,  M.D.,  Trenton 
Michael  V.  Will,  M.D.,  West  Trenton 

Middlesex  County 

Jayant  H.  Barai,  M.D.,  Woodbridge 
MymaT.  Guerra  M.D.,  Edison 
David  C.  Marshall,  M.D.,  Somerville 
Sandy  S.  Milgraum,  M.D.,  Edison 
Kenneth  M.  Palmer,  M.D.,  Somerset 
Rex  N.  Ponnudurai,  M.D.,  Edison 
Majid  A.  Syed,  M.D.,  Bergenfield 
Larry  J.  Tiefenbrunn,  M.D.,  East 
Brunswick 

Murray  F.  Treiser,  M.D.,  North 
Brunswick 

Indu  N.  Vira  M.D.,  Colonia 
Frederick  M.  Weinberg,  M.D., 
Metuchen 

Monmouth  County 

Carl  P.  Bontempo,  M.D.,  Long 
Branch 

Jules  M.  Geltzeiler,  M.D.,  Long 
Branch 

Robert  B.  Grossman,  M.D.,  Tinton 
Falls 

John  A.  Moreeraft,  Jr„  M.D., 
Shrewsbury 

Mark  R Schwartz,  M.D.,  Long 
Branch 

Morris  County 

Barbara  Braun,  M.D.,  Brookside 
Antonio  Cifelli,  M.D.,  Morris  Plains 
Robert  J.  D’Agostini,  M.D.,  Basking 
Ridge 

Leoncio  G.  Gonzalez,  M.D.,  Dover 
William  A Rothe,  M.D.,  Chester 
Robert  L.  Wang,  M.D.,  Parsippany 

Ocean  County 

Jonathan  I.  Cohen,  M.D.,  Lakewood 
Mark  S.  Josovitz,  M.D.,  Toms  River 

Passaic  County 

Michael  I.  Baruch,  M.D.,  Paterson 
Shailesh  S.  Parikh.  M.D.,  Paterson 

Somerset  County 

Maiy  I.  Holowinsky,  M.D.,  Somerset 
Mark  A Schaeffer,  M.D.,  Somerset 
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Sussex  County 

Warren  L.  Galeos,  M.D.,  Sparta 
Patricia  A.  Rossi,  M.D.,  Vernon 
David  I.  Rubinfeld,  M.D.,  Newton 

Union  County 

Donald  R Anderson,  M.D.,  Summit 
Kenneth  P.  Brin,  M.D.,  Summit 
Victor  P.  Bruno,  M.D.,  Colonia 
Gregory  S.  Gallick,  M.D.,  Union 
Bienvenido  R Jongco,  M.D.,  Union 
Richard  Lebovicz,  M.D.,  North 
Plainfield 

DagmaraA.  Pablo,  M.D.,  Elizabeth 

Warren  County 

Carl  J.  Franzetti,  D.O.,  High  Bridge 
Robert  A Siegel,  M.D.,  Hackettstown 
Howard  J.  Swidler,  M.D., 
Phillipsburg 

Vaghenag  V.  Tarpinian,  M.D., 
Phillipsburg 


Physicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 


ing. information  on  possible  oppor- 
tunities for  practice  in  New  Jersey. 
The  information  listed  below  has  been 
supplied  by  the  physician.  If  you  are 
interested  in  any  further  information 
concerning  these  physicians,  we  sug- 
gest you  make  inquiries  directly  to 
them. 

ALLERGY — Jerome  Michael  Shier,  M.D., 
11546  February  Cir.,  Apt.  201,  Silver 
Springs,  MD  20904.  UMDNJ  1982. 
Board  eligible.  Also,  clinical  immu- 
nology. Solo  or  partnership.  Available 
July  1987. 

ANESTHESIOLOGY— Lee  A Balaklaw, 
M.D.,  575  Easton  Ave.,  Apt.  6-M, 
Somerset,  NJ  08873.  Far  Eastern  Uni- 
versity (Philippines)  1980.  Board  eligi- 
ble. Group  or  partnership.  Available 
July  1987. 

Vijay  Vijh,  M.D.,  Society  Hill  of  Pis- 
cataway,  337  Lancaster  Ct„  Piscat- 
away,  NJ  08554.  Govt.  Med.  College 
(India)  1975.  Board  eligible.  Also,  pedi- 
atric anesthesiology.  Group,  partner- 
ship, solo.  Available. 

CARDIOLOGY— Navtej  Singh  Rangi, 
M.D.,  203  Country  Club  Cir.,  Leesville, 
LA  71446.  Govt.  Med.  College,  Patiola 
(India)  1974.  Also,  internal  medicine. 
Board  certified  (IM).  Any  type  practice. 
Available. 


FAMILY  MEDICINE — Richard  Anthony 
E.  Soboil,  M.D.,  52  Main  Rd„  Wynberg, 
South  Africa.  University  of  Cape  Town 
(South  Africa)  1966.  Group,  partner- 
ship, solo.  Available  December  1986. 
Malini  Sridharan,  M.D.,  P.O.  Box  538, 
Faulkton,  SD  57438.  Mysore  Medical 
College  (India)  1971.  Group,  partner- 
ship, solo.  Available. 

HEMATOLOGY — John  Joseph  Nanfro, 
M.D.,  91 18  Kirkdale  Rd„  Bethesda  MD 
20817.  Albany  Medical  College  1977. 
Also,  oncology.  Board  certified.  Group, 
partnership,  solo.  Available  July  1987. 

IMMUNOLOGY — Jerome  Michael  Shier, 
M.D.,  11546  Februaiy  Cir.,  Apt  201, 
Silver  Springs,  MD  20904.  UMDNJ 
1 982.  Board  eligible.  Also,  allergy.  Solo 
or  partnership.  Available  July  1987. 

INTERNAL  MEDICINE— Robert  Bes- 
wick,  M.D.,  2316  W.  Cortez,  Chicago,  IL 
60622.  Illinois  1981.  Board  certified. 
Group,  partnership  (preferred),  or 
solo.  Available. 

Paula  McFadden  Bortnichak,  M.D.,  10 
Elmwood  Rd„  Florham  Park,  NJ 
17932.  University  of  Pennsylvania 
1976.  Also,  psychiatry.  Board  certified. 
Board  eligible  (PSY).  Institutional,  oc- 
cupational, pharmaceutical.  Available. 
Louis  J.  Citarelli,  M.D.,  8 Overlook  Ave.,  ' 
West  Orange,  NJ  07052.  Guadalajara 


The  Journal  of  the  Medical  Society  of  New  Jersey 
announces  the  reprinting  of  the 

WILLIAM  CARLOS  WILLIAMS 
COMMEMORATIVE  ISSUE 

September,  1983 

Honoring  the  100th  anniversary  of  the  birth  of  New  Jersey’s  prize-winning  poet  and  physician. 
Included  in  this  handsomely  illustrated,  full-color  issue  will  be  original  articles  by  persons 
close  to  William  Carlos  Williams,  artwork  from  his  social  and  intellectual  circle,  and  samples 
of  his  finest  writings. 

Copies  of  this  special  issue  are  available  by  sending  $5.00  for  each  (check  or  money  order) 
to  MSNJ,  Two  Princess  Road,  Lawrenceville,  NJ  08648. 

Please  send  a copy  of  the  William  Carlos  Williams  Commemorative  Issue  to: 


Enclose  a $5.00  check  or  money  order  for  each  copy. 
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(Mexico)  1982.  Board  eligible.  Partner- 
ship or  solo.  Available. 

Robert  Kerper,  M.D.,  363  Quinby  Rd., 
Rochester,  NY  14623.  Temple  1984. 
Board  eligible.  Group  or  partnership. 
Available  July  1987. 

Navtej  Singh  Rangi,  M.D.,  203  Country 
Club  Cir.,  Leesville,  LA  71446.  Govt. 
Med.  College,  Patiola  (India)  1974. 
Also,  cardiology.  Board  certified.  Any 
type  practice.  Available. 

Aijinderpal  Singh  Sekhon,  M.D.,  4207 
Fox  Cr.,  Mount  Vernon,  IL  62864. 
Glancy  Medical  College  (India)  1972. 
Also,  pulmonary.  Board  certified. 
Group,  partnership,  solo.  Available 
January  1987. 

OBSTETRICS/  GYNECOLOGY—  Richard 
S.  Bereik  M.D.,  7 Crossgate  Rd.,  Jersey 
City,  NJ  07305.  UMDNJ  1983.  Board 
eligible.  Group  or  solo.  Available  July 
1987. 

Robert  Courtney,  D.O.,  1004  Hartley 
Ct„  Sicklerville,  NJ  08081.  NY  College 
of  Osteopathic  Medicine  1981.  Also 
gynecologic  oncology.  Board  eligible. 
Any  type  practice.  Available. 

Bernard  Greisman,  M.D.,  14  Twin  Cir- 
cle Ct.,  Willowdale,  Ontario  M2R  3L4. 
University  of  Ottowa  (1967).  Board 
eligible.  Group  or  partnership.  Avail- 
able. 

Michael  Molina,  M.D.,  4 Howard  Ct., 
Staten  Island,  NY  10310.  Guadalajara 
(Mexico)  1981.  Board  eligible.  Partner- 
ship. Available  July  1987. 

ONCOLOGY— John  Joseph  Nanfro,  M.D., 
9118  Kirkdale  Rd.,  Bethesda  MD 
20817.  Albany  Medical  College  1977. 
Also,  hematology.  Board  certified. 
Group,  partnership,  solo.  Available 
July  1987. 

OPHTHALMOLOGY— Andrew  E 
Gewirtz,  M.D.,  64  Pond  Rd.,  Apt.  G3, 
Woodbury,  NY  11797.  Chicago  1978. 
Board  eligible.  Board  certified  (PED). 
Group  or  partnership.  Available. 

PULMONARY— Aijinderpal  Singh  Sek- 
hon, M.D.,  4207  Fox  Cr.,  Mount  Ver- 
non, IL  62864.  Glancy  Medical  College 
(India)  1972.  Also,  internal  medicine. 
Board  certified.  Group,  partnership, 
solo.  Available. 

PSYCHIATRY — Paula  McFadden  Bortni- 
chak,  M.D.,  10  Elmwood  Rd.,  Florham 
Park,  NJ  17932.  University  of  Pennsyl- 
vania 1976.  Also,  internal  medicine. 
Board  eligible.  Board  certified  (IM).  In- 
stitutional, occupational,  pharmaceu- 
tical. Available. 

SURGERY— George  Broadie  Newton, 
M.D.,  1 7 Bayview  Ave.,  East  Setauket, 
NY  1 1733.  Baylor  College  of  Medicine 
1981.  Also,  vascular  surgery.  Board 
eligible.  Solo,  group,  partnership. 
Available  November  1986. 

Subhash  R.  Patel,  M.D.,  25824  Lincoln 
Terrace  Dr.,  Apt.  202,  Oak  Park,  MI 
48237.  Bombay  (India)  1979.  Also, 
vascular  and  noncardiac  thoracic. 
Board  certified.  Group,  solo,  partner- 
ship. Available. 


A peripheral 
vasodilator 

for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 


LIPO-NICIN®/250 


mg. 


Each  yellow  tablet  contains: 


3 Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  ma.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 

Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 

( BROlVJ  51  THE  BROWN  PHARMACEUTICAL  CO.,  INC.p^ 
2500  West  Sixth  Street,  Los  Angeles,  California  90057  IW® 


BERGEN  COUNTY  MEDICAL  SOCIETY 


FOUNDED  1854 


Announces  a 


One-day  workshop  on 
“How  to  Improve  Third  Party 
Reimbursement  and  Coding” 


PRESENTED  BY  CONOMIKES  ASSOCIATES,  INC. 


THREE  DATES  AND  LOCATIONS 

WEDNESDAY,  OCTOBER  22,  1986  — WEST  JERSEY  HOSP.,  VOORHEES,  N.J. 
THURSDAY,  OCTOBER  23,  1986  — MSNJ  HEADQUARTERS,  LAWRENCEVILLE,  N.J. 

FRIDAY,  OCTOBER  24,  1986  — ENGLEWOOD  HOSP.,  ENGLEWOOD,  N.J. 


Workshop  Topics  This  workshop  will  cover  all  aspects  of  CPT 

procedure/HCPCS  coding  and  ICD-9-CM 
diagnostic  coding. 

Major  points  to  be  covered  in  the  workshop 
include: 


1.  How  to  correctly  code  for  office,  hospital, 
and  procedural  services  to  obtain 
maximum  reimbursement  from  third  par- 
ties. 

2.  Correct  methods  for  follow-up  on  outstand- 
ing Medicare,  Workers’  Compensation, 
Disability  Insurance,  and  other  third-party 
claims. 

3.  How  to  reduce  insurance  claims  being  re- 
jected, returned  or  delayed  by  the  carriers. 

4.  How  to  analyze  if  the  practice’s  current  fee 
profile  is  correct. 


5.  Find  out  what  Medicare  and  other  third  par- 
ties are  looking  for  on  claim  forms. 

6.  How  to  correct  an  old  incorrect  Medicare 
fee  profile. 

7.  How  to  appeal  inadequate  Medicare  reim- 
bursements. 

8.  How  to  correctly  design  your  superbill. 

9.  What  types  of  mistakes  practices  com- 
monly make. 

10.  What  are  the  latest  trends  in  reimburse- 
ment and  insurance  filing  procedures. 


TUITION  MSNJ  MEMBERS  AND  THEIR  STAFF  — $165.00 
NON  MSNJ  MEMBERS  AND  THEIR  STAFF—  $200.00 

INCLUDING  LUNCHEON  AND  COFFEE  BREAKS 


For  further  information  and  registration  form,  call  or  write: 

Bergen  Cty.  IVIedical  Society 

302  Union  St. 

Hackensack,  N.J.  07601 
(201)  489-3140 
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CME  Calendar 


% 


The  following  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  for 
further  information. 


This  list  is  compiled  through  the  coop- 
eration of  the  Committee  on  Medical 
Education  of  the  Medical  Society  of  New 
Jersey,  The  Academy  of  Medicine  of 
New  Jersey,  the  New  Jersey  Chapter  of 
the  American  Academy  of  Family  Physi- 
cians, and  the  Office  of  Continuing 
Medical  Education  of  the  UMDNJ.  For 
information  on  accreditation,  please 
contact  the  sponsoring  organization(s), 
indicated  by  italics — last  line  of  each 
item. 


ANESTHESIOLOGY 

October 

1  Anesthesiology  Case  Presentation 

7:15  A.M. — Rm.  593,  Robert  Wood 
Johnson  Medical  School, 

New  Brunswick 

(UMDNJ — Robert  Wood  Johnson 
Medical  School) 

CARDIOLOGY 

October 

1 Congestive  Heart  Failure 

1 :30  P.M. — Essex  County  Hospital, 

Cedar  Grove 

(AMNJ) 

2 New  Developments  in  Myocardial 
Imaging 

1 1 AM. — St.  Joseph's  Hospital  and 
Medical  Center,  Paterson 
(St  Joseph’s  Hospital  and  Medical 
Center  and  AMNJ) 

14  Newer  Cardiac  Drugs 

8:30  A.M. — Palisades  General 
Hospital,  North  Bergen 
(Palisades  General  Hospital  and 
AMNJ) 

1 4 Treatment  of  Cardiac  Arrest 

9-10  AM.— Holy  Name  Hospital, 
Teaneck 

(Holy  Name  Hospital  and  AMNJ) 


15  Newer  Nonin vasive  Cardiac 
Resting  and  Exercise  Testing 

12:15-1:15  P.M. — Gateway  Hilton, 
Newark 

(NJ  Disability  Determinations 
Divison  and  AMNJ) 

1 5 The  Management  of  Severe  Heart 
Failure  in  the  ICU 

29  Cardiovascular  Dysfunction  in 
Septic  Shock 

8:30- 1 0 AM. — Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital  and 
AMNJ) 

MEDICINE 

October 

1 Somatodedins  and  Somatostatins 

8 Inflammatory  Bowel  Disease 
15  Cryptococcosis 

22  Pain  in  the  Cancer  Patient 

29  Cancer  Quackery 

12  noon-1  P.M.— Rm.  102,  Robert 
Wood  Johnson  Medical  School, 

New  Brunswick 

(UMDNJ — Robert  Wood  Johnson 
Medical  School) 

2 New  Developments  in  Myocardial 
Imaging 

9 Infections  in  Day  Care  Centers 

30  Deep  Vein  Thrombosis  and 
Pulmonary  Embolism 

1 1 AM.— St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 

(St  Joseph's  Hospital  and  Medical 
Center  and  AMNJ) 

3 Hypertension  in  the  Elderly 
10  The  Aging  Joint 

17  The  Rise  and  Fall  of  Testes 
24  Advances  in  Coronary 
Angioplasty 

3 1 Medical  Mortality  Conference 

8:30  AM. — United  Hospitals 
Medical  Center,  Newark 
(United  Hospitals  Medical  Center 
and  AMNJ) 

3  Multidisciplinary  Cancer 
10  Conferences 

17  11  AM.- 12  noon — Wallkill  Valley 

24  General  Hospital  Annex,  Sussex 
31  (Wallkill  Valley  General  Hospital 
and  AMNJ) 

3 Angina  after  Bypass  Surgery 

10  Nutritional  Assessment 
1 7 Modem  Management  of 
Massive  Trauma 
31  End-Stage  Renal  Disease 

12  noon — Bridgeton  Hospital 
(Bridgeton  Hospital  and  AMNJ) 

3 Department  of  Medicine  Grand 

17  Rounds 

9-10  AM.— Crean  Hall,  St.  Francis 
Medical  Center,  Trenton 
(St  Francis  Medical  Center  and 
AMNJ) 

6 Rheumatology  Staff  Conferences 

5:30  P.M. — Academic  Health  Center 
Rm.  593,  New  Brunswick 
Robert  Wood  Johnson  Medical 
School 

(UMDNJ — Robert  Wood  Johnson 
Medical  School) 

7 High  Frequency  Ventilation 

8:30-9:30  AM.— Newark  Beth  Israel 
Medical  Center 
(Newark  Beth  Israel  Medical 
Center ) 


8  Intubation  of  the  Trachea  in  the 
Critical  Care  Setting 
22  Respiratory  Failure 

8:30-10  AM. — Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital  and 
AMNJ) 

8 Carcinoma  of  the  Breast 

8 AM.-3:30  P.M. — John  F.  Kenndy 
Medical  Center,  Edison 

(John  F.  Kennedy  Medical  Center 
and  AMNJ) 

14  Food  Allergy 

9:30  AM. — Elizabeth  General 
Medical  Center 
(Elizabeth  General  Medical 
Center  and  AMNJ) 

14  Dermatology  Meeting 

8- 10  P.M.— Schering  Corporation, 
Kenilworth 

(NJ  Dermatological  Society  and 
AMNJ) 

15  Oncogenes 

1:30-5:30  P.M. — Drew  University 
Campus,  Madison 
(Drew  University,  CIBA-GEIGY 
Pharmaceutical  Div.,  and  AMNJ) 

1 5 New  Approaches  to 

Bronchospasdc  Disease  Therapy 

1-2  P.M. — West  Hudson  Hospital, 
Keamy 

(West  Hudson  Hospital  and 
AMNJ) 

15  Iatrogenic  Renal  Disease 
22  Allergy 

29  Liver  Disease  Update 

1 0:30  AM.- 1 2 noon — Christ 
Hospital,  Jersey  City 
(Christ  Hospital  and  AMNJ) 

2 1 Newer  Anti-Arrhythmic  Therapy 

12  noon— St.  Mary’s  Hospital, 
Orange 

(St  Mary's  Hospital  and  AMNJ) 

2 1 Current  Status  of  Extracorporeal 
Therapy  for  Poisoning 

4-5  P.M. — Robert  Wood  Johnson 
Medical  School,  Rm.  393,  New 
Brunswick 

(UMDNJ — Robert  Wood  Johnson 
Medical  School) 

21  Gastroenterology 

27  A New  Monocyclic  Betalactam 
Antibiotic 

9 AM. — Holy  Name  Hospital 
(Holy  Name  Hospital  and  AMNJ) 

22  Infectious  Diseases  for  the 
Clinician 

1-5  P.M. — Landmark  Inn  Conf. 
Center,  Mapleshade 
(South  Jersey  Infectious  Disease 
Society  and  AMNJ) 

23  Nutritional  Assessment 

1 1  AM. — St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 
(St.  Joseph's  Hospital  and  Medical 
Center  and  AMNJ) 

24  Renal  Disease 

10:45  AM. — Greystone  Psychiatric 
Hospital,  Greystone  Park 
(Greystone  Psychiatric  Hospital 
and  AMNJ) 

29  Advances  in  Dermatologic 
Diagnosis  and  Treatment 

8 AM. -4:30  P.M. — Englewood 
Hospital 

(Englewood  Hospital  and  AMNJ) 
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MARY  ANN  HAMBURGER, 

ASSOCIATES 


A STATEWIDE  COMPREHENSIVE  SERVICE  AT  EVERY 
LEVEL  OF  OFFICE  PRACTICE.  EXPERT  OFFICE 
MANAGEMENT  CONSULTATION  FOR  PHYSICIANS  IN  ALL 
SPECIALTIES. 


74  Hudson  Avenue 
Maplewood,  New  Jersey  07040 
(201)  763-7394 


!o 

2 

3 

4 

i 

i‘ 

21 


Kirwan  Financial 
Group,  Inc. 

Financial  Planners,  Personal  and  Professional 

Authorized  Representatives  of  the 
Medical  Society  of  New  Jersey 
For  Section  419  Benefits  Plans 

Investments,  Pensions,  Life  and  Health,  Shelters 

x 609-778-4388  New  Jersey 

x 215-245-7616  Lower  Bucks,  PA 

? 215-968-3208  Upper  Bucks,  PA  r 


E 


INTFRNRTIONRl  CONF€R6NC65T' 


1987  CME  CRUISE/CONFERENCES  ON  SELECTED 
MEDICAL  TOPICS— Caribbean,  Mexico,  Hawaii,  Alas- 
ka, China/Orient,  Scandinavia/Russia.  7-14  days  year 
round.  Approved  for  20-24  CME  Cat.  1 credits 
(AMA/PRA)  and  AAFP  prescribed  credits.  Dis- 
tinguished professors.  FLY  ROUNDTRIP  FREE  ON 
CARIBBEAN,  MEXICAN  & ALASKAN  CRUISES.  Excel- 
lent group  fares  on  finest  ships.  Registration  limited. 
Pre-scheduled  in  compliance  with  present  IRS  require- 
ments. 

Information:  International  Conferences,  189  Lodge 
Ave.,  Huntington  Station,  NY  11746.  (516)  549-0869. 


ACUPUNCTURE  IN  CLINICAL  PRACTICE 

N Y.  State  Boards  of  Medicine  & Dentistry  25-hour  accredited  seminar 
& workshop  on  the  latest  theories  & techniques  of  manual  and  elec- 
troacupuncture, TENS  & simple  non-invasive  diagnostic  methods  (in- 
cluding cardiovascular  & neuromuscular  systems  & "Bi-Digital  O-Ring 
Test”),  applicable  toward  the  200-hour  requirement  for  acupuncture 
certification,  will  be  given  for  licensed  clinicians  (with  or  without  prior 
training)  during  the  weekend,  July  18,  19,  20,  1986,  Milford  Plaza  Hotel, 
45th  Street  and  8th  Avenue,  Manhattan.  The  2nd  International  Sym- 
posium on  Acupuncture  & Electro-Therapeutics,  with  over  50  world 
leading  scientists  & clinicians  will  be  held  at  the  American  Museum  of 
Natural  History  & School  of  International  Affairs,  Columbia  University, 
N.Y.C.,  Oct.  15-19,  1986.  Co-sponsored  by  the  International  College  of 
Acupuncture  & Electro-Therapeutics;  its  official  journal,  Acupuncture 
& Electro-Therapeutics  Res.,  Int.  J.  (published  by  Pergamon  Press  and 
indexed  in  15  major  indexing  periodicals:  Index  Medicus,  etc  );  Heart 
Disease  Res.  Fndn;  Neuroscience  Dept.,  Long  Island  College  Hosp.; 
Pharmacology  Dept.,  Chicago  Medical  School;  & Museum  of  Nat.  Hist.; 
etc.  Also  eligible  for  AMA/CME  credit.  For  info,  on  meetings  or  sub- 
mission of  papers,  contact  Y.  Omura,  M.D.,  Sc.D.,  800  Riverside  Drive 
(8-1),  NYC  10032.  Tel:  (212)  781-6262  or  (212)  Wa8-0658,  or  P.  Shinnick, 
Ph.D.  (201)  246-8557. 


EXPOSITION  & 
SYMPOSIUM 

jj<y£y  FOR:  • PHYSICIANS  AND  STAFF 
ySF/  • HOSPITAL/NURSING  HOME  ADM 

7 h/  • MED.  TECHS 

• NURSES 

...  ALL  MEMBERS  OF  THE  MEDICAL  COMMUNITY  . . . 

FRIDAY— DECEMBER  5th— 10  am-6  pm 
SATURDAY— DECEMBER  6th— 10  am-4  pm 

VALLEY  FORGE  CONVENTION  CENTER 
KING  OF  PRUSSIA,  PA  (Next  to  Sheraton) 

• OVER  150  MEDICAL  RELATED  EXHIBITS 

• SEMINARS  (CME  Applied  for  Credits) 

“Point/Counterpoint:  Individual  Fee  for  Service  Prac 
tice  of  Medicine  VS.  Alternative  Methods  of  Practice  o 
Medicine” 

“Colloquium  on  the  Delivery  of  Healthcare” 

“Joint  Ventures”— Lawyer,  Scholar,  Ins./HMO  Reps 

• LUNCHEONS:  HMO  & Guest  Speaker 

SPONSORED  BY:  THE  PHILADELPHIA  COUNTY 
MEDICAL  SOCIETY— CONTACT  JOHN  TREVI 
(215)  563-5343 

For  More  Information,  Contact; 

ROBERT  DONNELL  PRODUCTIONS 
1-800-243-9774  (TOLL  FREE) 

1-203-233-3654  (IN  CONN.) 
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November 

2 In  Vitro  Allergy  Seminar 

3 8:30  AM. -5  P.M. — T ropicana  Hotel 

4 and  Casino.  Atlantic  City 

5 (Holy  Name  Hospital  and  AMNJ) 

7 Department  of  Medicine  Grand 

21  Rounds 

9-10  AM.— St.  Francis  Medical 
Center,  Trenton 

(St.  Francis  Medical  Center  and 
AMNJ) 

7 Management  of  Urinary  Tract 
Infections 

14  Antibiotic  Therapy  in  the 
Neutropenic  Patient 
21  Medical  Mortality  Conference 

8:30  AM. — United  Hospitals 
Medical  Center,  Newark 
(United  Hospitals  Medical  Center 
and  AMNJ) 

7 Multidisciplinary  Cancer 
14  Conferences 

21  11  AM.- 1 2 noon — Wallkill  Valley 

28  General  Hospital  Annex,  Sussex 

(Wallkill  Valley  General  Hospital 
and  AMNJ) 

1 2 Current  Topics  in  Rheumatology  I 
19  Rheumatology  II 
26  Rheumatology  III 

8:30-10  AM.— Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital  and 
AMNJ) 

19  Dermatology  Conference 

6-9  P.M.— Rutgers  Community 
Health  Plan,  57  U.S.  Hwy.  *1. 

New  Brunswick 

(UMDNJ— Robert  Wood  Johnson 
Medical  School) 

20  Electrophysiology  and  the 
Management  of  Ventricular 
Arrhythmias 

5-6:30  P.M. — Somerset  Medical 
Center,  Somerville 
(Somerset  Medical  Center  and 
AMNJ) 


NEUROLOGY/  PSYCHIATRY 
October 

2 Neurology  Grand  Rounds 

9 3-5  P.M. — Rm.  108A,  MEB,  Robert 

16  Wood  Johnson  Medical  School, 

23  New  Brunswick 
30  (UMDNJ — Robert  Wood  Johnson 
Medical  School) 

2 Case  Seminars  and  Supervision  to 
16  Improve  Psychotherapeutic 
Technique 

8-10  P.M. — 312  Harding  Drive, 
South  Orange 

(Advanced  Psychiatric  Study 
Group  AlMNJ) 

8  Neuro- 

Ophthalmology/  Myasthenia 
Gravis,  Multiple  Sclerosis,  Stroke 

8 AM.— Bamert  Memorial  Hospital, 
Paterson 

(Barnert  Memorial  Hospital  and 
AMNJ) 

1 6 Failures  of  Insight  in  a First 

Analysis  as  Picked  up  in  a Second 

8-10  P.M. —Hackensack  Medical 
Center 

(NJ  Psychoanalytic  Society  and 
AMNJ) 


November 

6  Case  Seminars  and  Supervision 

20  To  Improve  Psychotherapeutic 
Technique 

8-10  P.M. — 312  Harding  Drive, 
South  Orange 

(Advanced  Psychiatric  Study 
Group  and  AlMNJ) 

OBSTETRICAL/GYNECOLOGICAL 

September 

24  Semiannual  Meeting 

25  Hyatt  Regency,  New  Brunswick 

26  (NJ  Obstetrical  and  Gynecological 

27  Society  and  AMNJ) 

28 

October 

1 Obstetrical  Background  of 
Malpractice 

10:30  AM.— Christ  Hospital,  Jersey 

City 

(AMNJ) 

PEDIATRICS 

October 

24  Advances  in  the  Diagnosis  and 
Management  of  Viral  Diseases 

8-9  AM. — Overlook  Hospital, 
Summit 

(Overlook  Hospital  and  AMNJ) 

November 

2 1 The  Case  of  the  Fleeting  Infiltrates 

8-9  AM. — Overlook  Hospital, 
Summit 

(Overlook  Hospital  and  AlMNJ) 

RADIOLOGY 

October 

1 Imagery  and  Radiology 

8:30- 1 0 AM.— Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital  and 
AMNJ) 

2 Myocardial  Imaging 

1 1 AM.- 1 2 noon— St.  Joseph’s 
Hospital,  Paterson 

(St.  Joseph's  Hospital  and  Medical 
Center  and  AMNJ) 

9  Chorionic  Villous  Biopsy 
Technique  with  Ultrasound 

7:30  P.M.— St.  Barnabas  Medical 
Center,  Livingston 
(NJ  Institute  of  Ultrasound  in 
Medicine  and  AMNJ) 

1 6 Current  Concepts  in  the  Role  of 
Mammography  in  the  Detection  of 
Early  Breast  Cancer 

5-6:30  P.M.— Somerset  Medical 
Center,  Somerville 
(Somerset  Medical  Center  and 
AMNJ) 

16  Monthly  Meeting 

7:30  P.M. — St.  Barnabas  Medical 
Center,  Livingston 
(Radiological  Society  of  NJ  and 
AMNJ) 

24  Invasive  Radiology 

12  noon— Bridgeton  Hospital 
(Bridgeton  Hospital  and  AMNJ) 


SURGERY 

October 

1 Surgical  Grand  Rounds 


8:30-10  AM.— Rm.  102,  Robert 
Wood  Johnson  Medical  School, 

New  Brunswick 

(UMDNJ — Robert  Wood  Johnson 
Medical  School) 

7  Surgery;  Visiting  Professor 
Program 

5-6P.M.— Rm.  1 02,  Robert  Wood 
Johnson  Medical  School, 

New  Brunswick 

(UMDNJ — Robert  Wood  Johnson 
Medical  School 

10  Malignant  Lesions:  Ovary  and 

Tubal 

12  noon— Warren  Hospital, 
Phillipsburg 

( Warren  Hospital  and  AMNJ) 

23  Surgical  Management  of  Benign 
and  Malignant  Disease  of  the 
Breast 

12  noon — St.  Mary’s  Hospital, 
Orange 

(St.  Mary's  Hospital  and  AMNJ) 

26  Cardiac  Medicine  and  Surgery 
Update 

8  AM.— NJ  Medical  School,  Newark 
(UMDNJ— NJ  Medical  School) 

November 

5 Coronary  Artery  Disease 

8:30- 10  AM. — Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital  and 
AMNJ) 

19  Postsurgical  Back  Evaluation 

1 2: 1 5- 1 : 1 5 P.M. —Gateway  Hilton, 
Newark 

(NJ  Disability  Determinations 
Division  and  AMNJ) 

25  Diagnosis  and  Treatment  of 
Sensorineural  Hearing  Loss 

8-10  P.M.— Englewood  Club, 
Englewood 

(Englewood  Surgical  Society  and 
AMNJ) 

SURGICAL  SPECIALTIES 
October 

2 Vascular  Surgery  Conference 
9 Rounds 

16  4-5  P.M.— Med.  Ed.  Bldg.,  Robert 

23  Wood  Johnson  Medical  School, 

30  New  Brunswick 

(UMDNJ— Robert  Wood  Johnson 
Medical  School) 

28  Microsurgery  of  the  Hand 

8-10  P.M. — The  Englewood  Club 
(Englewood  Surgical  Society  and 
AMNJ) 

November 

18  Aluminum — Related  Bone  Disease 

4-5  P.M. — Robert  Wood  Johnson 
Medical  School,  Rm.  393, 

New  Brunswick 

(UMDNJ — Robert  Wood  Johnson 
Medical  School) 

MISCELLANEOUS 

October 

25  Aspects  of  Trauma  Management 
and  Air  Evacuation 

8:45-11:35  A.M. 

1-3:50  P.M.— NJ  National  Guard 
Training  Facility,  Sea  Girt 
(NJ  National  Guard  and  AMNJ) 
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SEVENTH  ANNUAL  MEDICOLEGAL  SEMINAR 

Wednesday,  September  24,  1986 
Ramada  Inn,  1053  Route  1,  Princeton,  New  Jersey 

THE  HEARTACHE  OF  A MALPRACTICE  SUIT 

Can  factors  contributing  to  heart  disease  also  put  you  in  the  courtroom?  You  may  think  that  the  only 
link  between  your  heart  and  a malpractice  suit  is  the  transient  angina  experienced  when  you  receive 
a summons.  However,  studies  show  that  a lawsuit  is  often  a reaction  to  perceptions  created  by  factors 
which  can  have  a negative  effect  on  both  your  patient  and  your  health. 

The  Medical  Society  of  New  Jersey  and  the  Medical  Inter-Insurance  Exchange  of  New  Jersey  are  pleased 
to  invite  you  to  hear  a panel  of  nationally  recognized  experts  discuss  the  relationship  between  these 
factors,  your  health,  and  malpractice  suits. 

Moderators:  James  E.  George,  M.D.,  J.D.,  Director,  Department  of  Professional  Liability  Control, 

Medical  Society  of  New  Jersey  and  President,  Emergency  Physician  Associates, 
Woodbury,  New  Jersey 


8:30  a.m. 
9:00  a.m. 


12:30 
1:30  p.m. 


3:15  p.m. 
4:00  p.m. 


Gerald  Rozan,  M.D.,  Chairman,  Department  of  Psychiatry  and  Medical  Director  of 
Psychiatric  Services,  Chilton  Memorial  Hospital,  Pompton  Plains,  New  Jersey 

Registration 

Morning  Program 

Meyer  Friedman,  M.D.,  Associate  Chief  of  Medicine,  Mount  Zion  Hospital  and 
Medical  Center,  San  Francisco,  California 

“The  Intimate  Relationship  Between  Type  A Behavior  and  Medical  Malpractice 
Suits.” 

Redford  B.  Williams,  M.D.,  Professor  of  Psychiatry  and  Associate  Professor  of 
Medicine,  Duke  University  Medical  Center,  Durham,  North  Carolina 
“Hostility:  A Risk  Factor  for  Both  Heart  Disease  and  Malpractice.  ” 

Colonel  Frederick  R.  Drews,  Director  Army  Physical  Fitness  Research  Institute, 
U.S.  Army  War  College,  Carlisle,  Pennsylvania 

“Reducing  Type  A Behavior  and  Evaluation  of  Outcomes  in  Healthy  Middle-Age 
American  Military  Officers.” 

James  J.  Gill,  S.J.,  M.D.,  Editor-in-Chief,  Human  Development,  Cambridge, 
Massachusetts 

“Must  World  Class  Physicians  Be  Type  A?” 

Lunch 

Afternoon  Program 

William  Cromer,  President,  Cromer  & Young  Group 

“Why  Plaintiffs  Sue — An  Analysis  of  Motivational  Factors  Expressed  by  Claimants. 

Vincent  A.  Maressa,  Esq.,  Executive  Director,  Medical  Society  of  New  Jersey 
“Patient’s  Perceptions— Causing  or  Controlling  Malpractice  Loss.  ” 

Questions  and  Answers 
Adjournment 


REGISTRATION  FEES  INCLUDE  LUNCH 
MSNJ  Members/MIIENJ  Insureds 
$40.00 

Non-Members  or  Non-Insureds 
$75.00 

Respond  By  September  17, 1986 

No  Refunds  After  September  22, 1986 


CME  CATEGORY  1 CREDITS  APPLIED  FOR 

Detach  and  return  with  your  check  for  the  registration  fee  to:  Department  of  Liability  Control,  MSNJ, 
2 Princess  Road,  Lawrenceville,  NJ  08648. 


NAME: 


ADDRESS: 


PHONE: 


A CONFIRMATION  WILL  BE  SENT  TO  YOU  ALONG  WITH  DIRECTIONS 
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LETTER  TO  THE 

Editor 


July  10,  1986 

Dear  Dr.  Krosnick; 

I received  a letter  from  the  office 
manager  of  one  of  our  physician 
friends  who  asked  why  a client 
(presumably  the  physician)  and  pa- 
tient should  engage  legal  counsel  in 
a workers’  compensation  case.  The 
office  manager  pointed  out  that  pa- 
tients often  try  to  use  their  private 
insurance  to  avoid  litigation.  The  re- 
sult is  that  the  patient’s  chart  is  not 
properly  documented,  so  it  becomes 
difficult  to  take  proper  legal  action 
when  the  need  arises. 

These  are  my  suggestions: 

Both  the  physician  and  the  pa- 
tient should  remember  that  in  an 
injury  covered  by  workers’  com- 
pensation, except  for  emergency 


treatment,  the  employer  and  its  in- 
surance company  have  the  right  to 
select  the  treating  physician.  When 
the  patient  first  visits  the  physician, 
he  should  be  asked  whether  or  not 
his  visit  has  been  authorized  by 
either  his  employer  or  his  employer’s 
workers’  compensation  insurance 
carrier.  If  his  visit  is  authorized,  a 
request  should  be  made  of  the  em- 
ployer or  the  insurance  carrier  for  a 
confirmation  in  writing.  Before  giv- 
ing such  confirmation,  an  insurance 
carrier  usually  will  ask  for  a report, 
either  on  its  own  form  or  in  nar- 
rative form,  setting  forth  the  nature 
of  the  injury,  the  treatment  con- 
templated, the  anticipated  duration, 
and  expected  cost.  If  the  visit  is  not 
authorized,  find  out  whether  the 
employer  told  the  patient  to  see  his 
own  physician;  if  this  is  the  case,  tell 
him  to  get  a note  from  his  employer 
so  stating,  or  inquire  directly  of  the 
employer.  If  nothing  was  said  by  the 
employer  about  medical  treatment, 
notify  the  employer  that  you  are 
treating  and  request  authorization. 

If  the  patient  was  referred  to  you 
from  the  emergency  department  of 
the  hospital  where  he  first  was  seen 
following  the  accident,  either  direct- 
ly or  by  direction  to  the  patient  to 
see  a physician,  then  authorization 
flows  automatically  until  it  is  re- 
voked. However,  to  avoid  any  difficul- 
ty with  the  insurance  carrier,  notice 
should  be  given  to  the  employer  or 
the  insurance  company  that  you 
have  undertaken  treatment. 

Prompt  answering  of  requests  for 
reports  from  insurance  carriers  in 
workers’  compensation  cases  will  fa- 
cilitate prompt  payment  of  bills  sub- 
mitted to  them.  When  formulating 
reports,  the  initial  history  is  most 
important.  The  patient  should 
always  be  asked  at  the  first  visit, 
whether  in  your  office  or  at  a hospi- 
tal, how,  when,  and  where  he  suf- 
fered the  injury  or  occupational  dis- 
ease in  question,  and  who  was  the 
employer  at  the  time.  Likewise,  the 
patient,  if  not  asked,  should  make 
sure  that  information  is  given  and 
incorporated  into  the  history.  With- 
out the  mention  of  a compensable 
accident  or  occupational  disease  ap- 
pearing in  the  history,  be  it  in  a hos- 
pital record  or  a physician’s  report, 
compensation  liability  may  well  be 
denied  along  with  the  refusal  to  pay 
medical  and  hospital  charges. 

The  physician  should  not  attempt 
to  give  legal  advice  to  the  patient 


relative  to  compensability  of  an  in- 
jury under  the  workers’  compensa- 
tion statute.  However,  if  there  ap- 
pears to  be  any  question  as  to 
whether  or  not  the  case  will  be  ac- 
cepted as  compensable,  it  is  within 
the  province  of  the  physician  to  sug- 
gest that  the  patient  seek  counsel 
from  an  attorney.  Likewise,  the  same 
course  should  be  followed  if  the  pa- 
tient seems  dissatisfied  with  the 
treatment  he  is  receiving  from  the 
employer  or  its  carrier.  The  attorney 
will  protect  the  patient,  and  see  that 
all  benefits  to  which  he  is  entitled 
are  forthcoming,  and  that  the  phy- 
sician’s fees  are  paid. 

Whenever  the  case  appears  to  the 
physician  to  be  clearly  compensable, 
no  attempt  either  by  the  physician 
or  the  patient  should  be  made  to 
utilize  private  medical  insurance. 
The  private  insurance  carrier,  upon 
learning  that  the  case  was  covered 
by  workers’  compensation,  probably 
will  charge  back  its  payments  to  the 
physician  or  hospital — and  it  may  be 
too  late  then  for  the  injured  worker 
to  collect  from  his  employer  or  its 
carrier. 

Also,  the  submission  of  medical 
charges  to  a private  insurance  com- 
pany may  be  interpreted  as  an  ad- 
mission by  the  injured  worker  that 
the  accident  and  injury  did  not  arise 
out  of  and  in  the  course  of  the  em- 
ployment. 

Finally,  should  the  employer  or  its 
carrier  refuse  to  pay  compensation 
for  temporary  total  disability  under 
the  Workers’  Compensation  Act  dur- 
ing the  period  when  the  employee  is 
under  active  medical  treatment  and 
unable  to  perform  work,  the  injured 
worker  should  immediately  consult 
an  attorney  to  file  for  him  a claim 
petition  for  workers’  compensation 
benefits,  and,  when  that  has  been 
done,  an  application  for  state  or  pri- 
vate plan  disability  benefits  on  the 
basis  of  a contested  workers'  com- 
pensation case.  The  injured  worker 
will  then  receive  benefits  from  the 
state  or  private  plan  according  to  the 
State  Disability  Benefits  law  for  a 
period  up  to  26  weeks.  Should  the 
injured  worker  prevail  in  the 
workers’  compensation  case,  those 
payments  will  be  repaid  out  of  the 
award  in  the  case.  But,  in  the  mean- 
time, the  worker  will  have  received, 
in  some  measure,  a wage  replace- 
ment. 

(signed)  Sidney  S.  Stark 
Attorney 
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Blood  Disorders  in 
Pregnancy 

Russell  K.  Laros,  M.D.,  (ed).  Phila- 
delphia, PA  Lea  & Febiger,  1986. 
Pp.  245.  ($32.50) 

Doctor  Laros  and  his  colleagues 
have  contributed  to  the  creation  of 
a classic  textbook  of  hematology, 
oriented  to  the  needs  of  the  obstetri- 
cian-gynecologist; in  reality,  the  text 
is  highly  informative  and  worth- 
while for  any  interested  clinician. 

Practically  every  hematologic  dis- 
order is  presented  with  exhaustive 
thoroughness,  but  not  with  excep- 
tional clarity.  The  average  obstetri- 
cian seeking  a “how-to”  approach  to 
the  management  of  the  obstetrical 
patient  with  a hematologic  disorder 
might  be  overwhelmed  by  the  detail 
as  well  as  by  the  method  of  expo- 
sition, which  is  more  in  step  with 
the  research-oriented  physician 
and/or  hematologic  oncologist. 

It  would  be  unreasonable  to  rec- 
ommend this  book  to  the  busy  ob- 
stetrician who  readily  has  available 
hematologic  consultation;  however, 
this  book  should  be  in  every  ob- 
stetrical suite  for  ready  reference  as 
well  as  an  aid  to  the  better  under- 
standing of  hematologic  problems 
and  of  consultative  advice. 

Jerome  Abrams,  M.D. 


Coronary  Prevention: 

A Clinical  Guide 

Richard  G.  Hutchinson,  M.D.,  (ed). 
Chicago,  IL,  Year  Book  Medical  t 
Publishers,  Inc.,  1985.  Pp.  278. 

Cardiovascular  diseases  account 
for  almost  one  million  deaths  an- 
nually in  the  United  States,  more 
than  all  other  diseases  combined.  Of 
these  deaths,  20  percent  occur  be- 
fore age  65,  mainly  in  men;  it  is  dif- 
ficult to  identify  the  susceptible  in- 
dividuals in  advance,  even  with  the 
suggested  findings  of  known  labora- 
tory testing.  Some  characteristics 
identify  some  individuals  as  higher 
than  usual  risks  for  sudden  death. 
These  include  heavy  smoking,  hy- 
pertension, obesity,  and  EKG  evi- 
dence of  left  ventricular  hyper- 
trophy. However,  these  findings  also 
may  apply  to  other  varieties  of  C.H.D. 
as  well,  and  not  necessarily  to  sud- 
den coronaiy  artery  failure. 

Dr.  Richard  Hutchinson  has 
brought  together  a group  of  col- 
leagues from  schools  and  clinics 
around  our  country.  Each  has  taken 
a section  under  any  of  these  three 
facets  of  prevention:  Primary:  keep- 
ing the  disease  from  occurring;  Sec- 
ondary: treating  the  disease  once  it 
has  occurred,  to  prevent  complica- 
tions and  recurrences;  Tertiary: 
minimize  and  prevent  consequences 
once  the  disease  and  its  complica- 
tions have  supervened,  e.g.  cardiac 
rehabilitation. 

The  guide  is  well  composed  and 
easy  to  follow;  it  offers  concise 
clinical  and  practical  information. 
The  appendix  includes  exercise  pre- 
scriptions which  suggest  bicycle 
and  walking  programs  of  various 
speeds  and  intensities  and  how  to 
supervise  patient  adherence.  Refer- 
ences are  timely  and  detailed  at  the 
end  of  each  chapter.  Also  included 
are  diet  planning  and  smoking  con- 
trol suggestions. 

This  book  is  particularly  useful 
to  primary  care  physicians  and 
cardiologists. 

Harry  M.  Poppick,  M.D. 


Diagnosis  and 
Management  of  Female 
Pelvic  Inf  ections  in 
Primary  Care  Medicine 

Sebastian  Faro,  M.D.,  (ed).  Balti- 
more, MD,  Williams  & Wilkins, 
1985.  Pp.  219.  Illustrated  ($39.50) 


The  intent  of  this  book  is  to  pres-  0 
ent  a review  and  update  of  female 
pelvic  infections  for  the  practitioner 
as  well  as  a basic  foundation  for  the 
trainee. 

The  text  is  well  structured  with  an 
overview  at  the  beginning  of  each 
chapter  and  wide  margins  that  con- 
tain pertinent  comments.  The  con- 
tributors are  experts  in  their  fields 
and  present  a rational  view  of  this 
subject. 

In  general,  each  chapter  follows 
the  same  format  of  etiology,  epi- 
demiology, clinical  manifestations,  ' 
diagnoses,  treatment,  and  suggested 
readings. 

The  chapter  on  sexually  trans- 
mitted diseases  does  not  discuss  the 
role  of  Chlamydia  trachomatis. 
This  error  no  doubt  will  be  corrected 
in  a future  edition  and  reflects  the 
changing  importance  of  various  in- 
fections in  our  society.  Twenty  years 
ago,  an  examination  question  ask- 
ing what  other  disease  is  associated 
with  gonorrhea  would  have  sug- 
gested the  answer  to  be  syphilis.  The 
answer  now  is  Chlamydia.  Perhaps  ^ 
the  medical  students  are  correct 
when  they  say  that  we  do  not  change  s 
the  questions,  just  the  answers! 

This  text  is  recommended  for  the  > 

. 

gynecologist  and  other  primary  phy-  ( 
sicians  as  well  as  the  resident  or  stu- 
dent in  training.  ( 

Gerard  F.  Hansen,  M.D.  , 

Handbook  of  Federal 
Drug  Law 

James  Robert  Nielsen,  J.D.  Phila- 
delphia, PA  Lea  & Febiger,  1986. 
Pp.  161.  ($18.50) 

In  a very  readable  text,  the  author 
provides  a detailed  synopsis  of  feder- 
al drug  law.  This  handbook  is  di- 
vided into  two  parts.  The  first  part 
deals  with  the  Food,  Drug  and  Cos- 
metic Act  and  the  multiplicity  of 
regulations  that  derive  from  that 
act.  The  second  part  discusses  the 
details  of  the  Controlled  Substance 
Act. 

The  second  part  of  the  text  is  more 
appropriate  to  our  physicians  and 
medical  students  and  covers  in- 
depth  the  issues  of  prescribing,  dis- 
pensing, and  administering  con- 
trolled dangerous  substances. 

This  clearly  written  guide  is  an  ex-  1 
cellent  reference  source.  I do  not 
suggest  it  for  the  physician’s*  bed- 
side reading  list. 

David  I.  Canavan,  M.D. 
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Obituaries 


Dr.  F.H.  Arthur  (Chaiken) 

A general  practitioner  who  later 
specialized  in  obstetrics  and  gyne- 
cology, Frances  H.  Arthur  (Chaiken), 
M.D.,  died  on  May  12,  1986,  at  the 
venerable  age  of  80.  Bom  in  Eliza- 
beth, Dr.  Arthur  received  her  medi- 
cal degree  from  the  University  of 
Minnesota’s  Medical  School,  Min- 
neapolis, in  1924.  She  returned  to 
her  hometown  where  she  served 
that  community  for  over  40  years. 
Dr.  Arthur  was  a member  of  our 
Mercer  County  component  and  of 
the  American  Medical  Association. 
She  was  a Fellow  of  the  American 
College  of  Obstetricians  and  Gyne- 
cologists. In  1974,  upon  receiving 
MSNJ’s  Golden  Merit  Award,  honor- 
ing her  50  years  as  a physician.  Dr. 
Arthur  reminisced  about  her  early 
years  of  practice.  She  commented  on 
the  obstacles  facing  a woman  doctor 
in  those  days,  stating  that  Elizabeth 
General  Hospital  was  not  receptive 
to  having  women  MDs  on  staff. 

Dr.  Russell  W.  Brancato 

The  director  of  the  cardiopul- 
monary laboratory  at  St.  Michael’s 
Medical  Center,  Newark,  Russell  Wil- 
liam Brancato,  M.D.,  died  on  June  7, 
1986,  in  St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson,  at  the  un- 
timely age  of  63.  A native  of  Brook- 
lyn, New  York,  Dr.  Brancato  received 


his  medical  degree  at  the  State  Uni- 
versity of  New  York,  Brooklyn,  in 
1951.  He  was  a member  of  our  Pas- 
saic County  component  and  of  the 
American  Medical  Association.  Dr. 
Brancato  was  an  assistant  clinical 
professor  of  medicine  at  UMDNJ- 
New  Jersey  Medical  School,  Newark, 
and  an  assistant  professor  at  New- 
ark College  of  Engineering.  He  had 
been  affiliated  with  the  National  In- 
stitute of  Cardiology  in  Mexico  and 
was  an  instructor  in  medicine  at  the 
State  University  of  New  York.  Dr. 
Brancato  had  been  affiliated  with  St. 
Joseph’s  Hospital  and  Medical 
Center,  Paterson,  and  established 
the  first  laboratory  in  New  Jersey  for 
performing  coronary  angiographies 
at  St.  Michael’s  Medical  Center,  New- 
ark. Later  a similar  program  was  in- 
itiated at  St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson.  In  1985,  a 
resolution  was  adopted  by  the  New 
Jersey  General  Assembly  in  recog- 
nition of  Dr.  Brancato’s  service  to 
the  people  of  the  state  and  for  his 
career  as  a cardiologist. 

Dr.  A.  T.  Cacciarelli 

A Newark  radiologist,  Alexander  T. 
Cacciarelli,  M.D.,  died  on  March  30, 
1986,  in  St.  James  Hospital,  Newark; 
he  was  only  55  years  old.  A native 
of  Newark,  Dr.  Cacciarelli  received 
his  medical  degree  at  the  State  Uni- 
versity of  New  York’s  College  of  Medi- 
cine, Brooklyn,  in  1955.  He  was  a 
member  of  our  Essex  County  com- 
ponent and  of  the  American  Medical 
Association.  He  had  been  director  of 
radiology  at  St.  James  Hospital  since 
1962.  Dr.  Cacciarelli  served  in  the 
medical  department  of  the  United 
States  Air  Force  from  1956  until 
1958,  attaining  the  rank  of  captain. 

Dr.  Isabel  S.C.  de  Pons 

A retired  pathologist,  for  a time 
identified  as  Sara  (Sarita)  I.  de  Pons, 
M.D.,  Isabel  S.C.  de  Pons,  M.D.,  died 
on  January  30,  1986,  at  the  re- 
markable age  of  88.  Bom  in  Puerto 
Rico,  Dr.  de  Pons  was  graduated 
from  Women’s  Medical  College  (now 
the  Medical  College  of  Pennsyl- 
vania), Philadelphia,  in  1922.  She 
had  been  a member  of  our  Mon- 
mouth County  component  and  of 
the  American  Medical  Association. 
She  had  been  affiliated  with  Fitkin 
Memorial  Hospital,  Neptune,  which 
now  is  known  as  Jersey  Shore  Medi- 
cal Center. 


Dr.  Anthony  J.  DiMarino 

Anthony  James  DiMarino,  M.D., 
died  on  May  30,  1986,  at  Underwood 
Memorial  Hospital,  Woodbury,  at 
the  age  of  79.  Bom  in  Philadelphia, 
Dr.  DiMarino  was  graduated  from 
Hahnemann  Medical  College,  Phila- 
delphia, in  1933.  For  52  years,  he 
served  the  communities  of  Pauls- 
boro  and  Woodbury  as  an  internist, 
and  for  10  years  he  taught  at  the 
University  of  Pennsylvania  School  of 
Medicine  in  the  outpatient  depart- 
ment. Dr.  DiMarino  was  a member 
of  our  Gloucester  County  compo- 
nent, serving  as  their  president  from 
1951  to  1952.  He  also  was  a member 
of  the  American  Medical  Associa- 
tion. He  had  been  affiliated  with 
West  Jersey  Hospital  and  Our  Lady 
of  Lourdes  Hospital,  Camden;  he 
also  was  a Fellow  of  the  American 
College  of  Physicians.  In  civic  affairs, 
Dr.  DiMarino  had  been  on  the 
Paulsboro  Board  of  Education  for 
six  years,  and  chairman  of  the 
Gloucester  County  Diabetic  Detec- 
tion Committee  for  three  years.  In 
1983,  in  recognition  of  his  50  years 
as  a physician.  Dr.  DiMarino  was  a 
recipient  of  MSNJ’s  Golden  Merit 
Award. 

Dr.  Harold  K.  Doran  z 

A practitioner  of  general  medicine 
in  Trenton  for  over  60  years,  Harold 
King  Doranz,  M.D.,  died  at  home,  on 
June  9,  1986,  at  the  venerable  age  of 
88.  A native  of  Trenton,  Dr.  Doranz 
received  his  medical  degree  from  Jef- 
ferson Medical  College,  Philadelphia, 
in  1919.  He  had  been  a member  of 
our  Mercer  County  component  and 
of  the  American  Medical  Associa- 
tion. Dr.  Doranz  had  served  as  a 
medical  examiner  for  the  Penn- 
sylvania Railroad  for  many  years, 
and  was  a school  doctor  in  the  Tren- 
ton public  school  system  for  30 
years.  During  World  War  II,  he  served 
in  the  medical  corps  of  the  United 
States  Army  in  Europe,  emerging 
with  the  rank  of  major.  In  1969,  Dr. 
Doranz  received  MSNJ’s  Golden 
Merit  Award  honoring  his  50  years 
in  medicine. 

Dr.  John  R.  Gannon 

We  just  have  learned  of  the  death 
on  March  26,  1986,  of  John  Rodgers 
Gannon,  M.D.,  at  Hilton  Head  Hospi- 
tal, South  Carolina,  after  a lengthy 
illness.  Bom  in  White  Plains,  New 
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York,  in  1910,  Dr.  Gannon  received 
his  medical  degree  at  Georgetown 
University  School  of  Medicine  in 
1937.  He  had  been  a pathologist  and 
director  of  the  laboratory  at  Passaic 
General  Hospital.  He  was  a member 
of  our  Passaic  County  component 
and  of  the  American  Medical  As- 
sociation. Dr.  Gannon  was  a Dip- 
lomate  of  the  American  Board  of 
Pathology  and  a Fellow  of  the  College 
of  American  Pathologists.  During 
World  War  II,  he  served  in  the  medi- 
cal corps  of  the  United  States  Army, 
attaining  the  rank  of  major. 

Dr.  Paul  Geary 

A retired  thoracic  surgeon,  Paul 
Geary,  M.D.,  died  on  May  17,  1986, 
at  his  home  in  Delray  Beach,  Florida 
at  the  advanced  age  of  87.  Bom  in 
South  Plainfield,  Dr.  Geary  was 
graduated  from  Georgetown  Univer- 
sity School  of  Medicine  in  1923.  He 
had  been  a member  of  our  Union 
County  component  and  of  the 
American  Medical  Association,  and 
had  served  the  community  of  Plain- 
field  for  many  years.  Dr.  Geaiy  was 
board  certified  in  his  specialty,  and 
a Fellow  of  the  American  College  of 
Surgeons.  In  1973,  the  Medical  So- 
ciety of  New  Jersey  conferred  its 
Golden  Merit  Award  on  Dr.  Geary  in 
recognition  of  his  50  years  as  a 
physician. 

Dr.  Robert  E.  Gordon,  Jr. 

A Morristown  pediatrician,  Robert 
Earl  Gordon,  Jr.,  M.D.,  died  on  June 


1,  1986,  at  only  62  years  of  age.  A 
native  of  North  Adams,  Massachu- 
setts, Dr.  Gordon  received  his  medi- 
cal degree  from  New  York  Univer- 
sity’s School  of  Medicine  in  1950.  He 
had  been  a member  of  our  Morris 
County  component  and  of  the 
American  Medical  Association.  Dr. 
Gordon  was  a Diplomate  of  the 
American  Board  of  Pediatrics,  and 
had  been  affiliated  with  Morristown 
Memorial  Hospital  and  the  Grey- 
stone  Park  Psychiatric  Center. 

Dr.  Edward  C.  Klein,  Jr. 

Edward  Caffron  Klein,  Jr.,  M.D.,  a 
semi-retired  internist,  died  on  De- 
cember 2,  1985,  at  the  age  of  85. 
Bom  in  Chicago,  Illinois,  Dr.  Klein 
earned  his  medical  degree  at  Colum- 
bia University’s  College  of  Physi- 
cians and  Surgeons,  New  York,  and 
was  graduated  in  1923.  He  was  a 
member  of  our  Essex  County  com- 
ponent and  of  the  American  Medical 
Association.  Dr.  Klein  was  a Fellow 
of  the  American  College  of  Physi- 
cians, and  was  board  certified  in  his 
specialty.  He  had  been  affiliated  with 
St.  Maty  Hospital,  Orange;  St.  Clare’s 
Hospital,  Denville;  Saint  Barnabas 
Medical  Center,  Livingston;  Presby- 
terian, St.  Michael’s,  and  University 
Hospital,  Newark.  In  1973,  Dr.  Klein 
received  MSNJ’s  Golden  Merit 
Award  in  recognition  of  his  50  years 
in  medicine. 

Dr.  E.  S.  Robertson 

A retired  general  surgeon,  Euston 
Spencer  Robertson,  M.D.,  living  in 


Fort  Lauderdale,  Florida  died  on  De- ! 
cember  24,  1985,  at  the  age  of  80.  A 
native  of  Virginia  Dr.  Robertson  re- 
ceived his  medical  degree  from  the 
Medical  College  of  Virginia  in  1932. 
He  was  a member  of  our  Essex 
County  component  and  had  been  a 
Fellow  of  the  American  College  of 
Surgeons.  When  active.  Dr.  Rob- 
ertson had  been  affiliated  with  Saint 
Barnabas  Medical  Center,  Liv- 
ingston, and  the  Newark  Hospital 
and  Home  for  Crippled  Children.  In 
1982,  in  recognition  of  his  50  years 
as  a physician,  he  received  MSNJ’s 
Golden  Merit  Award.  During  World 
War  II,  Dr.  Robertson  served  in  the 
medical  department  of  the  United 
States  Air  Force,  attaining  the  rank 
of  major. 


Dr.  Milton  I.  Wishner 

Milton  I.  Wishner,  M.D.,  who  prac- 
ticed family  medicine  in  New  Milford 
for  over  30  years,  died  on  June  4, 
1986,  at  the  age  of  71.  Bom  in  New 
York  City,  Dr.  Wishner  received  his 
medical  degree  at  the  Royal  College 
of  Physicians  and  Surgeons,  Glas- 
gow, Scotland,  in  1940.  He  was  a 
member  of  our  Bergen  County  com- 
ponent, and  had  been  affiliated  with 
Hackensack  Medical  Center  in  vari- 
ous capacities.  He  was  active  in  civic 
affairs,  having  been  police  surgeon 
and  a member  of  the  board  of  health 
in  New  Milford.  During  World  War  II, 
Dr.  Wishner  served  in  the  medical 
corps  of  the  Army  of  the  United 
States,  with  the  rank  of  captain. 
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Author  information 


New  Jersey  Medicine  is  the 
official  organ  of  the 
Medical  Society  of  New 
Jersey.  The  goals  are 
educational  and 
informational.  All  material 
published  in  New  Jersey 
Medicine  is  copyrighted  by 
MSNJ. 


CONTENT 

The  educational  content  of  each 
issue  appears  as  scientific  articles, 
based  on  research,  original  concepts 
relative  to  epidemiology  of  disease, 
and  treatment  methodology;  case  re- 
ports based  on  unusual  clinical  ex- 
periences; review  articles;  clinical 
notes,  succinct  items  on  some 
aspect  or  new  observation  or  tech- 
nique of  a case  experience;  and 
special  articles,  which  include  evalu- 
ations, policy  and  position  papers, 
and  reviews  of  nonscientific  sub- 
jects. Other  topics  include  commen- 
tary (critical  narration);  medical  his- 
jtoiy;  therapeutic  drug  information; 
pediatric  briefs;  nutrition  update; 
and  an  opinion  column.  Editorials 
are  prepared  by  the  Editor  and  by 
guest  contributors  on  timely  and  rel- 
evant subjects;  editorials  are  the  re- 
sponsibility of  the  author.  The  Doc- 
tors’ Notebook  section  contains  or- 
ganizational, informational,  and  ad- 
ministrative items  from  MSNJ  and 
from  the  community.  Letters  to  the 
Editor  and  book  reviews  are  wel- 
'come  and  will  be  published  as  space 
permits.  The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis  and 
treatment  and  to  education  of  pa- 
tients and  professionals.  Preference 
will  be  given  to  professional  authors 
from  New  Jersey  and  to  out-of-state 
lecturers  who  submit  a suitable 
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manuscript  based  on  a presentation 
made  in  New  Jersey. 

ASSIGNMENT  OF  COPYRIGHT 

In  compliance  with  the  Copyright 
Revision  Act  of  1976  (effective  Janu- 
ary 1,  1978),  a transmittal  letter  or 
a separate  statment  accompanying 
material  offered  to  New  Jersey 
Medicine  must  contain  the  follow- 
ing language  and  must  be  signed  by 
all  authors: 

“In  consideration  of  New  Jersey 
Medicine  taking  action  in  reviewing 
and  editing  my  submission,  the 
author(s)  undersigned  hereby  trans- 
fers, assigns,  or  otherwise  conveys 
all  copyright  ownership  to  the  Medi- 
cal Society  of  New  Jersey,  in  the 
event  that  such  work  is  published  in 
New  Jersey  Medicine. 

SPECIFICATIONS 

Submit  two  manuscripts  that 
must  be  typewritten  and  double- 
spaced on  8V2"  by  11"  paper. 
Statistical  methods  used  in  articles 
should  be  identified.  Acknowl- 
edgements will  be  made  only  for 
specific  preparation  of  an  essential 
part  of  the  manuscript. 

Authors  are  asked  to  seek  clarity, 
accuracy,  and  originality;  attention 
to  details  of  grammar,  spelling,  and 
typing  are  important. 

The  title  page  should  include  the 
full  name,  degrees,  and  affiliations  of 
all  authors,  and  the  name  and  ad- 
dress of  the  author  to  whom  reprint 
requests  should  be  sent. 

The  author  should  submit  a 40- 
word  abstract  to  be  used  at  the  be- 
ginning of  the  article. 

Tables  must  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
1 1"  sheets,  with  a title  and  number. 
Symbols  for  units  should  be  con- 
fined to  column  headings,  and  ab- 
breviations, properly  explained, 
should  be  kept  to  a minimum. 

Illustrations  should  be  pro- 
fessional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  Where  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or  publi- 
cation permission,  signed  by  the 
subject  or  responsible  person,  must 
be  included  with  the  photograph. 
Material  taken  from  other  publi- 
cations must  give  credit  to  the 


source;  written  permission  for  re- 
publication from  the  original  pub- 
lisher must  be  submitted.  The  cost 
of  color  photographs  must  be  borne 
by  the  author. 

Generic  names  should  be  used 
with  proprietary  names  indicated 
parenthetically  or  as  a footnote  with 
the  first  use  of  the  generic  name. 
Proprietary  names  of  devices  should 
be  indicated  by  the  registration  sym- 
bol— ®. 

The  summary  of  the  article  should 
not  exceed  250  words;  it  should  con- 
tain only  essential  facts. 

References  should  not  exceed  35 
citations  except  in  review  articles, 
and  should  be  cited  consecutively  in 
the  text  by  numbers  in  parentheses 
at  the  end  of  the  sentence.  The  refer- 
ence list  should  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
11"  sheets  in  the  numerical  order  in 
which  they  are  first  cited  in  the  text. 
The  style  of  reference  is  that  of  Index 
Medicus: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  J Med  Soc  NJ 
74:1050-1052,  1977. 

2.  Dixon  WJ,  Massey  FJ:  Introduc- 
tion to  Statistical  Analysis.  New 
York,  NY,  McGraw-Hill,  1969,  pp. 
42-48. 

PUBLICATION  POLICY 

Receipt  of  each  manuscript  will  be 
acknowledged  and  a copy  delivered 
to  the  Editor  who  refers  the  paper  to 
one  or  more  members  of  the  Edi- 
torial Board.  The  final  decision  is  re- 
served for  the  Editor.  No  direct  con- 
tact between  the  reviewers  and  the 
authors  will  be  permitted,  but 
authors  will  be  informed  of  the  re- 
viewers’ comments.  The  publication 
lag  for  original  articles  may  be  six 
months  or  more.  Galley  proofs  will 
be  submitted  to  the  author  for  cor- 
rection of  typographical  errors. 

REPRINT  ORDERS 

Reprints  may  be  ordered  after  the 
author  is  notified  that  the  article 
has  been  selected  for  a specific  issue 
of  JMSNJ.  A check  for  the  cost  of 
reprints  including  remake  charge  if 
order  is  received  after  due  date  must 
accompany  the  order. 

COMMUNICATIONS 

All  communications  should  be 
sent  to  the  Editor,  New  Jersey  Medi- 
cine, MSNJ,  2 Princess  Road,  Law- 
renceville,  NJ  08648. 
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SALE 


OUTSTANDING  MEDICAL/PROFESSIONAL 
FACILITY  AND  LOCATION 

Approx.  200'  from  entrance  to  Southern  Ocean 
County  Hospital.  Plus  a host  of  extras  in  a “Better 
Than  New”  structure.  1820±  sq.  ft.  of  prime  space 
ready  for  furniture/equipment.  Solar  domestic  H/W, 
heat  pump,  emer.  liting,  smoke  alarms,  exit  lites, 
ultra  sound  security,  water  cond.,  7 off-street  park- 
ing spaces  on  5200+  paved  area,  concrete  curbs, 
walks,  ramps,  underground  sprinklers,  exterior 
liting,  fence,  landscaped,  sign,  and  more!!! 

77  Nautilus  Dr.,  Manahawkin,  N.J.  Inspection  by 
appt.  Terms  possible. 

VANGUARD  REALTY,  INC.— Broker 

DAY  609-494-2008  EVE:  609-494-7444 


MOW  LEASING  adjacent  to 

* nieted  Excellent  location  with  bulat0Iy  surgery  center, 

just  complet  ■ tia,  centers  and  as  deslred. 

commercial  and  re  with  support se  235-1661 

Interiors  to  your  spe^ =*o  Michae,  Lew,s  at  (609) 

Ownership  possMties.  _ WED|CAL 

east 
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NEEDED 


Licensed  Physician  for  well-established  private 
Biofeedback/Stress  Centers  in  Lawrenceville- 
Princeton  area.  Opportunity  to  develop  private 
practice  within.  For  further  information  contact 
Cynthia  at  (609)  896-4888. 


WANTED 

Physician  full  time. 

Internist  or  Family  Practitioner.  Board  Certified  or 

Board  Eligible.  Salary  plus  benefits.  Send  C.V.  to: 
Joseph  D.  Loudermilk, 

Chief  Executive  Officer 
NJ  Veterans  Home  at  Paramus 
One  Veterans  Drive 
Paramus,  NJ  07653-0546 
Tel:  201-967-7676 


MEDICAL  PRACTICE 
SALES  AND  APPRAISALS 

We  specialize  in  the  valuation  and  selling  of  medical 
practices.  Listed  are  a few  available  practices:  Al- 
lergy-two Philadelphia  practices;  Dermatology — 
Pennsylvania  and  Kansas;  Gynecology — New  York 
and  South  Dakota;  Family  Practice — New  Jersey  and 
Delaware;  Internal  Medicine — Pennsylvania,  Mary- 
land and  Arizona;  Orthopedic  Surgery— Pennsyl- 
vania; Pediatrics — Colorado  and  Pennsylvania; 
Radiology— two  Philadelphia  practices.  If  interested 
in  buying  or  selling  a medical  practice,  contact  our 
brokerage  division  at  Health  Care  Personnel  Con- 
sulting, 403  GSB  Building,  Bala  Cynwyd,  PA  19004, 
or  call  (215)  667-8630. 


ARMY 

MEDICAL  DEPARTMENT 
OPPORTUNITIES 
FOR 

FAMILY  PHYSICIANS 

The  Army  Medical  Corps  is  seeking  board  certified 
family  physicians  to  become  commissioned  officers. 
For  family  physicians  who  want  more  from  their  career 
than  a predictable  routine  and  do  not  want  to  pay  the 
high  cost  of  malpractice  insurance  or  the  hassle  of 
other  related  insurance  forms  associated  with  private 
or  group  practice,  there  are  opportunities  to  practice 
your  speciality,  as  well  as  opportunities  in  teaching.  In 
clinical  investigation  and  in  continuing  education. 

Opportunities  also  exist  to  travel  to  various  parts  of  the 
world  during  your  off  duty  time  (you  get  30  days  paid 
vacation  per  year)  as  well  as  opportunities  to  practice 
medicine  in  one  of  our  modern  hospitals  located 
throughout  the  United  States  and  overseas. 

To  meet  minimum  eligibility  requirements  you  must:  (1) 
Be  a graduate  of  an  AMA/AOA  accredited  school  of 
medicine  or  osteopathy.  (Foreign  graduates  may  apply 
if  they  have  a permanent  ECFMG  certificate  and  met 
the  other  eligibility  criteria.)  (2)  Be  a US  citizen  or  have 
a permanent  immigrant  visa.  (3)  Have  a current  un- 
restricted license  to  practice  medicine  in  the  US  terri- 
tory. All  speciality  training  must  be  approved  by  the 
AMA,  AOA,  or  ACGME. 

Salary  and  rank  depend  on  training  and  experience. 
Only  a two  year  contract  is  required  and  assignment 
is  guaranteed.  We  will  invite  selected  physicians  to  visit, 
with  no  obligation,  one  of  our  facilities  and  discuss 
Army  medicine  with  a senior  Army  Family  Physician. 
For  further  details  send  C.V.  to  CPT  John  J.  Schafer, 
AMEDD  Personnel  Counselor,  William  J.  Green  Federal 
Bldg.,  600  Arch  Street,  Rm.  10406,  Phila.,  PA 
19106-1610  or  call  (collect)  (215)  597-6871/72. 
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We  Have  A Professional  Location  For  You  . . . 


Immaculate  office  space.  1700  sq.  ft.  ample  parking,  large  hall 
subdivided  for  offices,  w/w  carpeting.  Ideal  for  medical  or 
professional  use.  Exposure  to  Princeton  Area,  Rte.  1.  Corridor 
growth.  Located  on  major  street,  opposite  shopping  mall.  Suc- 
cessful cosmetic  surgery  practice  next  door.  For  further  details 
call: 

Weichert  Realtors  Hopewell/Pennington 
(609)  737-0100 


Bergen  County  Teaneck 

TWO  MEDICAL  BUILDINGS  FOR  SALE 

Operating  Dentist  Office,  waiting  room,  three  treatment 
rooms,  private  office  and  all  purpose  room.  Plus  rent  in- 
come from  three-room  apartment.  Center  of  Town  location, 
on-site  parking. 

4,000  Square  Foot  Brick  Building— Holy  Name  Hospital 
area— Two  floors— good  parking— several  good  tenants 
but  space  will  be  available  for  owner/user. 

Call  for  Details 

RIOTTO  ASSOCIATES  OF  TEANECK,  INC. 

Realtor  1020  Teaneck  Road 

201-833-0600  Teaneck,  N.J.  07666 


NEEDED 


General  Medical  Care 


Family  Practice  Physicians  and  Internists,  board 
eligible/certified  for  directorship/staff  positions  in  ex- 
panding network  of  ambulatory  care  centers  in  Bergen 
County,  NJ  (20  minutes  from  Manhattan).  Excellent 
compensation  package  with  opportunity  for  growth. 
Send  CV  to:  S.  Davis,  Urgent  Care,  157  Franklin  Turn- 
pike, Waldwick,  NJ  07463. 


“SELLING  PRACTICES 
IS  OUR  ONLY  BUSINESS” 

Want  to  maximize  the  return  on  your  investment? 
Before  you  buy  or  sell,  call  for  an  appraisal  to  assure 
the  best  financial  and  transfer  terms.  We  guide  you 
through  the  entire  sales  process  from  initial  meeting  to 
closing.  Serving  NJ,  NY,  CT  & Mass. 

Countrywide  Business  Brokerage,  Inc. 

319  East  24th  St.  Suite  23-G 
New  York,  N.Y.  10010 

(212)  686-7902  (203)  869-3666 


PROFESSIONAL  SPACE 
AVAILABLE  IN  FAIR  LAWN 

Approximately  1,450  sq.  ft.,  modern,  attractive  pro- 
fessional building  with  generous  on-site  parking.  De- 
sirable suburban  setting  conveniently  located  to  hospi- 
tals. Reasonable  rent.  Please  contact  owner. 

JOACHIM  OPPENHEIMER,  M.D. 

11-26  Saddle  River  Road 
Fair  Lawn,  NJ  07410 
201-796-9200 


INTERNIST,  FAMILY  PRACTICE 

Multispecialty  Practice  based  in  Cherry  Hill,  N.J.,  10 
minutes  away  from  Phila. 

Great  opportunity  with  financial  security.  Full  or  part 
time  hours. 

Cherry  Hill  Health  Care  Associates,  P.A. 

7740  Maple  Avenue 
Pennsauken,  NJ  08109 

(609)  488-3505 


NEEDED 

Two  OB-GYN,  BE  or  BC.  Excellent  opportunity  for 
physicians  to  locate  in  a county  of  over  30,000  people 
with  no  gynecologist  in  the  farming/industrial  communi- 
ty. A very  progressive  50-bed  acute  care  hospital. 
Located  at  the  foot  of  the  Ozark  Mts.  with  outstanding 
recreational  opportunities,  good  schools,  churches, 
hospital,  shopping,  etc.  Ideal  area  to  live  and  raise  a 
family,  with  easy  access  to  metropolitan  areas.  Please 
forward  resume  to: 

Nolan  O.  England,  Adm. 

Dexter  Memorial  Hospital 
P.O.  Box  279 
Dexter,  Mo.  63841. 


FOR  SALE 

Established  Medical  Practice 
Cardiology  & Internal  Medicine  in  Essex  County.  Office 
fully  equipped.  Ready  to  take  over.  Grossing  $250-$300 
thousand  yearly  with  room  for  significant  increase. 
Write  to: 

Box  Number  204 
NEW  JERSEY  MEDICINE 
370  Morris  Avenue 
Trenton,  NJ  08611 
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Classified 

Advertisements 

Space  Use  For 
Members  Only 

Copy  deadline:  5th  of 
preceding  month;  Payment 
in  advance;  $5 . 00 first  25 
words , 1 00  each  additional. 
Count  as  one  word  all  single 
words,  two  initials  of  name, 
each  abbreviation,  isolated 
numbers,  groups  of 
numbers,  hyphenated 
words.  Count  name  and 
address  as five  words, 
telephone  number  as  one 
word.  Box  No.  000, 

NEW  JERSEY  MEDICINE 
as five  words. 


ASSOCIATE— INTERNIST  seeks  well 
trained  associate,  BE  or  BC  for  associate. 
Excellent  opportunity.  Central  NJ.  Uni- 
versity affiliated  teaching  hospital.  Write 
Box  No.  201,  NEW  JERSEY  MEDICINE. 

ASSOCIATE — OB/GYN  solo  practitioner 
with  suburban  New  Jersey  practice  1/2 
hour  from  Center  City  Philadelphia  Sat- 
; ellite  office  near  seashore  resort.  Reply 
Dr.  Richard  G.  Tucker,  Route  38  & Ark 
Road,  Ste.  211,  Mount  Laurel,  NJ  08054. 

NEEDED — Board  eligible  or  certified 
family  practitioner  wanted  for  busy  FP 
practice  in  suburban  area  of  Burlington 
County.  Future  partnership  desirable. 
Write  Box  No.  202,  NEW  JERSEY  MEDI- 
CINE. 

NEEDED — Family  Physician/Intemist— 
Exceptional  opportunity  for  personable 
physician  in  established  medical  office. 
We  offer  modem  facilities,  top-notch  staff 
and  excellent  working  conditions  in 
beautiful,  high  growth  central  Jersey 
shore  area  Excellent  renumeration.  Call 
Gale  Wayman,  201-349-8866  or  write: 
1028  Hooper  Avenue,  Toms  River,  NJ 
’ 08753. 

NEEDED — Internist-Cardiologist,  BC/ 
BE.  Opportunity  South  Jersey  communi- 
ty 55,000.  Appt.  full  service  hospital  avail- 
able. Complete  non-invasive  facilities. 
Coverage  available.  Reply  Box  No.  200, 
NEW  JERSEY  MEDICINE. 


NEEDED — Pediatrician,  BC/BE  needed 
to  join  rapidly  growing  three  man  pedi- 
atric practice  at  South  Jersey  Coast.  Area 
includes  Atlantic  City.  Salary  com- 
mensurate with  experience,  leading  to 
partnership.  Contact:  William  Silverman, 
M.D.,  609-390-3996. 

NEEDED — Physicians  for  successful  well 
known  walk-in  medical  office  center  in 
Central  NJ.  Full  and  part-time.  Skilled 
and  personable,  American  trained  MDs. 
Send  CV  to  E.V.  McGinley,  M.D.,  1005  N. 
Washington  Avenue,  Green  Brook,  NJ 
08812,  201-968-8900. 

PRACTICE  OPPORTUNITY— Position 
leading  to  partnership  in  Otolaryn- 
gology-head  and  neck-facial  plastic  sur- 
gery. New  Jersey  bordering  New  York 
City.  Please  call  201-352-6688. 

PRACTICE  AVAILABLE — Family/Inter- 
nal Medicine  Practice  available  now  for 
sale.  Leaving  for  Fellowship.  Extremely 
respected,  successful,  well  organized 
providing  fulfilling  excellent  care.  Moti- 
vated, appreciative  patients.  Excellent 
close  hospital.  Ideal  friendly  semi-rural 
community  close  to  New  Jersey,  Wil- 
mington, Philadelphia  Baltimore.  Good 
terms.  Call  after  6 p.m.  301-398-8031. 

OFFICE/HOME  FOR  SALE— Northern, 
NJ— Glen  Rock.  5 bedroom  trilevel  split 
home  plus  4'At  room  office  on  ground 
level.  Situated  on  busy  main  road. 
$369,000.  Call  201-444-5565. 

HOME/PRACTICE  FOR  SALE—  Retir- 
ing-Established Family  Practice  in 
Hackensack  area  40  years.  Ideal  comer 
office  and  home.  Call  201-845-8451. 

MEDICAL  OFFICE/ HOME  FOR  SALE— 

Jersey  City.  Two  family  house  with  office, 
in  prime  location.  Office  is  equipped  with 
x-ray,  fluoroscope  and  EKG.  Call 
201-435-7734. 

HOME/PRACTICE  FOR  SALE— Linden 
Roselle  Area  Active  Dental  Practice.  30 
years,  2 operations;  Lab  on  professional 
row.  Suitable  for  any  profession. 
Dermatologist  needed  in  area  Reply  Box 
No.  203,  NEW  JERSEY  MEDICINE. 

MEDICAL  OFFICE/HOME  COMBO  FOR 
SALE — Established  location  in 
Maplewood  over  20  years — retired.  9 
room  fully  furnished  office  including  300 
MA  x-ray  and  fluoro.,  EKG,  central  air 
conditioned.  Custom  built  4 bedroom 
modem  home,  central  air.  Bus  stop.  Call 
for  more  details  201-763-2974. 

HOME/OFFICE  FOR  SALE— Spacious 
Tudor  English  house  with  professional 
wing  in  prime  Westfield  location,  on  tree- 
lined  street,  affording  2,050  sq.  ft.  office 
space  and  3,500  sq.  ft.  residence.  Broker: 
201-233-1422. 


EQUIPMENT  FOR  SALE— Mentor  CM-III 
operating  microscope  with  floor  stand, 
case,  6X  and  10X  eyepieces,  excellent 
condition,  $800.  609-597-6800. 

EQUIPMENT  FOR  SALE— Picker  300 
MA  X-Ray  machine,  perfect  condition, 
table,  casettes,  all  accessories,  fluoro 
available  if  desired.  Ideal  for  GI  work. 
Financing  available.  Call  201-763-2974. 

OFFICE  SPACE  TO  SELL— Retiring  Or- 
thopedist in  15  year  old  Erdman  Medical 
Building  in  North  Plainfield.  Approx- 
imately 1,300  sq.  ft.  Good  residential 
neighborhood.  Three  hospitals  and 
surgicenter  nearby.  X-ray,  office 
furniture  and  equipment  negotiable. 
Reply:  P.O.  Box  7129,  Watchung,  NJ 
07061  or  call  201-757-6892. 

SUB-LEASE  OFFICE — Subspecialist 
doctors  office,  furnished.  Available  Sep- 
tember, 1986.  Near  hospitals  border  of 
Cherry  Hill/Evesham  Twp.  Call 
609-778-4222. 

SUB-LEASING  OFFICE  SPACE— 

Lakewood.  Subspecialist  present  tenant. 
Available.  Furnished.  Two  days/week. 
Lower  than  the  lowest  rate.  Call 
201-370-0202. 

OFFICE  SPACE— Long  Branch,  pro- 
fessional office  building  directly  opposite 
Monmouth  Medical  Center,  1,200  sq.  ft., 
unfinished,  ample  parking,  rentable  at 
an  unbelievable  price.  Call  201- 
870-2222. 

OFFICE  SPACE — 1,300  sq.  ft.,  central 
air,  80  parking  space,  ten  other  pro- 
fessionals, laboratory,  x-ray,  physical 
therapy  on  site.  One  to  five  year  lease 
starting  $10  per  sq.  ft.  net.  RA.  Raffman, 
M.D.,  28  Walnut  Street,  Madison,  NJ 
07940.  201-377-6100. 

PROFESSIONAL  OFFICE  SPACE— 

Princeton,  1,800  sq.  ft.  Building  with 
other  MDs,  x-ray,  ample  parking,  conve- 
nient busline  location,  211  North  Har- 
rison Street,  8-4  p.m.,  609-921-7872. 

PROFESSIONAL  OFFICE  SPACE— Pro- 
fessional suites  in  new  office  building  in 
South  Jersey.  Near  JFK  Hospital,  Strat- 
ford Division.  Ample  parking,  reasonable 
rent.  Area  is  affluent  and  growing  rapid- 
ly. Family  practitioners  and  specialists 
needed.  609-227-2221. 

OFFICE  TO  SHARE— 98  Main  Street, 
South  River.  Approximately  1,300  sq.  ft., 
well  furnished,  just  $525  a month  plus 
utilities.  Please  call  201-821-9190. 

CLASSIFIED  ADVERTISEMENT  RE- 
QUESTS/REPLIES—Send  to  NEW  JER- 
SEY MEDICINE,  Advertising  Office.  370 
Morris  Avenue,  Trenton,  NJ  08611. 
609-393-7196. 
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Resident  Association 
of  the 

Medical  Society  of  New  Jersey 
presents 

PREP  FOR  PRACTICE 

A PRACTICE  MANAGEMENT  SEMINAR  FOR  RESIDENTS 
SATURDAY,  OCTOBER  25,  1986 
9:00  A.M.-4:30  P.M. 
at  the  Executive  Offices  of  the 
MEDICAL  SOCIETY  OF  NEW  JERSEY 
Lawrenceville,  New  Jersey  08648 


MORNING  PROGRAM 


AFTERNOON  PROGRAM 


9:00-9:15 

9:15-10:00 


10:00-10:15 
10:15-1  1:15 


11:15  11:30 
11:30-12:00 


12:00-12:15 

12:15-1:00 


Introduction 

Search  for  the  Right  Opportunity 

• How  the  Changing  Complexion  of 
Health  Care  Will  Affect  You 

• Professional  Consideration  in 
Selecting  a Site 

• Personal  Considerations 

• Financial  Considerations 
Questions  and  Answers 
Types  of  Practice 

• Solo 

• Partnership 

• Group 

• HMOs 

Questions  and  Answers 
Physical  Facilities 

• Space  Requirements 

• Floor  Plans 

• Patient  and  Work  Flow 
Questions  and  Answers 
Lunch 


1:00-1:30 


1:30-1:45 

1:45-2:30 


2:30-2:45 

2:45-3:15 


3:15-3:30 

3:30-4:15 

4:15-4:30 

4:30 


FACULTY 

David  Schiller,  J.D.  Patricia  Salmon 

Health  Care  Consulting,  Inc.  Health  Care  Consulting,  Inc. 


Business  Insurance 

• Types 

• How  Much  and  When 
Questions  and  Answers 
Personnel 

• What  You  Need 

• How  to  Find 

• Job  Descriptions 

• Performance  Reviews  and 
Salary  Reviews 

Questions  and  Answers 
Systems 

• Time  Management 

• Charts  and  Records 
» Phones 

• Billing,  Insurance  and  Collection 

• Fees  • Medicare 
Questions  and  Answers 

Financial  Management 

Questions  and  Answers 
Adjournment 


Margaret  Turner 

Medical  Inter-Insurance  Exchange 


The  Presenters  are  affiliated  with  Health  Care  Group,  a nationally  recognized  firm  dedicated  to 
advise  and  assist  health  care  professionals  in  all  aspects  of  managing  their  practices  and  the  Medical 
Inter-Insurance  Exchange  of  New  Jersey,  the  physician-owned  professional  liability  insurance  company. 


REGISTRATION 


Registration  is  limited  to  35  residents  or  spouses  with  preference 
given  to  those  in  their  last  year  of  residency. 

PLEASE  RESPOND  NO  LATER  THAN  OCTOBER  17,  1986 


NO  REFUNDS  AFTER  OCTOBER  22,  1986 

MEMBER  OF  MSNJ  RESIDENT  ASSOCIATION  $25.00 

SPOUSE  $25.00 

NONMEMBER  OF  MSNJ  RESIDENT  ASSOCIATION  $50.00 

SPOUSE  $50.00 

PLEASE  INDICATE  IF  LAST  YEAR  RESIDENT 


DETACH  AND  MAIL  TO:  PREP  FOR  PRACTICE,  MSNJ,  TWO  PRINCESS  RD., 
LAWRENCEVILLE,  NJ  08648 

Enclosed  is  my  check  for payable  to  Medical  Society  of  New  Jersey 

NAME  (PLEASE  PRINT) 

ADDRESS 

PHONE.  # 

A confirmation  will  be  sent  to  you  along  with  directions  to  MSNJ 


Interest? 

Solo 

— Group 


! 
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Do  Not  Substitute 


2 mg  5 mg  10  mg 

The  One  You  Know  Best 


Are  you  writing  only 
half  a prescription  for  it? 


Be  sure  to  write  a complete  prescription. 

Specify  “Dispense  as  written”  or  “Do  not  substitute”  or  “Medically  necessary.” 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Will  the  doctors  of  tomorrow 
have  the  drugs  of  tomorrow? 


Only  if  manufacturers  of  brand-name  pharmaceuticals 
like  Roche  can  continue  to  develop  new  products  at  a 
time  when  making  them  available  is  both  unpredictable 
and  expensive. 

On  the  average,  only  one  in  10,000  promising  new  com- 
pounds is  ever  introduced  as  a new  product.  And  about 
$90  million  is  usually  spent  on  that  product  before  it’s 
available  for  your  prescription.  To  follow  up  on  discov- 
eries like  Valium®  (brand  of  diazepam/Roche),  Roche  is 
now  spending,  on  a worldwide  basis,  about  20  cents  of 
every  sales  dollar  in  up-front  drug  research  and  develop- 
ment. It’s  our  way  of  making  sure  that  tomorrow’s  drugs 
are  available  tomorrow. 


Copyright  © 1986  by  Roche  Products  Inc.  All  rights  reserved. 


VALIUM, 

rdiazepam/Roche 


2-mg  5-mg  10-mg 

The  One  You  Know  Best 

The  cut  out  "V"  design  is  a registered  trademark  of  Roche  Products  Inc. 

Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 
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Who  benefits — 
doctors,  lawyers, 
or  patients? 


E.  & W.  BLANKSTEEN 

E.  & Wo  BLAMKSIEEN  AGENCY,  INC* 

ADMIMSTMATOMS 

TOE  MEDICAL  SOCIETY  OF  MEW  JERSEY 

ENDORSED  PLANS  OR 

LONG-TERM  INCOME  PROTECTION  PLAN 
MAJOR  MEDICAL 
OVERHEAD  EXPENSE 
HOSPITAL-MONEY 
HIGH  LIMIT  ACCIDENT 
TERM  LIFE 
KEOGH 

★ ★ ★ 

ALSO  AWMLAKLE  ME 
NGN-GMOQP  PROGRAMS  OR 

HOMEOWNER’S 
OFFICE  PACKAGE 
LIFE 
IRA 

PENSION 

75  Monlgomeiy  Street 

Jersey  City,  N.J.  07302 

(20 1 ) 333-4340  1 ^(800)  BLANK  AG 


BERGEN  COUNTY  MEDICAL  SOCIETY 

FOUNDED  1854 

Announces  a 

One-day  workshop  on 
“How  to  Improve  Third  Party 
Reimbursement  and  Coding” 


PRESENTED  BY  CONOMIKES  ASSOCIATES,  INC. 


THREE  DATES  AND  LOCATIONS 

WEDNESDAY,  OCTOBER  22,  1986  — WEST  JERSEY  HOSP.,  VOORHEES,  N.J. 
THURSDAY,  OCTOBER  23,  1986  — MSNJ  HEADQUARTERS,  LAWRENCEV1LLE,  N.J. 

FRIDAY,  OCTOBER  24,  1986  — ENGLEWOOD  HOSP.,  ENGLEWOOD,  N.J. 


Workshop  Topics  This  workshop  will  cover  all  aspects  of  CPT 

procedure/HCPCS  coding  and  ICD-9-CM 
diagnostic  coding. 

Major  points  to  be  covered  in  the  workshop 


include: 


1.  How  to  correctly  code  for  office,  hospital, 
and  procedural  services  to  obtain 
maximum  reimbursement  from  third  par- 
ties. 

2.  Correct  methods  for  follow-up  on  outstand- 
ing Medicare,  Workers’  Compensation, 
Disability  Insurance,  and  other  third-party 
claims. 

3.  How  to  reduce  insurance  claims  being  re- 
jected, returned  or  delayed  by  the  carriers. 

4.  How  to  analyze  if  the  practice’s  current  fee 
profile  is  correct. 


5.  Find  out  what  Medicare  and  other  third  par- 
ties are  looking  for  on  claim  forms. 

6.  How  to  correct  an  old  incorrect  Medicare 
fee  profile. 

7.  How  to  appeal  inadequate  Medicare  reim- 
bursements. 

8.  How  to  correctly  design  your  superbill. 

9.  What  types  of  mistakes  practices  com- 
monly make. 

10.  What  are  the  latest  trends  in  reimburse- 
ment and  insurance  filing  procedures. 


TUITION  MSNJ  MEMBERS  AND  THEIR  STAFF  —$165.00 
NON  MSNJ  MEMBERS  AND  THEIR  STAFF—  $200.00 

INCLUDING  LUNCHEON  AND  COFFEE  BREAKS 


For  further  information  and  registration  form,  call  or  write: 

Bergen  Cty.  Medical  Society 
302  Union  St. 

Hackensack,  N.J.  07601 
(201)  489-3140 
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GROUP  MAJOR  MEDICAL  PROGRAM— IMPROVES 
BENEFITS  FOR  OUTPATIENT  MENTAL  AND 
NERVOUS  CONDITIONS 

The  Committee  on  Membership  Services  is  pleased 
to  report  an  increase  in  the  benefits  payable  for  outpa- 
tient mental  and  nervous  treatment  under  the  Group 
Major  Medical  Program.  The  changes  became  effective 
January  1,  1986. 

Previously,  the  covered  charge  for  an  outpatient  visit 
by  a physician  was  limited  to  $40,  and  the  number  of 
visits  in  a calendar  year  was  limited  to  50.  After  the 
satisfaction  of  the  calendar  year  deductible,  the  Pro- 
gram paid  benefits  on  the  basis  of  50  percent  of  the 
covered  charges,  or  a maximum  benefit  of  $20  per  visit. 
The  annual  maximum  benefit  limit  for  mental  and 
nervous  disorder  outpatient  treatment  was  $1,000. 
(For  other  conditions,  the  Program  provides  an  un- 
limited lifetime  maximum  benefit). 

The  new  benefit  for  outpatient  treatment  for  mental 
and  nervous  disorders  removed  the  $40  limit  on  the 
covered  expense  for  a physician’s  charge  for  outpatient 
visits  and  replaced  it  with  a reasonable  and  customary 
limit.  Also,  the  calendar  year  maximum  benefit  limit, 
after  satisfaction  of  the  deductible,  was  increased  from 
$1,000  to  $1,500.  For  example,  if  the  physician’s 
charge  is  $80  per  visit,  and  this  charge  is  within  the 
reasonable  and  customary  charge  limitation,  the  entire 
charge  is  considered  covered  and  the  benefits  payable 
at  50  percent  would  be  $40.  The  number  of  visits  cov- 
ered in  a calendar  year  is  limited  to  50,  and  the  benefits 
for  covered  expenses  in  a calendar  year  are  payable  up 
to  the  $1,500  maximum  limit. 

QUALITY  ASSURANCE  ISSUES  IN  HEALTH  CARE 
CONTRACTS 

Many  health  insurance  programs  and  health  ben- 
efits service  contracts  raise  serious  quality  assurance 
issues.  MSNJ  has  created  a Committee  on  Health  Care 
Reimbursement  Policies  to  provide  guidance  to  phy- 
sicians and  third  parties  in  assuring  that  an  adequate 
quality  is  available  to  patients  under  these  programs. 

The  Committee  currently  is  reviewing  HMO  offerings 
and  will  render  a report  on  the  various  plans  later  this 
year. 


If  you  are  concerned  with  quality  assurance  issues 
in  health  care  contracts,  please  contact  the  Committee 
on  Health  Care  Reimbursement  Policies  or  Mr.  Joseph 
C.  Lucci  at  MSNJ  headquarters. 

CRACK:  COCAINE  PREPACKAGED 

A great  deal  of  media  attention  recently  has  focused 
on  crack.  Some  of  these  sources  seem  to  imply  that  this 
is  a new  drug  with  a unique  toxicity.  In  fact,  crack  is 
an  old  drug  (cocaine)  which  has  been  processed  to  its 
free-base  form.  Crack  shares  the  same  toxicity  as  co- 
caine. What,  then,  sets  it  apart? 

Cocaine  in  its  traditional  forms  (cocaine  hydro- 
chloride, cocaine  sulfate,  or  cocaine  base)  usually  is 
inhaled  as  a powder  through  the  nose  or  dissolved  and 
injected  intravenously.  Smoking  of  these  forms  de- 
stroys the  cocaine  by  pyrolysis.  Crack,  on  the  other 
hand,  always  is  smoked.  Flakes  of  crack  are  placed  in 
a pipe  or  sprinkled  on  a tobacco  or  marijuana  cigarette. 
While  the  inherent  vasoconstrictive  properties  of 
snorted  cocaine  tend  to  diminish  absorption  through 
the  nasal  vasculature  as  greater  amounts  are  inhaled, 
this  self-limiting  property  is  lost  when  the  product  is 
smoked  as  the  free-base.  It  is  for  this  reason  that  the 
danger  of  overdose  and  severe  toxicity  with  crack  is 
greater.  Crack  smokers  face  the  additional  danger  of 
developing  pulmonary  gas  exchange  abnormalities 
which  have  been  detected  in  long-term  chronic  users. 

Crack,  or  free-base  cocaine,  is  a sympathomimetic 
agent.  Toxic  effects  are  referable  mainly  to  the  central 
nervous  system  and  cardiovascular  system  with  a 
biphasic  pattern  of  intense  excitation  followed  by  de- 
pression. Neurologic  effects  may  include  euphoria 
anxiety,  tremulousness,  seizures,  and  CNS  depression. 
There  is  no  evidence  that  crack  causes  violent  behav- 
ior. Cardiovascular  effects  include  elevation  of  blood 
pressure,  sinus  tachycardia  and,  in  severe  cases,  life- 
threatening  dysrhythmias  and  hypotension.  Other  ef- 
fects include  elevation  of  temperature,  mydriasis,  and 
tachypnea  or  respiratory  depression.  Recent  reports  of 
cerebrovascular  hemorrhage  and  myocardial  ischemia 
or  infarction  are  cause  for  great  concern  but  require 
additional  investigation. 

Treatment  of  acute  toxicity  should  include  prin- 
ciples of  general  poison  management.  Toxic  effects  are 
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usually  shortlived.  Supportive  treatment  generally  is 
all  that  is  required  while  keeping  in  mind  the  possi- 
bility of  serious  complications  listed  above.  Seizures 
and  dysrhythmias  are  treated  with  standard  protocols. 
Concomitant  ingestion  of  other  drugs  is  common  and 
often  complicates  the  clinical  picture. 

CANDIDATES  FOR  MSNJ  OFFICES 

If  you  are  interested  in  becoming  an  Officer,  Trustee, 
or  member  of  the  AMA  Delegation,  a new  opportunity 
exists  for  you.  The  Nominating  Committee  will  meet 
several  times  this  year  to  consider  candidates.  We  will 
consider  members  other  than  those  recommended  by 
county  medical  societies  and  nominating  delegates  for 
any  of  these  offices.  If  you  wish  to  be  considered,  please 
contact  your  county  medical  society  or  the  Medical 
Society  of  New  Jersey  for  the  necessary  forms.  This  is 
a real  opportunity  for  grassroots  candidate  develop- 
ment and  I urge  you  to  use  it. 

Ralph  J.  Fioretti,  M.D. 

Chairman,  Nominating  Committee 

AIDS  ROVING  SYMPOSIA  SERIES 

The  Academy  of  Medicine  of  New  Jersey  has  received 
a grant  from  the  New  Jersey  State  Department  of 
Health  to  provide  speakers  on,  “An  Overview  of  AIDS.” 
The  programs  will  be  one  hour  in  length,  accredited 
in  category  I and  will  be  administered  through  the 
Academy’s  Roving  Symposia  Series. 

There  will  be  no  fee  for  these  programs  and  we  are 
limited  in  the  number  of  programs  offered  by  the 
grant.  Acceptance  will  be  on  a first-come,  first-served 
basis. 

The  speakers  participating  in  the  series  are  all 
outstanding  leaders  of  our  New  Jersey  infectious  dis- 
eases community.  They  will  be  presenting  a uniform 
lecture  which  was  prepared  by  a committee  under  the 
chairmanship  of  Dr.  James  Oleske.  The  latest  infor- 
mation available  on  this  rapidly  changing  subject  will 
be  incorporated  into  the  lectures. 

Any  institution  wishing  to  apply  for  a program 
should  contact  the  Executive  Offices  of  AMNJ  at  (609) 
896-1717. 

ALZHEIMER’S  ROVING  SYMPOSIA 

The  Academy  of  Medicine  is  the  recipient  of  a grant 
from  the  New  Jersey  State  Departments  of  Health  and 
Community  Affairs  via  the  Brooksdale  Foundation  to 
provide  speakers  on  “Alzheimer’s  Disease,  Its  Recog- 
nition and  Management.”  The  programs  will  be  one 
hour  in  length,  accredited  in  category  I and  will  be 
administered  through  the  Academy’s  Roving  Symposia 
Series. 

It  is  important  to  note  that  there  will  be  no  fee  for 
these  programs  and  that  acceptance  will  be  on  a first- 
come,  first-served  basis.  Please  do  not  request  a pro- 
gram date  before  November  1,  1986. 

The  State  Health  Department  estimates  that  there 
are  200,000  cases  of  cognitive  impairment  in  New  Jer- 
sey and  as  many  as  60  percent  may  prove  to  be 
Alzheimer’s  disease.  The  purpose  of  the  educational 
effort  is  to  educate  physicians  and  other  health  pro- 
fessionals on  Alzheimer’s,  its  recognition  as  a major 
problem,  appropriate  evaluation,  and  management. 


Any  institution  wishing  to  apply  for  a program 
should  contact  AMNJ  at  (609)  896-1717. 

LEGAL  OBLIGATIONS/MEDICAL  PRACTITIONERS 

Be  aware  and  beware  of  your  legal  obligations  as  a 
practicing  physician.  Page  707  of  the  1985  MSNJ 
Membership  Directory  contains  some  of  the  impor- 
tant, but  not  all-inclusive,  common  legislative  and 
regulatory  concepts  which  confront  the  practicing 
physician.  Failure  to  conform  can  result  in  a fine  and 
loss  of  medical  license. 

ADVANCES  IN  CANCER 

In  recent  years,  a series  of  discoveries  has  led  to  a 
fuller  understanding  of  the  molecular  basis  of  human 
cancer  and  the  ways  in  which  genetic  mechanisms 
translate  an  oncogenic  stimulus  into  neoplasia  Many 
scientists  feel  that  these  fundamental  principles  in 
molecular  biology  are  essential  to  comprehend  and  to 
utilize  in  a key  fashion  if  cancer  is  to  be  treated  effec- 
tively or  to  be  cured. 

The  article  by  Dr.  Kirsch,  “Oncogenes  in  Human 
Neoplasia”,  is  based  on  material  he  presented  at  a sym- 
posium conducted  by  the  Academy  of  Medicine  and  the 
Oncology  Society  of  New  Jersey.  In  this  article.  Dr. 
Kirsch  discusses  the  role  of  oncogenes  in  human 
neoplasia  and  shares  with  us  some  of  the  very  exciting 
new  information  relating  to  the  basic  genetic  mechan- 
isms that  in  fact,  cause  cancer  in  the  first  place.  A 
reading  list  is  available  from  the  author. 

Alan  J.  Lippman,  M.D. 

MEDICAL  ASSISTANTS 

The  American  Association  of  Medical  Assistants 
(AAMA),  the  nation’s  oldest  and  largest  medical  assis- 
tants organization,  has  designated  November  3 to  7, 
1986,  as  Medical  Assistants  Week. 

The  theme  this  year  is  “Medical  Assistants:  Help  you 
Through  the  Health  Care  Maze,”  emphasizing  the 
value  of  the  medical  assistant  to  both  her  phys- 
ician/employer and  the  patients  she  serves.  A “medical 
assistant”  is  a professional,  multi-skilled  person  dedi- 
cated to  assisting  in  patient  care  management.  This 
practitioner  performs  administrative  and  clinical 
duties  and  may  manage  emergency  situations,  facili- 
ties and/or  personnel.  Competence  in  the  field  also 
requires  that  a medical  assistant  display  pro- 
fessionalism, communicate  effectively,  and  provide  in- 
struction to  patients. 

The  New  Jersey  Society  of  Medical  Assistants  has 
planned  a one-day  educational  seminar  on  Sunday, 
November  8,  1986  at  the  Holiday  Inn,  Toms  River.  This 
seminar  is  geared  to  educate  the  medical  assistants  in 
various  aspects  of  the  health  care  field,  such  as:  ‘Tele- 
phone Management,  Effective  Communications,  and 
The  Medical  Office  Team.” 

For  additional  information  regarding  Medical  Assis- 
tants Week  contact:  Linda  Roberts,  CMA-A  6 Regal 
Court,  Toms  River,  NJ  08753. 

FINI 

“Never  get  so  busy  that  you  have  not  the  time  to 
think.” 
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Professional  liability 
Commentary* 


THREAT  OF  FALSE  TESTIMONY 

A New  Jersey  jury  awarded  both  punitive  and  com- 
pensatory damages  to  a man  who  alleged  that  his  treat- 
ing physician  refused  to  testify  at  the  trial  of  his  pa- 
tient’s auto  accident  case. 

The  treating  physician  allegedly  wrote  a medical  re- 
port indicating  his  findings  of  cervical  radiculopathy 
and  his  conclusion  that  the  patient  would  suffer  with 
permanent  pain  and  restriction  of  motion,  thus 
precluding  him  from  continuing  his  occupation  as  a 
construction  worker. 

According  to  the  plaintiff,  the  treating  physician 
agreed  to  testify  at  the  auto  accident  trial  only  if  he 
were  paid  $750  plus  $250  per  day  for  each  day  he  was 
"on  call."  When  it  became  apparent  that  there  would 
be  numerous  delays  in  commencing  trial,  the  plain- 
tiff s attorney  served  the  treating  physician  with  a sub- 
poena 

The  plaintiff s attorney  alleged  that  the  physician 
told  him  that  if  he  were  compelled  to  testify  under 
subpoena  he  would  fabricate  his  testimony  to  damage 
the  plaintiffs  case.  As  a result  of  this  alleged  occur- 
rence, the  plaintiff  contended  that  he  had  no  choice 
but  to  accept  a settlement  offer  in  his  case  well  below 
its  actual  value. 

Subsequently,  the  patient  brought  a lawsuit  against 
his  former  treating  physician.  He  alleged  breach  of 
implied  contract  to  tell  the  truth  about  his  patient’s 
condition,  as  well  as  alleging  malpractice  and  a civil 
tort  known  as  outrage. 

The  tort  of  outrage  is  an  intentional  civil  wrong, 
rather  than  an  act  of  negligence.  It  has  been  defined 
as  a case  in  which  the  recitation  of  facts  to  an  average 
member  of  the  community  would  arouse  his  resent- 
ment against  the  wrongdoer  and  would  lead  him  to 
exclaim,  “outrageous.” 


At  the  trial,  the  plaintiff  s attorney  presented  a phy- 
sician as  an  expert  witness.  He  testified  that  if  the 
defendant  physician  had  threated  to  fabricate  his  tes- 
timony, he  had  destroyed  the  physician-patient  rela- 
tionship and  as  such  had  deviated  from  accepted  stan- 
dards. The  defendant’s  own  expert  conceded  at  trial 
that,  if  the  alleged  threat  to  lie  had  occurred,  it  would 
constitute  a deviation. 

The  defendant  physician  denied  all  allegations 
against  him  and  contended  that  he  had  not  been 
served  with  the  subpoena  The  plaintiff  presented  re- 
futing witnesses.  The  jury  found  in  favor  of  the  plain- 
tiff on  all  three  theories  of  liability  and  rendered  a 
verdict  of  $315,000,  including  $65,000  in  punitive 
damages,  to  the  plaintiff.  This  case,  which  was  re- 
ported in  New  Jersey  Verdict  Review  and  Analysis. 
May  12-16,  1986,  raises  several  interesting  questions. 

An  insurance  company  is  not  obligated  to  defend  or 
indemnify  any  act  specifically  excluded  from  its  policy 
with  its  insured.  Most  professional  liability  insurance 
policies  cover  only  acts  of  alleged  negligence  and 
specifically  exclude  coverage  for  alleged  acts  of  inten- 
tional wrongdoing.  Where  the  plaintiff  has  made  speci- 
fic allegations  of  intentional  wrongdoing  in  the  com- 
plaint, the  defendant  may  find  that  his  insurance  com- 
pany will  not  defend  or  indemnify  the  claim. 

Likewise,  New  Jersey  law  prohibits  insurance  com- 
panies from  defending  or  paying  indemnity  on  claims 
for  punitive  damages.  New  Jersey  courts  have  taken 
the  position  that  allowing  insurance  companies  to  de- 
fend such  claims  would  frustrate  the  rationale  and 
purpose  behind  the  assessment  of  punitive  damages. 
The  stated  rationale  underlying  an  assessment  of 
punitive  damages  is  to  punish  the  wrongdoer  and 
deter  him  from  committing  similar  wrongful  acts  in 
the  future. 

Another  issue  raised  by  the  reported  use  is  whether 
or  not  a treating  physician  has  a duty  to  aid  the  patient 
in  litigation  regarding  injuries  for  which  the  physician 
treats  the  patient.  No  New  Jersey  court  has  dealt 
squarely  with  this  issue.  Courts  in  Pennsylvania  have 
ruled  that  the  duty  of  a physician  to  a patient  com- 
prehends “a  duty  to  aid  the  patient  in  litigation  . . . (by) 
rendering  reports  and  attending  court  when  needed.” 
(Alexander  v Knight,  197  Pa  Super  79  (1962)) 

Physicians  who  are  subpoenaed  to  testify  in  court 
must  comply.  A subpoena  is  an  order  of  court  which 
commands  the  named  individual  to  attend  and  give 
testimony  at  the  time  and  place  specified.  Failure  to 
obey  a valid  subpoena  may  subject  the  subpoenaed 
individual  to  punishment  by  fine,  jail,  or  other  conse- 
quences. Physicians  are  well  advised  to  obey  sub- 
poenas unless  otherwise  advised  by  counsel  or  excused 
by  the  judge. 

SURCHARGE  EVERY  NEWBORN  DELIVERY  TO 
INSURE  RISK  OF  BRAIN-DAMAGED  ONES? 

Catastrophic  insurance  for  all  newborns  to  cover 

brain  damage  and  other  problems  “could  be  funded  by 

the  universe  of  pregnant  women,  with  a surcharge  per  ( 

delivery”  under  a no-fault  contingency  plan  offered  by 


‘This  item,  from  the  Department  of  Professional  Liability 
Control,  MSNJ,  ws  prepared  by  James  E.  George,  M.D.,  J.D., 
and  A Ronald  Rouse,  who  are,  respectively,  Director  of  the 
Department  and  Director  of  Special  Projects. 
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an  official  of  the  American  College  of  Obstetricians  and 
Gynecologists  (ACOG). 

“In  this  way,”  said  ACOG  associate  director  of  pro- 
fessional liability.  Kenneth  V.  Heland,  at  last  month's 
annual  meeting  of  the  Physician  Insurers  Association 
of  America,  “We  could  spread  the  risk  among  the  3.6 
million  deliveries,  instead  of  requiring  the  50,000 
health  care  providers  doing  deliveries  to  provide  this 

social  insurance No  one  has  yet  made  a serious 

legislative  proposal  for  this  type  of  solution.  But  if  the 
insurance  crisis  worsens,  we  should  be  prepared — 
There  is  a serious  risk  that  childbirth  may  become 
uninsurable.” 

Characterizing  his  idea  as  “a  trial  balloon,”  Heland 
predicted  that  unless  tort  reform  includes  his 
surcharge  proposal  to  stop  or  reduce  malpractice  suits 
alleging  physician  blame  for  infant  brain  damage,  “We 
just  will  have  developed  another  collateral  source.”  The 
surcharge  for  women  unable  to  pay  would  have  to  be 
assumed  by  states,  Heland  said. 

The  ACOG  spokesman,  who  participated  in  a PLAA 
workshop  on  impaired  infants,  also  forecast  that  ob- 
stetrics and  gynecology  could  split  into  separate  and 
distinct  specialties.  “We  now  have  a situation  with 
relative  low-risk  physicians  (gynecologists)  being  un- 
sympathetic to  the  plight  of  high-risk  physicians  (ob- 
stetricians),” Heland  said. 

Within  the  OBG  specialty’s  liability  crisis,  Heland 
was  asked,  “Where  are  the  states  with  the  worst  prob- 
lems?" “Michigan,  regarding  adequacy  of  coverage," 
Heland  replied;  “Virginia  and  West  Virginia  regarding 
availability;  and  New  York,  Florida,  Illinois,  and  Massa- 
chusetts regarding  affordability." 

NEUROLOGIC  DEFICITS  OFTEN  OCCUR  LONG 
BEFORE  BIRTH 

Science-based  relief  for  the  malpractice  case  defen- 
dant accused  of  bad  baby  outcomes  was  offered  by  two 
physicians  during  the  Physician  Insurers  Association 
of  America  workshop  in  which  Heland  offered  his  eco- 
nomic solution  for  underwriting  care  for  such  infants; 

• In  cases  of  stillboms,  maternal  disease,  or  ab- 
normal labor  or  delivery,  examination  of  the  placenta 
may  hold  the  key  to  what  went  wrong,  thus  absolving 
the  attending  physician  of  negligence,  according  to  Dr. 
Charles  H.  Sander,  a pathologist  who  directs  a placen- 
tal tissue  registry  at  Michigan  State  University.  He 
cited  examples  to  offer  hope  not  only  for  defending 
malpractice  claims  against  physicians,  but  also  for  pre- 
venting future  birth  defects.  PLAA  is  conducting  an 
ongoing,  extensive  infant  neurologic  deficit  study  to 
help  physicians  identify  high-risk  patients  and  alter 
practice  patterns  contributing  to  negligence  claims  in 
the  birth  area 

• An  analysis  of  clinical  studies  involving  50,000 
pregnancies  at  12  teaching  hospitals  had  led  Dr.  Rich- 
ard L.  Naeye,  Hershey  Medical  Center  pathologist,  to 
conclude  “There  is  reason  to  question  the  assumption 
that  hypoxia  caused  most  of  the  psychomotor  impair- 
ments currently  under  litigation.”  The  Pennsylvania 
State  University  physician  said,  “Many  cases  of  brain 


dysfunction  that  follow  fetal  distress  are  likely  caused 
by  brain  damage  or  developmental  disorders  that  orig- 
inated long  before  the  start  of  labor  and  delivery.” 

Noting  that  other  researchers  long  have  suspected 
that  many  neurologic  abnormalities  now  attributed  to 
intrapartum  hypoxia  “are  in  fact  due  to  antecedent 
abnormalities.”  Dr.  Naeye  concluded  that  “findings 
from  the  present  study  support  this  thesis.  Evidence 
also  is  provided  for  several  previously  undescribed 
mechanisms  by  which  fetal  brains  may  be  damaged 
before  labor  and  delivery.”  ( Medical  Liability  Monitor 
11:6,  1986) 

DISPUTE  OVER  WITNESS  FEE  SPAWNS  ACTION  IN 
CALIFORNIA 

Malicious  prosecution  and  abuse  of  process  claims 
arising  from  a dispute  over  a physician’s  witness  fee 
were  properly  dismissed,  a California  appellate  court 
ruled. 

In  a medical  malpractice  case,  the  patient’s  treating 
physician  was  called  as  a witness.  The  case  resulted 
in  a defense  verdict  and,  when  the  physician  requested 
$1,000  for  his  expert  witness  fee,  the  patient  and  his 
attorney  refused  payment.  The  physician  sued  them 
for  breach  of  contract. 

In  connection  with  the  breach  of  contract  action,  the 
patient's  attorney  appeared  at  the  physician's  at- 
torney’s office  for  a deposition.  According  to  the  pa- 
tient’s attorney,  the  physician’s  attorney,  in  the  pres- 
ence of  others,  referred  to  him  as  a “deadbeat."  The 
patient’s  attorney  then  brought  a defamation  action 
against  the  physician’s  attorney  and  the  physician,  on 
the  theoiy  that  the  physician  was  the  attorney’s  em- 
ployer. 

The  patient  then  filed  a malpractice  action  against 
the  treating  physician.  The  physician  sued  the  patient 
and  his  attorney  for  malicious  prosecution  and  abuse 
of  process.  The  physician's  attorney  then  filed  a ma- 
licious prosecution  and  abuse  of  process  action  on  his 
own  behalf  against  the  patient’s  attorney. 

Dismissal  of  the  defamation  and  medical  malprac- 
tice actions  were  affirmed  by  an  appellate  court.  On 
appeal  from  dismissal  of  the  malicious  prosecution 
and  abuse  of  process  actions,  the  appellate  court  said 
that  they  also  should  be  dismissed.  Filing  of  the  ma- 
licious prosecution  action  was  premature,  since  the 
underlying  action  it  was  based  on  was  still  pending  an 
appeal  at  the  time  it  was  filed.  Where  the  only  alleged 
improper  act  was  the  mere  filing  of  a lawsuit,  the 
proper  claim  was  malicious  prosecution,  not  abuse  of 
process,  the  court  said. 

The  court  said  the  case  tottered  on  the  ledge  of  being 
a frivolous  appeal.  The  court  said  that  what  was  un- 
deniable was  that  a dispute  over  relatively  modest  wit- 
ness fees  had  spawned  over  four  lawsuits  and  three 
appeals,  all  of  which  had  been  litigated  to  the  point  of 
nausea. 

Continuing,  the  court  said,  “At  a minimum,  this 
catalogue  of  litigation  serves  as  a reminder  that  court 
backlogs  are  at  least  partially  the  product  of  litigating 
ridiculous  catfights.”  ( The  Citation  52:9,  1986) 
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Maintenance 
and  Release 

MEDICAL 

RECORDS 


Do  medical  records  exist  for  the  benefit  of  the  doctor  and  patient 
or  for  the  benefit  of  plaintiffs9  attorneys  and  the  State  Board  of 
Medical  Examiners  ? 


Not  too  long  ago,  a physician’s 
medical  records  were  deter- 
mined by  the  courts  to  be  the 
sole  property  of  the  physician.  More  recently,  the  New 
Jersey  Board  of  Medical  Examiners  substantially  has 
eroded  that  decision  by  requiring  physicians  to 
provide  copies  of  their  medical  records  to  patients  or 
their  representatives  within  30  days  of  receipt  of  a 
written  request.  N.JAC.  13:35-6.5  provides: 

Preparation  of  patient  records  and  release 
thereof: 

(a)  A patient  record  shall  be  prepared  by  all 
licensees  and  registrants  of  this  Board  and 
shall  be  maintained  for  seven  years  from  date 
of  last  entry. 

(b)  Copies  of  all  pertinent  objective  data 
and  papers  pertaining  to  a given  patient,  as 
well  as  a copy  of  the  licensee’s  record  for  a 
summary  report  of  such  record  shall  be 
furnished  to  the  patient  or  a designated 
licensee  or  duly  authorized  representative 
within  30  days  of  a written  request  by  the 
patient  or  duly  authorized  representative.  A 
reasonable  charge  may  be  made  for  such  ser- 
vice. 

(c)  With  respect  to  the  nonobjective  records 
of  a licensee  or  registrant,  a partial  record  may 
be  supplied  where,  in  the  reasonable  exercise 
of  professional  judgment,  the  licensee  or  regis- 
trant believes  that  furnishing  to  or  review  by 
the  patient  of  such  records  would  be  deleteri- 
ous to  the  patient’s  best  interests. 

On  December  14,  1982  the  Board  “reaffirmed”  that 


. . . records  are  to  be  released  upon  written 
request  from  a patient  or  a patient's  duly 
authorized  representative  and  within  30  days 
of  said  written  request.  (Even  where  the  pa- 
tient has  been  discharged  and  the  doctor’s 
own  care  of  the  patient  has  not  been  ques- 
tioned.) 

Unofficial  interpretation  of  this  rule  suggests  that 
the  duty  to  maintain  records  and  provide  copies  also 
obligates  the  physician  to  maintain  records  sufficient 
to  enable  a subsequent  treating  physician  or  a review- 
ing agency  to  determine  the  treatment  provided  and 
the  reasons  for  such  treatment.  Where  medications  are 
dispensed  or  prescribed,  especially  where  the  medi- 
cation is  a controlled  dangerous  substance,  recorda- 
tion, according  to  unofficial  Board  edict,  also  must  be 
included  in  the  record,  along  with  all  instances  where 
the  prescription  has  been  renewed — even  where  no 
office  visit  accompanies  the  renewal. 

This  rule,  according  to  the  Board, 

...  is  intended  to  apply  in  all  situations 
where  a true  physician/patient  relationship  is 
established.  That  is,  whether  or  not  for  pay- 
ment of  a fee,  the  patient  has  sought  the  ser- 
vices of  a physician  for  consultation  or 
diagnosis  for  the  purpose  of  treatment.  The 
rule  is  construed  not  to  apply  where  the  pro- 
fessional service  is  rendered  for  and  at  the 
behest  of  a third  party,  e.g.  a government  agen- 
cy, insurance  company,  etc.,  and  is  an  evalu- 


*Mr.  Kern  is  a partner  in  the  law  firm  of  Kern  & Augustine. 
Correspondence  may  be  addressed  to  Mr.  Kern,  Kern  & 
Augustine,  1143  East  Jersey  Street,  Elizabeth,  NJ  07201. 


STEVEN  I.  KERN 
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ation  or  observation  but  not  a diagnosis  for 
the  purpose  of  treating  that  individual  pa- 
tient. Similarly,  the  rule  wiil  not  apply  where 
the  “patient”  and  the  physician  are  expressly 
on  notice  by  the  party  requesting  the  examin- 
ation that  any  record  or  reports  will  not  be 
revealed  because  of  the  purpose  of  the  as- 
signed examination. 

While  a physician  may  charge  a “reasonable  fee”  for 
copies  of  records— perhaps  $ 1 per  page  for  copying  and 
$5  handling  charge— the  Board  expressly  has  ruled 
that  a physician  may  not  hold  the  record  hostage  for 
his  fee.  While  an  attorney  has  a lien  on  his  records 
where  a client  has  not  paid  his/her  bill,  no  similar 
protection  is  offered  the  physician.  According  to  the 
Medical  Board,  a physician  is  obligated  to  turn  over 
copies  of  his  files,  whether  the  patient  has  paid  his/her 
bill  or  not. 

With  regard  to  x-rays,  the  Board  has  ruled  that  a 
physician  is  obligated  either  to  release  the  original 
x-rays  demanded  or  prepare  copies  for  the  person  re- 
questing them  (including  a chiropractor)  at  that  per- 
son's expense.  Where  originals  are  sent,  the  Board  has 
stated,  “Safeguards  should  be  met  to  assure  that  the 
physician  initially  in  possession  of  the  x-rays  have  the 
x-rays  returned  to  him.” 

The  Board  provides  no  guidance  as  to  what  “safe- 
guards” to  employ.  At  the  very  least,  a letter  should 
accompany  the  x-rays,  identifying  each  x-ray  and  re- 
questing their  return.  Even  better  would  be  a reminder 
letter  sent  to  the  person  in  receipt  of  the  x-rays  20  days 
after  release,  again  requesting  their  return.  The  prac- 
ticality of  creating  such  a system  is  an  entirely  sepa- 
rate question,  one  never  addressed  by  the  Board.* 

When  dealing  with  hospital  records,  the  Board  takes 
a different  position.  Since  the  Board  is  not  involved 
directly  in  release  of  hospital  records,  it  has  ruled  that 
a physician — even  one  with  a full-time  hospital  prac- 
tice— is  not  required  to  release  records  that  were  “sole- 
ly records  acquired  in  the  hospital  and  maintained  by 
the  hospital.” 

Where  the  records  are  held  by  a corporation,  how- 
ever, the  Board  takes  the  position  that  the  currently 
employed  physician  must  release  those  records  “as  the 
patients'  interests  are  paramount  and  their  records 
should  always  be  available  to  them.”  An  exception  to 
the  rule,  for  corporate-held  records  only,  occurs  where 
patient  medical  records  are  requested  for  purposes  of 
litigation  and  payment  and  had  not  been  made  for 
records  previously  released.  Under  such  circum- 
stances, the  corporate  physician  could  require  that 
payment  for  such  records  be  made  in  advance  or  at  the 
time  the  records  were  released.  Whether  this  exception 
also  would  apply  to  private  physicians  never  has  been 
determined,  though  there  appears  to  be  no  reasonable 
basis  to  distinguish  corporations  from  private  physi- 
cians on  this  issue. 


*A  policy  decision  states  “that  a physician  does  not  have  to 
release  original  x-rays  to  the  patient.  However,  he  must  permit 
the  patient’s  duly  authorized  representative”  to  review  the 
x-rays  in  his  office. 


Finally,  the  Board  has  had  to  wrestle  with  the  ques 
tion  of  application  of  the  rule  to  group  practice.  It  has 
reached  the  following  conclusion: 

The  requirement  to  create  the  record  is  im- 
posed upon  each  treating  physician.  However 
the  requirement  to  maintain  the  record  shall 
be  deemed  satisfied  so  long  as  a phy- 
sician (or  designated  responsible  custodian  of 
the  medical  record)  maintains  possession  and 
care  of  such  record.  If  the  patient  was  orig- 
inally treated  in  any  form  of  group  practice,  it 
would  appear  sufficient,  barring  unusual  cir- 
cumstances, for  the  records  to  remain  with 
the  original  central  respository  for  those  re- 
cords. There  is  thus  neither  a requirement  nor 
a right  as  to  a departing  physician  to  take  with 
him/her  a copy  of  a record  of  a patient  gener- 
ally treated— at  least  for  the  purpose  of  the 
Board  ruling. 

Any  other  allocation  of  the  patient  record  as 
among  remaining  and  departing  physicians 
would  appear  to  be  a matter  of  private  contrac- 
tual agreement  with  them.  However,  it  is  to  be 
stressed  that  the  patient  always  has  the  right 
to  make  election  of  a treating  physician.  Thus, 
any  patient  wishing  to  continue  care  with  a 
departing  physician  is  always  free,  under  the 
rule  for  release  of  patient  records,  to  request 
the  custodian  of  the  records  to  provide  copies 
of  the  record  to  the  patient  directly  or  to  trans- 
fer same  to  the  departing  physician  at  the  new 
office  location. 

A departing  physician  can  always  properly 
advise  the  public,  including  the  patients  at  the 
old  location,  that  medical  practice  will  be  con- 
tinuing at  a new  location. 

With  respect  to  “nonobjective  records,”  the  physi- 
cian may  provide  only  a partial  record  where  the  physi- 
cian reasonably  believes  that  the  review  of  the  entire 
record  by  the  patient  would  be  deleterious  to  the  pa- 
tient's best  interest.  Copies  of  all  “pertinent  objective 
data  and  papers  must,  however,  be  supplied.”  Whether 
a similar  exception  applies  when  the  patient’s  rep- 
resentative is  seeking  the  record  is  open  to  doubt. 
Moreover,  this  exception  should  not  be  used  as  an 
excuse  to  avoid  turning  over  records  which  would 
adversely  influence  the  patient’s  opinion  of  the  phy- 
sician. This  exception  would  be  limited  to  psychiatric 
assessments  or  release  of  information  concerning  a 
patient’s  prognosis,  where  knowledge  of  such  clearly 
would  be  detrimental  to  the  patient’s  welfare. 

Physicians  have  an  obligation  to  prepare  a patient 
record  which  clearly  indicates  the  patient’s  condition, 
purpose  of  treatment,  treatment  rendered,  and  medi- 
cations. 

Copies  of  such  records  ordinarily  must  be  made 
available  to  a patient  or  his/her  representative  within 
30  days  of  request,  regardless  of  whether  there  is  an 
outstanding  balance  for  medical  care  rendered.  Failure 
to  abide  by  these  requirements  could  result  in  dis- 
ciplinary action. 
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NEW  JERSEY  MEDICINE 


Every  day  more  and  more 
physicians  are  hearing 
something  remarkable 
from  some  of  their 
hypertensive  patients... 


from  the  ones  on  once-daily 

INDERAL  LA 


(PROPRANOLOL  HCI) 


with  a side-effect  profile  unsurpassed 
by  atenolol  or  metoprolol. 


As  seen  in  this  double-blind, 
crossover,  placebo-controlled 
study.1 

Which  shows  you  how  truly 
well  tolerated  once-daily 
INDERAL  LA  can  be. 

What  comes  as  no  surprise, 
of  course,  is  that  it  gives  you 
the  antihypertensive 
effectiveness  you’ve  come  to 
expect  from  INDERAL. 


Selected  Side  Effects 


INDERAL  LA  as  well  tolerated  as  atenolol  and  metoprolol  in  a 
double-blind,  crossover,  placebo-controlled  study  of  138  hypertensives1 
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Impotence  Weakness 
Men  (n  = 66) 


| | INDERAL  LA— 160  mg 

j ~ 1 Atenolol — 100  mg 
1 y]  Metoprolol — 200  mg 
1 | Placebo 

.mini 


Nightmares 
Women  (n  = 72) 


Dizziness 


INDERAL®  LA.  For  control. 
Comfortable  control.  Once  a day. 
It’s  the  last  word. 


Hypertensives:  Feeling  well  and 
doing  well,  all  in  one. 

INDERAL  LA 

(PROPRANOLOL  HCI) 


LONG  ACTING 


(PROPRANOLOL  HCI  [INDERAL  LA]/  cApfutls  NG 
HYDROCHLOROTHIAZIDE) 


As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 

INDERAL  LA  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


Feeling  well  and  doing  well,  all  in  one . 


LONG  ACTING  CAPSULES 

INDERAL*  LA 

nnwNouxHci) 


ONCE-DAILY  LONG  ACTING  CAPSULES 

Inderide*  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL®  LA),  80  mg,  120  mg,  or  160  mg, 
and  hydrochlorothiazide,  50  mg 


80  mg  120  mg  160  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULARS ) 
INDERAL  - LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE'  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg 
substitutes  for  INDERAL  and  INDERIDE  Tablets.  Please  see  package  circulars. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in: 
1)  cardiogenic  shock:  2)  sinus  bradycardia  and  greater  than  first  degree  block;  3)  bron- 
chial asthma;  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary 
to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 
WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE:  Sympathetic 
stimulation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  con- 
gestive heart  failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  fail- 
ure. Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  if 
necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated,  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking 
agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible). 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of 
propranolol  therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the 
dosage  should  be  gradually  reduced  and  the  patient  carefully  monitored  In  addition, 
when  propranolol  is  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If  pro- 
pranolol therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  for  the 
management  of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  In  patients  considered  at 
risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism. 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid 
function  tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability 
of  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anes- 
thesia and  surgical  procedures. 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE 
BETA  BLOCKERS.  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
receptors. 

DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be 
more  difficult  to  adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure. 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease. 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop. 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs.  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported. 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL;  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function.  Propranolol  is  not  indicated 
for  the  treatment  of  hypertensive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine,  should  be  closely  observed  if  propranolol  is  administered.  The  added  catechol- 
amine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity,  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal 
attacks,  or  orthostatic  hypotension. 


CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies 
in  animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity.  There  were  no  drug-related  tumorigenic 
effects  at  any  of  the  dosage  levels.  Reproductive  studies  in  animals  did  not  show  any 
impairment  of  fertility  that  was  attributable  to  the  drug 

PREGNANCY:  Pregnancy  Category  C.  Propranolol  has  been  shown  to  be  embryotoxic 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human 
dose  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus, 

NURSING  MOTHERS:  Propranolol  is  excreted  in  human  milk.  Caution  should  be  exer- 
cised when  propranolol  is  administered  to  a nursing  mother. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established 

Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely:  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale- 
mia. Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps, 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances 
such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or  ACTH. 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia. 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg,  increased  ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by 
use  of  potassium  supplements,  such  as  foods  with  a high  potassium  content. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease).  Dilutional  hypona- 
tremia may  occur  in  edematous  patients  in  hot  weather;  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre- 
mia is  life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy 
of  choice. 

Hyperuricemia  may  occur  or  frank  qout  may  be  precipitated  in  certain  patients  receivinq 
thiazide  therapy. 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged. 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide 
administration. 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 

Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
on  prolonged  thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis.  bone  resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function. 

DRUG  INTERACTIONS:  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocurarine 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine.  This  diminu- 
tion is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 

PREGNANCY:  Pregnancy  Category  C.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood.  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal 
laundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult 

NURSING  MOTHERS:  Thiazides  appear  in  human  milk.  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing, 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypo- 
tension; paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of 
the  Raynaud  type 

Central  Nervous  System . Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia,  vi- 
sual disturbances;  hallucinations;  an  acute  reversible  syndrome  characterized  by  disori- 
entation for  time  and  place;  short-term  memory  loss;  emotional  lability;  slightly  clouded 
sensorium;  and  decreased  performance  on  neuropsychometrics. 

Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation;  mesenteric  arterial  thrombosis;  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis;  erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat;  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm 

Hematologic  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous:  Alopecia;  LE-like  reactions;  psoriasiform  rashes;  dry  eyes;  male  impo- 
tence; and  Peyronie’s  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol. 

Hydrochlorothiazide: 

Gastrointestinal:  Anorexia;  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti- 
pation; jaundice  (infrahepatic  cholestatic  jaundice);  pancreatitis,  sialadenitis. 

Central  Nervous  System:  Dizziness,  vertigo;  paresthesias;  headache;  xanthopsia. 

Hematologic  Leukopenia;  agranulocytosis;  thrombocytopenia;  aplastic  anemia 

Cardiovascular:  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics). 

Hypersensitivity  Purpura;  photosensitivity;  rash;  urticaria;  necrotizing  angiitis  (vascu- 
litis, cutaneous  vasculitis);  fever;  respiratory  distress,  including  pneumonitis;  anaphylac- 
tic reactions. 

Other:  Hyperglycemia;  glycosuria;  hyperuricemia;  muscle  spasm;  weakness;  restless- 
ness; transient  blurred  vision. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn. 

* The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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Clinical  Confidentiality: 
Dilemmas  and  Guidelines 


L.D.  HANKOFF,  M.D.,  AND  CANDICE  NATTLAND,  PSY.D.,  ELIZABETH* 


The  confidentiality  of  a patient's  medical  information  is  guarded 
by  afundamental  medical  ethic  and  reinforced  by  federal  and 
state  law.  The  privilege  of  medical  information , however , is  far 
from  absolute  and  these  same  ethical  and  legalforces  may 
require  confidentiality  to  be  breached. 


The  simple  act  of  taking  a medi- 
cal history  involves  the  physi- 
cian into  the  most  intimate  re- 
cesses of  the  patient’s  life.  This  liberty  is  one  of  the 
powerful  tools  and  facilitators  of  the  treating  rela- 
tionship. The  intimate  disclosures  of  the  patient,  how- 
ever, carry  a grave  ethical  responsibility  for  the  phy- 
sician and,  occasionally,  seeds  of  deep  conflict.  This 
article  is  devoted  to  the  understanding  of  the  ethical 
and  legal  aspects  of  the  confidentiality  of  information 
obtained  in  the  clinical  relationship  of  physician  and 
patient.  While  the  psychiatrist  is  most  apt  to  be  pre- 
sented with  information  of  a sensitive  nature,  any 
medical  practitioner  may  encounter  information 
which  raises  the  question  of  confidentiality.  Since  the 
issue  involves  both  general  professional  and  legal 
aspects  of  significance,  it  is  important  that  we  con- 
sider the  specific  legal  status  of  clinical  confidentiality 
in  New  Jersey. 

The  issue  of  clinical  confidentiality  revolves  around 
the  definitional  areas  of  a)  the  privacy  of  the  com- 
munication; b)  the  confidentiality  accorded  the  infor- 
mation; and  c)  the  potential  status  of  the  communica- 
tion as  legally  privileged. 

Privacy  refers  to  the  expected  freedom  from  un- 
authorized intrusions  into  one’s  individual  life  in  all 
of  its  aspects.  Privacy  is  a possession  of  the  individual 
and  in  the  United  States  is  rooted  heavily  in  the  Fourth 
Amendment  which  guarantees  “against  unreasonable 


searches  and  seizures.”  Once  the  information  has  been 
communicated  to  the  physician,  however,  it  no  longer 
is  private  and  the  individual  patient  or  client  has  lost 
possession  of  it.  The  protection  of  such  information, 
now  in  the  hands  of  the  physician,  depends  on  laws 
of  confidentiality  and  privileged  communication. 

Confidentiality  refers  to  the  security  surrounding 
personal  information.  It  is  a subset  of  the  larger  area 
of  privacy  (although  the  two  terms  often  are  misused 
interchangeably)  and  is  an  issue  of  information  shared 
between  the  communicant  and  the  recipient. 

Privileged  communication  refers  to  the  expectation 
by  a communicator  that  the  communication  will  be 
held  confidential.  This  privilege  may  be  derived  from 
legal  or  ethical  standards.  Its  strength  lies  in  the  value 
to  society  of  protecting  and  fostering  professional  rela- 
tionships of  a confidential  nature. 

The  existence  of  privileged  communication  is  de- 
rived from  the  fact  of  testimonial  compulsion,  i.e.  the 
demand  by  the  legal  system  that  an  individual  with 
pertinent  information  respond  to  the  legal  authority 
in  providing  that  information.  The  development  of 
privileged  communication  represented  a hedging  on 
the  force  of  testimonial  compulsion.  It  is  the  competi- 
tion between  the  needs  of  the  legal  system  and  the 
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value  to  society  of  the  particular  professional  rela- 
tionship which  determines  the  changing  limits  of 
privileged  communication. 

The  medical  and  other  treating  professions  relate 
their  principle  of  confidentiality  back  to  a very  ancient 
past.  The  Hippocratic  oath  states  explicitly  “that  which 
ought  not  be  spoken  abroad”  will  not  be  revealed.  This 
sense  that  the  treater  is  privy  to  special  information 
in  a veiy  special  and  treasured  fashion  runs  through 
all  of  the  treating  professions  and  is  reflected  in  many 
codes  of  professional  conduct. 

The  16th  century  is  the  time  of  the  first  recorded 
legal  privilege  for  confidential  information,  granted  to 
the  relationship  of  attorney  and  client.1  The  first  state 
to  adopt  a physician-patient  privileged  communica- 
tion was  New  York  in  1828.1  In  1959,  Georgia  became 
the  first  state  to  adopt  a law  providing  for  psychiatrist- 
patient  privilege.  By  1962,  31  out  of  50  states  provided 
a law  of  privileged  communication  for  clergy  whereas 
36  states  provided  such  a privilege  for  physicians.  The 
number  of  states  providing  privilege  continues  to  in- 
crease: 38  states  and  the  District  of  Columbia  having 
physician-patient  privilege  statutes  in  1984.2-3 

While  privileged  communication  is  an  area  of  ex- 
panding concern  and  legal  support,  an  accompanying 
trend  has  been  toward  restriction  in  the  application 
of  privilege.  Thus,  a wide  range  of  specific  limitations 
on  privilege  have  evolved.  In  particular,  there  is  a grow- 
ing number  of  suspected  abuses  and  crimes  in  which 
reporting  is  obligatory.  All  50  states  and  the  District 
of  Columbia  have  enacted  laws  making  it  mandatory 
for  the  physician  to  report  to  the  authorities  infor- 
mation on  child  abuse.2 

The  Tarasoff  decision  has  added  a particular  issue 
to  the  obligation  to  report.4  In  a crime  committed  in 
1969  and  decided  in  the  California  courts  in  1975,  it 
was  adjudged  that  a psychotherapist  with  knowledge 
of  an  intended  crime  has  an  obligation  to  make  a 
judgment  as  to  the  possibility  of  that  crime  and  specifi- 
cally to  inform  the  intended  victim.  In  the  appeal  de- 
cision which  reaffirmed  the  original  judgment,  an  ad- 
ditional stringency  was  added  in  that  the  police  who 
had  known  of  the  intended  crime  were  absolved  for 
responsibility  and  the  therapist  left  as  the  individual 
with  the  heaviest  burden  for  initiating  preventive  acts 
against  the  patient. 

While  the  Fourth  Amendment  is  directed  at  privacy, 
there  is  no  constitutional  guarantee  pertaining  to  the 
information  which  has  been  imparted  to  a physician 
by  a patient.  The  legal  rules  pertaining  to  confidentiali- 
ty are  derived  from  case  law,  a welter  of  accumulated 
decisions  which  themselves  can  be  in  conflict.  Case  law 
has  developed  from  debates  regarding  the  disclosure 
of  information  and  the  appropriate  stance  of  the  phy- 
sician as  a source  of  evidence  in  such  courts  of  law. 
Issues  usually  are  resolved  in  terms  of  individual  cases 
and  the  merits  of  disclosing  information  gained  in  the 
physician-patient  relationship.  However,  apart  from 
individual  case  issues,  the  broader  underlying 
philosophical  question  is  that  of  the  meaning  to  the 
profession  of  any  change  in  the  nature  of  its  privileged 
communication  status.  In  the  debate  over  privileged 
communication  and  its  value,  the  deciding  factor  in 
legal  judgments  often  focuses  on  the  balance  between 
two  sets  of  needs:  1 ) the  physician-patient  relationship 


that  may  be  damaged  if  the  information  is  subject  to 
testimonial  compulsion  as  against  justice  and  2)  the 
needs  of  society  that  may  be  diminished  if  the  rela- 
tionship and  if  information  remain  privileged  and  im- 
mune to  legal  requirements.1 

While  the  restrictions  on  privileged  communication 
may  come  through  case  law  and  other  statutes,  there 
often  is  the  important  restriction  on  privilege  posed  by 
the  patient.  The  patient  may  call  on  the  physician  or 
caregiver  to  provide  information  from  the  medical  re-  i 
cord  to  substantiate  a point  of  view  or  advance  a claim 
in  a legal  process. 

ETHICAL  AND  LEGAL  ASPECTS  OF 
CONFIDENTIALITY 

The  ethical  code  of  physicians,  as  well  as  New  Jersey 
law,  provides  for  the  confidential  nature  of  the  physi-  ij 
cian-patient  relationship.  The  American  Medical  As- 
sociation Code  of  Ethics,  Section  9,  states  the  relevant 
professional  guidelines,  “A  physician  may  not  reveal 
the  confidences  entrusted  to  him  in  the  course  of 
medical  attendance  or  the  deficiencies  he  may  observe 
in  the  character  of  patients,  unless  he  is  required  to 
do  so  by  law  or  unless  it  becomes  necessary  in  order 
to  protect  the  welfare  of  the  individual  or  of  the  com- 
munity.” New  Jersey  state  law  2A:  84A-22.2  provides 
physician-patient  privilege  exempting  a physician 
from  providing  testimony  and/or  records  regarding 
the  patient.  In  fact,  a physician  may  not  disclose  any ' 
information  given  to  him  by  a patient  within  the  con- 
text of  the  physician-patient  relationship  without  risk- 1 1 
ing  civil  liability  charges.5 

However,  the  physician  often  finds  himself  in  con- 
flict as  medical  information  often  is  sought  or  de- 
manded in  the  course  of  legal  proceedings.  Thus,  the 
physician  needs  to  know  when  it  is  permissible  or  even 
obligatory  to  violate  confidentiality  and  when  the  privi- 
leged status  of  the  physician-patient  relationship  is  to 
be  strenuously  guarded. 

New  Jersey  case  law  explicates  specific  situations  in 
which  confidentiality  is  waived  so  that  other  needs, 
which  the  courts  have  determined  to  be  greater,  can 
be  met.  The  physician-patient  privilege  protecting  the 
patient  from  having  his  physician  testify  in  court  or 
relinquishing  treatment  records  is  waived  under  two 
general  types  of  circumstances:  1)  when  the  patient 
poses  a threat  to  himself  or  others,  and  2)  when  the 
patient’s  behavior  gives  rise  to  an  obstruction  of  jus- 
tice. 

There  are  four  situations  involving  threat  to  self  or 
others  where  confidentiality  may  be  breached:  1)  any  ! 
case  involving  suspected  or  clear  physical  or  sexual 
abuse  of  children  (NJSA  9:6-8,  10;  9:6-8,  14);  2)  any 
case  in  which  the  patient  presents  a “clear  and  immi-  ; 
nent  danger  to  self,  another  person,  or  to  society”:  3) 
any  ease  in  which  a patient  must  be  involuntarily  com- 
mitted to  a mental  health  facility  (NJSA  2A84A-22.3): 
and  4)  any  case  in  which  certain  health  conditions 
exist  including  tuberculosis,  venereal  diseases  (NJSA 
26:4-15),  gunshot  wounds  (NJSA  2C:58-8).  and 
epilepsy  (NJSA  39:3-10.4). 

The  duty  to  prevent  harm  to  a third  party  has  been 
considered  in  a New  Jersey  Superior  Court  which  cited 
the  Tarasoff  decision.  In  this  case,  McIntosh  v Milano, 
the  court  held  that  there  is  an  affirmative  duty  by  a 
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The  physician  needs  to  know  when  it  is  permissable  or  even 
obligatory  to  violate  confidentiality  and  when  the  privileged 
status  of  the  physician-patient  relationship  is  to  be  guarded 


psychiatrist  or  therapist  “to  take  whatever  steps  are 
reasonably  necessary  to  protect  an  intended  or  poten- 
tial victim  of  his  patient.”6 

Confidentiality  also  is  to  be  waived  in  cases  where 
to  keep  a patient’s  confidence  might  result  in  an  ob- 
struction of  justice.  These  situations  include:  1)  evalu- 
ation for  workman’s  compensation  benefits;  2)  a re- 
quest for  medical  assistance  to  aid  in  the  commission 
of  a crime  (NJSA  2A:84A-22.6);  3)  the  use  of  a patient’s 
medical  condition  as  an  element  of  a claim  or  defense 
(NJSA  2A:84A-22.4);  4)  the  use  of  a patient’s  condition 
to  contest  the  validity  of  a document  such  as  a will 
(NJSA  2A84A-22.3);  5)  the  use  of  a patient's  condition 
in  a legal  dispute  between  individuals  who  are  involved 
in  a legally  privileged  relationship  such  as  might  occur 
in  a malpractice  claim  (NJSA  2A;84A-22.7);  and  6)  if 
the  court  judges  that  nondisclosure  is  “contrary  to 
public  interest.” 

THE  DECISION  TO  BREACH  CONFIDENTIALITY 

Between  the  situations  in  which  the  physician  is 
mandated  to  forego  confidentiality,  e.g.  mandated  re- 
porting of  child  abuse,  and  those  in  which  the  patient 
freely  and  appropriately  consents  to  release  medical 
information  are  a range  of  possible  situations  in  which 
questions  regarding  the  breaking  of  confidentiality 
arise.  The  physician  or  other  caregiver  may  be  privy 
to  information  which  may  help  to  prevent  a future 
crime  or  prevent  a miscarriage  of  justice.  When  a phy- 
sician. often  a psychiatrist,  is  informed  by  a patient 
that  a crime  is  being  contemplated,  the  physician  is 
confronted  with  the  issue  of  violating  patient  confiden- 
tiality because  of  the  obligation  to  society. 

The  uncommon  situations  in  which  the  patient  re- 
veals self-ineriminating  information  are  apt  to  occur 
in  the  setting  of  psychiatric  treatment  or  psy- 
chotherapy. The  physician  may  need  to  anticipate 
such  possibilities,  to  warn  the  patient  that  confiden- 
tiality is  not  absolute,  and,  on  occasion,  to  obtain  writ- 
ten informed  consent  regarding  this  understanding 
over  confidentiality  and  privileged  medical  com- 
munication. The  patient  entering  into  psychotherapy 
may  need  to  have  an  awareness  of  the  fact  that  con- 
fidentiality has  its  limits.  To  the  extent  that  a thera- 
peutic contract  is  developed  at  the  initiation  of  treat- 
ment, elements  of  informed  consent  may  need  to  spell 
out  this  fact  of  the  limit  of  confidentiality.  For  example, 
the  client  may  need  to  know  that  if  he  reveals  an  ongo- 
ing situation  in  which  he  is  injuring  others,  the  psy- 
chotherapist may  have  an  obligation  to  society  or  to 

1 the  system  of  justice  to  forego  confidentiality  and  in- 
form authorities  or  possible  targets  of  the  patient’s 
intentions. 

If  a physician  determines  that  a ease  involves  an 
issue  which  state  law  specifies  must  be  reported,  it  is 
necessary  to  consider  the  manner  in  which  confiden- 
tiality may  be  breached.  Ideally,  the  process  of  report- 
ing will  result  in  a minimum  of  harm  to  the  treatment 
relationship.  In  cases  where  the  need  to  report  is  clear 

I 


from  the  beginning,  breaching  confidentiality  is  rela- 
tively simple.  A patient  should  be  informed  prior  to 
treatment  about  his  right  to  and  the  limits  of  confiden- 
tiality. Then,  if  information  is  to  be  reported,  the  phy- 
sician should  inform  the  patient  he  is  doing  so.  For 
example,  patients  requesting  evaluation  for  workman’s 
compensation  cases  need  to  know  that  the  doctor  is 
obligated  to  report  what  he  is  told.  Certain  types  of 
cases  suggest  the  need  for  a thorough  review  of  the 
limits  of  confidentiality.  For  example,  physicians  who 
work  with  potentially  suicidal  or  homicidal  patients 
often  choose  to  explain  at  the  beginning  of  treatment 
circumstances  under  which  they  will  waive  confiden- 
tiality. 

The  physician  is  faced  with  a more  complex  dilemma 
when,  during  the  course  of  treatment  and  often  be- 
cause of  the  developing  trust  between  doctor  and  pa- 
tient, the  patient  reveals  information  which  the  phy- 
sician is  required  to  report.  While  this  frequently  is 
seen  in  the  psychiatric  practice,  it  also  can  occur  in 
a general  medical  practice.  For  example,  a man  in  treat- 
ment for  venereal  disease  may  reveal  that  he  is  involved 
in  an  incestuous  relationship  with  his  younger  daugh- 
ter. The  physician  might  first  encourage  the  patient 
to  report  himself  to  legal  authorities.  If  the  patient 
refuses,  the  physician,  according  to  state  law,  must 
report  this  sexual  abuse  of  a child.  The  physician  first 
might  ask  the  patient  to  provide  written  consent  for 
him  to  report.  If  this  strategy  fails,  the  patient  should 
be  informed  that  confidentiality  will  be  breached  and 
told  the  exact  information  that  will  be  reported.7  The 
physician  should  be  prepared  to  discuss  the  patient’s 
reaction  to  his  report  in  order  to  maintain  the  thera- 
peutic relationship. 

In  the  event  that  a patient  waives  his  right  to  privi- 
lege, during  court  proceedings,  a physician  may  receive 
a subpoena  for  information  he  obtained  during  the 
treatment  of  the  patient.  The  physician  should  first 
consult  an  attorney  to  determine  the  nature  of  the 
subpoena  and  its  legality.  The  privilege  is  that  of  the 
patient  and  must  be  asserted  by  the  patient  not  the 
physician.  If  the  physician  is  unable  to  avoid  a court 
appearance,  he  should  contact  the  patient  and  the 
patient’s  attorney  to  review  the  information  which  has 
been  requested  and  demand  written  consent  from  the 
patient  to  release  the  information.  The  physician 
should  indicate  if  the  information  may  adversely  affect 
the  case.  If  the  patient  refuses  to  sign  a written  consent 
to  release  the  information,  the  physician  may  decide 
not  to  provide  further  information.  At  this  point,  he 
can  request  a private  conference  with  the  judge  in  an 
attempt  to  limit  the  information  he  must  provide  to 
the  essentials  of  the  case.  Finally,  the  physician  may 
appear  in  response  to  the  subpoena  and  claim  that  the 
request  for  information  is  a violation  of  professional 
confidentiality  and  the  patient’s  legal  privilege.7  A ail- 
ing then  must  be  made  by  the  court  and  then  the 
physician  will  detenuine  whether  he/she  must  and 
can  obey. 
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SPECIAL  ISSUES  IN  MAINTAINING 
CONFIDENTIALITY 

The  private  practitioner  shares  the  issues  and  con- 
flicts of  confidentiality.  The  office  practitioner  also  may 
have  to  deal  with  the  specific  challenges  to  confiden- 
tiality which  accompany  private  practice  and  the  office 
setting.  Office  assistants  and  professionals  sharing  in 
office  practice  are  privy  to  the  confidences  of  the  pa- 
tient which  must  be  afforded  the  same  consideration. 
The  practitioner  needs  to  consider  the  nature  of  com- 
munications and  casual  exchanges  that  may  go  along 
in  relation  to  the  office  setting.  For  example,  elevator 
conversations  may  reveal  embarrassing  details  to 
other  listeners.  The  office  practitioner  who  utilizes  a 
family  member  as  a clerical  or  other  form  of  assistant 
may  engage  in  discussions  with  this  fellow  worker 
which  represent  violations  of  confidentiality. 
Furthermore,  the  exchanges  of  information  by  phy- 
sicians in  social  situations  also  may  represent  vio- 
lations of  confidentiality  which  are  carried  out  without 
due  precaution  because  all  of  the  participants  in  the 
conversation  are  professional  colleagues. 

The  confidentiality  of  medical  information  imparted 
to  the  physician,  nurse,  or  other  caregiver  working  in 
a hospital  or  agency  setting  does  not  apply  to  other 
members  of  the  treatment  team.  It  is  understood  that 
such  medical  information  will  be  shared  in  the  course 
of  coordinated  care.  This  is  a particular  issue  in  a 
setting  such  as  a community  mental  health  center 
where  interdisciplinary  collaboration  is  basic  to  the 
treatment  of  most  individual  patients.8  The  patient 
may  not  always  be  aware  of  this  coordination  and  mis- 
takenly may  regard  this  sharing  as  a breach  of  con- 
fidentiality. At  times  it  may  be  necessary,  in  advance, 
to  explain  to  the  patient  that  information  will  be 
shared  with  other  caregivers.  This  arises  when  the 
patient  indicates  a concern  about  the  information  or 
attempts  to  form  a secrecy  contract  with  the  particular 
caregiver  receiving  information  from  the  patient.  The 
patient  may  be  informed  that,  if  he/she  does  not  want 
information  to  be  shared  intramurally,  it  may  be  best 
for  the  patient  not  to  disclose  the  specific  item. 

A similar  issue  arises  when  the  patient  agrees  that 
information  can  be  released  from  a past  treating  agen- 
cy to  a current  treater.  Consideration  needs  to  be  given 
to  the  amount  and  nature  of  information  sent  to  the 
second  agency  in  response  to  such  pro  forma  requests. 
Although  that  patient  has  consented  fully  to  such 
transmission  of  information,  it  is  important  to  con- 
sider how  the  receiving  agency  will  deal  with  the  infor- 
mation. Is  the  information  going  to  be  utilized  for 
treatment  purposes?  Will  the  information  be  exposed 
to  an  array  of  nonprofessional  readers?  If  the  infor- 
mation is  going  to  be  used  solely  for  determining  reim- 
bursement, for  example,  it  is  ordinarily  not  necessaiy 
to  disclose  personal  details  or  intimate  aspects  of  the 
patient’s  life  in  order  to  satisfy  the  needs  of  the  agency 
procedures. 

When  the  patient  is  being  prepared  for  discharge, 
various  outside  contacts  may  be  necessary  and  infor- 
mation required  in  referral  procedures.  The  content 
and  form  of  the  information  released  outside  of  the 
system  should  be  looked  at  with  discrimination.  In 
making  discharge  plans  and  passing  on  discharge 


summaries,  for  example,  the  agency  receiving  the  in- 
formation should  be  considered  in  terms  of  its  need 
for  and  use  of  the  information  and  the  nature  of  the 
staff  who  have  access  to  such  information.  Information 
should  be  pointed  to  the  specific  need  and  unneces- 
sary disclosure  avoided. 

Apart  from  the  issues  involved  in  transmitting  medi- 
cal information  to  other  physicians  or  institutions, 
there  exist  concerns  over  access  to  information  in- 
tramurally. The  accessibility  of  medical  records  within 
an  institution  may  allow  the  release  of  sensitive  infor- 
mation to  staff  who  may  deliberately  or  unwittingly 
abuse  this  information.  Such  violations  of  confiden- 
tiality may  come  about  as  a result  of  outside  techno- 
logical forces.  The  enlarging  use  of  computerized  infor- 
mation banks  makes  accessibility  to  information  by  a 
wide  variety  of  individuals  possible.  Thus,  it  is  impor- 
tant that  leaks  in  this  system  be  attended  to  and  that 
personnel  relating  to  these  sources  of  information  be 
fully  grounded  in  the  dangers  of  information  access. 
Hospitals  in  particular  need  to  conduct  regular  train- 
ing programs  regarding  confidentiality. 

The  computerized  health  record  offers  new  problems  i 
in  maintaining  confidentiality.9  In  the  large  institu-  ; 
tional  setting,  where  computer  access  is  widely  dis- 
tributed for  financial,  administrative,  audit,  and 
educational  use  along  with  basic  clinical  recordkeep- 
ing, the  number  and  training  of  the  staff  involved 
spans  the  entire  institution.  As  a consequence,  there 
are  many  opportunities  for  casual  violations  of  con- 
fidentiality. More  seriously,  however,  is  deliberate  entry 
into  the  computerized  medical  record  system  by  un- 
authorized individuals.  Computer  data  banks  have 
been  penetrated  for  a variety  of  illicit  purposes  and 
various  technological  approaches  are  being  developed 
to  safeguards  the  stored  data.  In  addition  to  techno- 
logical safeguards,  the  staff  having  access  to  com- 
puterized medical  records  should  be  trained  in  the 
elements  of  confidentiality,  both  ethical  and  pro- 
cedural. Without  training,  office  and  other  personnel 
are  not  apt  to  appreciate  fully  the  significance  of 
guarding  the  confidentiality  of  the  computerized  medi- 
cal record.  Even  the  physician  who  has  a general  sense 
of  confidentiality  may  not  exercise  the  same  sensitivity 
for  the  computerized  records  as  he  does  for  the  verbal- 
ized information  acquired  in  the  course  of  routine 
medical  history  taking. 

CASE  EXAMPLES 

Case  1.  A couple  learned  that  their  five-year-old  child 
is  terminally  ill.  The  pediatrician  who  diagnosed  the 
child's  illness  becomes  involved  in  helping  the  mother 
manage  the  care  of  the  dying  child.  During  this  period, 
the  wife  confides  in  the  pediatrician  that  her  husband 
frequently  abuses  her  physically  although  he  has  never 
been  abusive  to  the  child.  The  pediatrician  worries 
about  what  he  should  do  about  the  wife’s  report  of 
frequent  physical  abuse? 

Comment.  The  pediatrician’s  role  in  this  case  is  to 
help  the  couple  manage  the  care  of  the  terminally  ill  . 
child.  Unlike  child  abuse,  the  husband's  physical 
abuse  of  the  wife  is  not  reportable.  The  pediatrician 
can  offer  support  to  the  wife.  In  light  of  the  complicated 
dynamics  involved  in  physically  abusive  marriages,  a 
referral  to  a competent  mental  health  professional 
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might  provide  the  greatest  likelihood  for  long-term  res- 
olution of  the  problem.  Such  a referral  given  to  the 
couple  would  not  involve  a breach  of  confidentiality. 

Case  2.  Sally,  a 30-year-old  receptionist,  diagnosed 
as  a narcissistic  personality  disorder,  was  being 
treated  in  a psychiatric  clinic  in  individual  and  group 
therapy  and  adjunctively  with  psychotropic  medi- 
cation. In  the  course  of  treatment,  the  patient  took  an 
overdose  of  her  medication  and  was  admitted  to  the 
hospital.  She  reported  that  a private  physician  was 
providing  her  with  medication  in  large  and  inap- 
propriate quantities.  A month  later,  the  patient’s  room- 
mate attempted  suicide.  Sally,  as  a collateral  source  of 
information  at  the  time  in  the  emergency  room,  stated 
that  she  felt  that  her  roommate  had  been  stealing  her 
medication  and  had  used  it  in  the  suicide  attempt.  Her 
involvement  with  her  roommate  was  a serious  com- 
plicating factor  in  her  already  turbulent  life.  Sometime 
later  in  treatment,  the  patient  announced  that  she  was 
starting  work  as  a counselor  in  a nearby  child  care 
agency. 

Comment.  The  dilemma  of  confidentiality  posed  by 
the  case  involved  the  information  provided  by  the  pa- 
tient which  suggested  that  some  form  of  intervention 
with  a third  party  might  serve  to  prevent  further  prob- 
lems. The  patient  suggested  that  she  was  being  given 
tranquilizer  prescriptions  by  a private  physician  who, 
in  effect,  was  abetting  her  abuse  of  drugs.  She  de- 
scribed her  roommate  as  stealing  her  medication,  both 
having  used  the  medication  in  self  injuries.  Finally,  we 
are  confronted  with  the  picture  of  this  type  of  individ- 
ual being  in  the  role  of  caregiver  to  small  children.  In 
all  of  these  situations  there  is  insufficient  cause  for  the 
therapist  to  violate  confidentiality.  The  possible  fact  of 
past  illegal  acts  does  not  in  itself  warrant  a violation 
of  confidentiality  if  there  is  no  continuing  danger  or 
jeopardy  to  individuals.  A past  crime  per  se  does  not 
justify  the  violation  of  confidentiality.  The  possible 
danger  to  the  children  of  the  agency  in  which  the 
patient  plans  to  work  also  is  insufficient  basis  for  vio- 
lating confidentiality.  The  dangers  to  others  must  be 
of  a reasonably  predictable  nature  to  justify  the  in- 
volvement of  third  parties.  Furthermore,  the  nature  of 
the  patient’s  personality  points  to  a considerable 
degree  of  unreliability  and  dramatization  in  her  ex- 
pressed communications. 

Case  3.  Mrs.  A.,  29,  married  and  the  mother  of  two 
children,  presented  herself  to  the  obstetrician-gyne- 
cologist who  has  been  treating  her  intermittently  for 
the  past  ten  years.  Her  complaint  was  vaginal  dis- 
charge with  the  question  of  venereal  disease.  The 
gynecologist  did  a routine  Pap  smear  and  culture 
which  were  reported  by  the  laboratoiy  as  positive  for 
venereal  disease.  Mrs.  A.  was  asked  to  return  to  the 
office  and  a prescription  was  given.  The  gynecologist 
asked  whether  she  would  like  a prescription  for  her 
husband  and,  if  not,  he  requested  that  her  husband 
be  seen  by  his  physician.  Mrs.  A.  then  tearfully  said 
that  she  did  not  think  she  got  the  infection  from  her 
husband,  as  she  had  an  incidental  liaison  with  a friend 
who  is  a known  philanderer.  She  thinks  her  husband 
may  be  fooling  around  too  and  believed  she  may  have 
gotten  the  infection  from  him. 

Comment.  The  dilemma  begins  with  how  to  prevent 
the  husband  from  becoming  infected  or,  if  he  already 


is,  how  to  treat  him;  how  to  treat  the  philanderer,  if 
he  should  be  treated  at  all;  and  how  to  prevent  re- 
infection. In  the  case  of  a venereal  disease,  the  phy- 
sician has  a specific  duty  under  the  law  to  warn  a third 
party  of  possible  exposure  to  infection.  He  also  is  re- 
quired to  report  the  wife’s  condition  to  the  Department 
of  Health  which  conducts  communicable  disease  fol- 
lowup. 

The  dilemma  of  the  gynecologist  might  be  resolved 
without  violating  confidentiality.  The  information  does 
not  have  to  be  transmitted  to  her  husband  against  her 
wishes.  It  might  be  explained  to  the  husband  that  her 
vaginal  infection  requires  temporary  abstinence  from 
sexual  activity  and  that  treatment  for  him  is  a de- 
sirable adjunct.  The  issue  of  the  venereal  nature  of  the 
infection  may  not  need  to  be  introduced.  This  calls  for 
a tactful  explanation  on  the  part  of  the  gynecologist 
and  a partial  withholding  of  facts.  It  is  this  partial 
explanation  that  may  provoke  inquiries  by  the  hus- 
band and  place  the  gynecologist  in  a position  of  vio- 
lating confidentiality.  The  possibility  of  damaging  the 
marriage  must  be  weighed  and  a careful  discussion 
with  the  patient  conducted  beforehand  regarding  ex- 
actly how  much  information  is  to  be  imparted. 

CONCLUSION 

The  burden  of  the  physician  and  the  health  care 
system  with  regard  to  clinical  confidentiality  is  a 
double  one:  on  one  hand,  the  confidentiality  of  medical 
information  must  be  maintained  scrupulously,  the 
privacy  of  the  patient  must  be  protected  by  safeguards 
that  keep  pace  with  the  advances  in  an  age  of  infor- 
mation technology,  and  the  ethical  stance  of  the  practi- 
tioner with  regard  to  confidentiality  must  be  continu- 
ally refined  and  tested.  On  the  other  hand,  ethical  and 
legal  directives  must  be  followed  which  require  that 
confidentiality  be  breached  in  specific  instances.  There 
are  times  when  the  welfare,  even  the  life,  of  an  outsider 
or  society  must  be  protected  and  the  privacy  of  the 
medical  patient  compromised  in  order  to  achieve  that 
protection.  These  are  the  rare  times  when  our  alliance 
with  the  patient  must  be  put  aside  for  the  welfare  of 
others. 
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As  you  prepare  to  purchase  the  automobile 
that  will  take  you  to  the  head  of  the  class, 
come  to  the  one  authorized  dealership 
thafs  by  far  in  a class  by  itself — Coast 
Imported  Car  Corp.  the  out-of-the-ordinary 
dealership.  Encompassing  over  28,000  square  feet  of  pure  style, 
technology  and  incomparable  service. 


Extraordinary  cars 
deserve  an 
extraordinary  dealer. 


Our  full  selection  of  Mercedes-Benz,  Porsche  and  Audi  automobiles 
at  our  five  acre  facility  is  unsurpassed  by  any  other  dealer  in  the  tri- 
state area.  Our  sales  and  leasing  staff  are  without  equal.  And  once 
you  purchase  a car  from  Coast,  the  care  and  dedication  your 
automobile  receives  from  our  factorv-trained  service  technicians  is 
unmatched. 


No  detail  is  too  small  or  too  unimportant  to  be  overlooked.  From  our 
unique  pick-up  and  delivery  service,  to  our  loaner  car  program. 
Service  that  goes  beyond  the  ordinary  is  the  only  kind  of  service 
you'll  get.  The  reason — Coast  will  never  accept  anything  less  than 
total  customer  satisfaction. 

So  ifs  no  wonder  that  demanding  individuals  who  have  searched 
for  memorable  motorcars  and  meticulous  service,  will  settle  for  no 
other  dealership  than  Coast.  The  Mercedes-Benz,  Porsche,  Audi 
dealer  thafs  extraordinarily  out  of  the  ordinary. 


247  Route  37  East,  Toms  River,  New  Jersey  08753 

(one  mile  east  of  Garden  State  Parkway,  exit  82) 

201  • 349-6900 


Authorized  Dealer  Mercedes-Benz,  Porsche,  Audi 
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Ultrasonic  Imaging  in  High-Risk  Newborns 

Michael  Graff,  m.d.,  Jesse  Mintz,  m.d^,  Anne  Koons,  m.d.,  David  Rosenfeld,  m.d., 
Mujahid  Anwar,  m.d.,  I.  Mark  Hiatt,  m.d.,  Thomas  Hegyi,  m.d.,  new  Brunswick* 


Ultrasonic  imaging  is  an  important  adjunct  in  the  care  of  high- 
risk  neonates.  Newer  techniques  and  uses  of  ultrasonic  imaging 
provide  greater  insight  into  the  pathogenesis  of  neonatal 
disorders  and  allow  for  improved  patient  care. 


Within  the  past  several  years, 
ultrasonic  imaging  has  become 
a major  tool  for  the  neonatol- 
ogist.  This  portable,  nonirradiating  imaging  method 
can  examine  both  the  structure  and  function  of  many 
body  organs.  Comparison  of  this  technique  in  the  new- 
born with  computerized  axial  tomography  (CT)  and 
autopsy  findings  has  established  the  precision  and 
accuracy  of  this  mode  of  imaging.1 

Sound  consists  of  a series  of  sinusoidal  pressure 
waves,  each  of  which  has  a compression  and  rarefac- 
tion phase.  The  human  ear  hears  sound  in  the  30  to 
15,000  Hz  range;  sounds  above  20,000  Hz  are  known 
as  ultrasounds.  For  human  tissues,  the  time  the  ultra- 
sound travels  is  related  directly  to  the  distance  traveled 
(velocity  x time  = distance). 

Ultrasounds  are  produced  by  an  oscillatoiy  crystal 
plate  transducer,  travel  through  the  body,  and  are  re- 
flected at  perpendicular  tissue  interfaces  back  to  the 
crystal.  Body  tissues  differ  from  each  other  in  sound- 
transmission  characteristics  (acoustic  impedance). 
When  tissues  of  differing  impedance  are  in  contact, 
their  interface  reflects  the  sound  beam  to  the  trans- 
ducer. The  strength  of  the  returning  echo  is  de- 
termined by  the  difference  in  acoustic  impedance  be- 
tween the  two  adjacent  tissues.  The  depth  of  the  inter- 
face within  the  body  is  determined  by  the  time  re- 
quired for  the  wave  to  return  to  the  transducer. 
Diagnostic  ultrasound  procedures  are  classified 


into  several  modes  of  operation.  The  earliest  was  A- 
mode  (amplitude),  where  the  electrical  signal  gener- 
ated by  returning  echoes  is  displayed  on  the  os- 
cilloscope as  a vertical  deflection  from  the  baseline.  The 
height  of  the  spike  is  related  to  the  strength  of  the 
acoustic  interface.  The  depth  of  the  interface  de- 
termines the  position  along  the  baseline  at  which  the 
spike  appears. 

B-mode  ultrasound  employs  a transducer  probe  at- 
tached to  an  arm  which  is  moved  within  a single  body 
plane.  As  the  probe  moves,  dots  produce  an  image  of 
the  single  body  plane  in  which  the  mechanical  arm  is 
fixed.  B-mode  images  particularly  are  useful  in  study- 
ing the  abdomen,  pelvis,  and  retroperitoneum. 

M-mode  (motion)  ultrasound  employs  a single  beam 
of  sound  waves  emitted  into  the  body  and  reflected  to 
the  transducer  from  moving  tissues.  Because  of  the 
slow  sweep  of  the  dots  across  the  screen  over  a few 
seconds,  an  image  of  the  tissues  during  the  previous 
few  seconds  is  produced.  Movement  toward  or  away 
from  the  transducer  is  recorded.  Like  A-mode  ultra- 
sound, M-mode  images  are  in  a single  dimension.  This 
technique  particularly  is  useful  in  echocardiography. 


*From  the  Department  of  Pediatrics,  UMDNJ-Robert  Wood 
Johnson  Medical  School,  St.  Peter’s  Medical  Center,  New 
Brunswick,  and  Monmouth  Medical  Center,  Long  Branch. 
Correspondence  may  be  addressed  to  Dr.  Graff,  UMDNJ-Rob- 
ert Wood  Johnson  Medical  School,  1 Robert  Wood  Johnson 
Plaza,  New  Brunswick,  NJ  08903. 
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Figure  1 — B-mode  echocardiographic  evaluation  of  the  heart 
for  the  presence  of  a PDA  (patent  ductus  arteriosus).  Ao — 
aortic  root.  La— left  atrium. 


ECHOCARDIOGRAPHY 

Ultrasonic  imaging  of  the  heart  with  M-mode 
echocardiography  provides  basic  diagnostic  infor- 
mation for  the  pediatric  cardiologist  and  neo- 
natologist.  Structural  cardiac  defects,  i.e.  endocardial 
cushion  defects,  valvular  anomalies,  and  chamber 
anomalies,  and  the  presence  of  a persistent  patent 
ductus  arteriosus  are  important  findings. 

As  the  heart  beats,  sound  waves  are  reflected  off 
tissues  of  various  acoustic  impedance  such  as 
myocardium,  blood,  valves,  and  vessels.  Cardiac  motion 
is  displayed  along  the  vertical  axis  of  the  eehocardio- 
graph  and  the  individual  structures  appear  in  a 
characteristic  manner  (Figures  1 and  2). 

Systolic  Time  Invervais  (STI).  Cardiac  function  can 
be  evaluated  by  measurement  of  certain  timing  compo- 
nents of  the  cardiac  cycle,  the  systolic  ventricular  time 
intervals  (STI).  The  pre-ejection  period  (PEP)  is 
measured  from  the  start  of  electromechanical  systole 
to  valve  opening  (aortic  or  pulmonary).  Ventricular 
ejection  time  (VET)  lasts  from  valve  opening  to  closure. 
The  ratio  of  PEP/VET,  both  right  and  left,  is  a useful 
measurement  since  it  is  independent  of  heart  rate. 

The  ratio  of  PEP/VET  provides  a quantifiable,  repro- 
ducible description  of  ventricular  function  in  such 
conditions  as  heart  failure,  digitalis  therapy,  acute  and 
chronic  pulmonary  disease,  and  shunt  disorders.  As 
ventricular  performance  diminishes,  the  PEP  in- 
creases (increased  preload,  end-diastolic  volume,  and 
filling  pressure  of  the  ventricle)  and  VET  shortens  (de- 
creased afterload  or  arterial  diastolic  pressure), 
producing  an  elevated  PEP/VET  radio. 

Systolic  Time  Intervals  (STI)  in  Normal  Infants, 
Term  and  preterm  babies  have  similar  left-sided  STIs, 
i.e.  LPEP/LVET,  during  the  first  five  days  of  life.2  After 
this  time  period,  premature  infants  have  a lower 
LPEP/LVET  ratio  than  do  full-term  infants.  The  dif- 
ference may  be  due  to  the  lower  hematocrit  present  in 
premature  infants  which  causes  increased  cardiac 
output  and  stroke  volume,  increased  LVET,  and  a 
smaller  ratio. 

Right  ventricular  STI  in  newborns  reflects 
pulmonary  artery  resistance.  Echocardiographic  stud- 
ies of  the  right  ventricle  reveal  marked  differences  be- 
tween term  and  premature  infants.  Term  infants  have 
higher  ratios  (RPEP/RVET)  during  the  first  five  days 
of  life.  This  ratio  declines  more  rapidly  in  term  than 
in  preterm  infants.  The  lower  ratio  in  premature  in- 
fants and  the  slower  rate  of  decline  reflects  the  smaller 
and  slower  drop  in  pulmonary  artery  pressure  that 


Figure  2 — M-mode  echocardiographic  evaluation  of  the  heart 
A — right  atrium,  B— left  atrium,  C— right  ventricle,  D— left 
ventricle. 


premature  infants  undergo  after  birth  compared  to 
term  infants. 

Patent  Ductus  Arteriosus  (PDA).  Premature  infants 
with  respiratory  distress  syndrome  (RDS)  frequently 
have  a large  left  to  right  shunt  through  a patent  ductus 
arteriosus  (PDA).  The  size  of  the  ductus  and  the  rela- 
tive pulmonic  and  systemic  pressures  determine  the 
magnitude  of  the  ductal  shunt. 

Echocardiography  affords  a noninvasive  means  of 
examining  the  magnitude  of  PDA  shunt  and  its  effect 
on  myocardial  performance.3  The  ratio  of  the  left 
atrium  (LA)  to  aortic  root  (Ao)  (LA/Ao)  is  increased 
when  shunts  are  present.  Left  to  right  flow  causes  an 
increase  in  pulmonary  venous  return  to  the  left  side 
of  the  heart  and  enlargement  of  the  left  atrium  and, 
therefore,  an  increase  in  the  LA/Ao  ratio.  The  LA/Ao 
ratio  has  been  found  to  decrease  dramatically  within 
hours  of  surgical  ductus  ligation  or  successful  phar- 
macologic closure  with  indomethaein. 

Heart  failure  secondary  to  the  ductal  shunt  is  mani- 
fest by  changes  in  the  left-sided  systolic  time  intervals 
resulting  in  an  increase  in  the  LPEP/LVET  ratio. 
Therefore,  echocardiography  is  a useful  tool  to 
diagnose  a PDA  to  determine  the  severity  of  a shunt 
problem,  and  to  follow  the  success  of  therapy. 

Persistant  Fetal  Circulation  (PFC).  Persistant  fetal 
circulation  is  characterized  by  elevated  pulmonary 
vascular  resistance  after  birth  which  results  in  right 
to  left  shunting  of  blood  at  the  atrial  and/or  ductal 
level.  This  disorder  may  be  associated  with  identifiable 
pulmonary  or  metabolic  problems  such  as  birth 
asphyxia,  meconium  aspiration,  polycythemia, 
hypoglycemia  and  hypocalcemia  However,  the  etiology 
often  is  obscure.  Differentiating  PFC  from  congenital 
heart  disease  may  be  difficult  based  on  the  physical 
examination  and  laboratory  values.  The  echocardio- 
gram adds  an  important  dimension  to  the  diagnostic 
armamentarium.  The  RPEP/RVET  is  elevated  marked- 
ly in  infants  with  PFC,  reflecting  increased  pulmonary 
vascular  resistance.4  The  ratio  decreases  with  age  in 
those  infants  who  survive,  but  it  fails  to  decrease 
among  those  who  are  destined  to  expire.  Following  the  | 
RPEP/RVET  daily  may  be  an  excellent  means  of 
assessing  both  prognosis  and  the  effectiveness  of  anti- 
pulmonary  hypertension  therapy  in  infants  with  PFC. 

Congestive  Heart  Failure  (CHF)  and  Digoxin  Ther- 
apy. Myocardial  dysfunction  and  congestive  heart  fail- 
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Figure  3 — Neurosonogram— coronal  view.  A — ventricle,  B— 
choroid  plexus. 


ure  (CHF)  occur  frequently  in  sick  neonates.  Cardiac 
performance  can  be  measured  and  monitored  by  left 
ventricular  systolic  time  intervals.  Elevated  LPEP/ 
LVET  ratios  are  associated  with  heart  failure,  due  to 
both  prolonged  LPEP  and  decreased  LVET.  Digoxin 
therapy  has  been  found  to  shorten  the  LPEP  and  thus 
to  decrease  the  left-sided  systolic  time  interval  ratio. 
Low  serum  levels  of  digoxin  (2  ^g/ml)  were  as  effective 
in  maximally  decreasing  the  LPEP/LVET  as  were  high- 
er doses  (3  to  4 /ug/ml).  Comparison  of  an  infant’s 
LPEP/LVET  with  established  standards  can  help 
identify  the  failing  myocardium.  Daily  measurements 
of  the  LV  ratio  interval  during  the  initial  few  days  of 
digoxin  therapy  are  useful  as  the  decreased  ratio  can 
be  quantitated  to  effectiveness  of  therapy.  Left-sided 
ratios  also  are  useful,  when  combined  with  digoxin 
serum  levels,  to  determine  the  lowest  digoxin  blood 
levels  producing  the  desired  inotropic  effects.5 

Bronchopulmonary  Dysplasia  (BPD).  Broncho- 
pulmonaiy  dysplasia  is  a chronic  pulmonary  disease 
experienced  by  some  infants  following  respiratory  dis- 
tress that  was  treated  with  oxygen  and  positive  pres- 
sure ventilation.  BPD  results  in  decreased  lung  com- 
pliance and  pulmonary  hypertension.  The  pulmonary 
hypertension  has  been  demonstrated  by  cardiac 
catheterization  in  these  infants  in  the  first  year  of  life. 
Echocardiography  provides  a safe,  noninvasive  means 
of  evaluating  the  pulmonary  vascular  bed  and  right 
ventricular  function. 

The  right  ventricular  PEP/VET,  an  indirect  measure 
of  pulmonary  artery  pressure,  can  be  used  to  evaluate 
the  status  and  prognosis  of  infants  with  BPD.7  Infants 
with  elevated  right-sided  systolic  time  interval  ratios 
were  found  to  have  a poor  prognosis  for  survival.  Pa- 
tients with  normal  ratios  had  a better  outlook  for  com- 
plete recovery  and  normal  pulmonary  function.  The 
use  of  systolic  time  interval  ratios  provides  an  excellent 
method  of  evaluation  of  these  infants  and  compares 
favorably  to  radiographs,  arterial  blood  gas  levels,  and 
clinical  evaluations.  Monthly  ultrasound  studies  of 
these  infants  is  indicated  during  the  recovery  phase 
of  BPD. 

Congenital  Heart  Disease.  Echocardiography  has 
become  a basic  tool  in  the  diagnosis  of  congenital 
heart  disease.8  Without  invasive  risks  and  radiation, 
it  allows  excellent  visualization  of  the  chambers,  valves, 
and  major  vessels  in  the  newborn  heart.  M-mode  stud- 
ies produce  a narrow  ( 1 to  2 mm)  image  in  the  line 


Figure  4 — Neurosonogram— sagittal  view.  A — ventricle,  B— 
choroid  plexus. 


of  the  sound  beam,  and  provide  an  “ice  pick”  view  of 
cardiac  structure  with  excellent  temporal  resolution 
(1/1000  sec).  Most  of  the  major  congenital  defects  can 
be  strongly  suspected,  if  not  definitely  diagnosed,  with 
M-mode  echocardiography. 

A further  refinement  in  cardiac  ultrasonic  imaging 
is  the  two-dimensional  (cross-sectional)  echocardio- 
graph.  This  technique  improves  the  ability  to  de- 
termine spatial  orientation  by  producing  an  image  in 
one  of  several  planes  through  the  heart.  Two- 
dimensional  eehoeardiographs  allow  the  physician  to 
“view”  both  ventricles  and  the  four  valves  of  the  heart 
(Figure  2).  The  images  are  in  real  time  and  the  move- 
ment of  the  heart  can  be  assessed.  Recently,  cardi- 
ologists have  combined  countercurrent  injections  of 
saline,  or  other  isotonic  solution,  with  ultrasonog- 
raphy and  have  followed  the  path  of  the  injected  fluid 
to  assess  the  presence  of  shunts.9 

Infants  of  Diabetic  Mothers  (IDM).  Echocardiogra- 
phy is  used  to  evaluate  the  cardiac  status  of  infants 
bom  to  diabetic  mothers  (IDM).  Cardiac  anomalies 
occur  with  approximately  a fivefold  greater  incidence 
in  IDMs  than  the  general  population.10  Cardiac  en- 
largement alone  has  been  shown  to  occur  in  approx- 
imately 30  percent  of  these  infants  and  congestive 
heart  failure  in  10  percent.11  Ultrasonic  evaluations  of 
these  babies  avoid  the  invasive  risks  and  the  radiation 
of  cardiac  catheterization.  A frequent  finding  in  these 
infants  is  the  disproportionate  septal  hypertrophy, 
with  an  increase  in  the  ratio  of  the  intraventricular 
septum  to  the  posterior  left  ventricular  wall.12  This 
increase  in  the  intraventricular  septum  produces  a 
subaortic  obstruction  with  resultant  eardiomegaly, 
respiratory  distress,  and  cardiac  failure.  Digoxin  ther- 
apy, commonly  used  in  other  infants  with  congestive 
heart  failure,  is  contraindicated  in  infants  of  diabetic 
women.  These  infants  actually  have  a worsening  of 
their  clinical  status  with  digoxin  but  improve  with 
conservative  management  or  with  propranolol.  The 
natural  course  of  the  septal  hypertrophy  and  left  ven- 
tricular outilow  obstruction  is  resolution  within  sev- 
eral weeks  to  months.  For  infants,  echocardiography 
is  a vital  diagnostic  tool  to  prevent  needless 
catheterization  and  to  rule  out  structural  congenital 
heart  disease. 

NEUROSONOGRAPHY 

The  most  devastating  problem  for  premature  in- 
fants today  is  intraventricular  hemorrhage  (IVH)  and 
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TABLE 

Suggested  Frequency  for  Serial  Studies 

Echocardiography 

• Persistent  fetal  circulation:  Day  1 and  daily  until  stable. 

• Infants  of  diabetic  mothers:  Day  1,  4,  7. 

• Digoxin  effect— before  starting  digoxin,  then  every  24 
hours  until  stable  values  obtained. 

• Patent  ductus  arteriosus  (PDA):  When  PDA  becomes 
clinically  apparent;  before  and  after  attempts  at  closure; 
every  3 to  4 days  while  murmur  still  present. 

• Congestive  heart  failure:  At  first  indication  of  failure 
and  then  every  24  to  48  hours  until  stable  values  ob- 
tained; then  every  7 days  until  off  failure  regimen. 

• Bronchopulmonary  dysplasia  (BPD):  Weekly  during 
hospitalization;  monthly  as  an  outpatient. 

• Congenital  heart  disease:  For  diagnosis. 

Neurosonography 

• Intracranial  hemorrhage:  Day  1,  3,  and  7 of  life;  weekly 
until  35  weeks’  gestation  equivalent  or  until  complete 
resolution. 

• Hydrocephalus:  Weekly  until  stable;  monthly  after  dis- 
charge until  one  year  of  age. 


resultant  hydrocephalus.  Almost  half  of  all  infants  less 
than  35  weeks’  gestation  suffer  from  an  intracranial 
hemorrhage.  A safe  and  efficient  means  of  screening 
all  preterm  patients  is  necessary  since  clinical  signs, 
such  as  enlarging  head  circumferences  or  deteriora- 
tion of  neurological  status,  frequently  are  lacking  or 
are  late  in  appearing. 

Real-time  neurosonography  is  an  excellent  tool  for 
visualizing  the  intracranial  anatomy  of  the  neonate.13 
Ultrasonic  imaging  of  the  brain  usually  is  performed 
in  two  different  planes. 

The  coronal  plane  (Figure  3)  provides  views  of  the 
choroid  plexis,  basilar  arteries,  and  the  ventricular 
size,  while  the  sagittal  plane  (Figure  4)  views  each  of 
the  lateral  ventricles.  The  advantages  of  ultrasound 
over  computed  tomography  (CT)  are  its  bedside  appli 
cation,  decreased  cost,  and  absence  of  radiation.  These 
factors  allow  for  repeated  studies  of  the  same  patient 
and  are  believed  to  be  more  accurate  than  CT  scans 
for  the  diagnosis,  of  small  intraventricular  hemor- 
rhages.14 The  studies  can  be  performed  in  the  nursery 
on  the  sickest  and  smallest  premature  infants. 

The  prognosis  for  impaired  neurologic  development 
and  hydrocephalus  is  related  directly  to  the  extent  of 
the  intracranial  hemorrhage.  Thus,  it  is  vital  to  de- 
termine the  presence  and  severity  of  the  bleeding.  A 
common  way  of  rating  the  severity  of  the  bleeding  is 
to  classify  the  hemorrhage  according  to  a modification 
of  the  classification  of  Papile  et  al.:  grade  I:  hemorrhage 
confined  to  germinal  matrix;  grade  II:  intraventricular 
hemorrhage;  grade  III;  intraventricular  hemorrhage 
with  ventricular  dilatation;  and  grade  IV:  intra- 
parenchymal  hemorrhage. 1 5 

The  treatment  of  hydrocephalus  by  medication, 
serial  spinal  taps,  or  surgical  shunting  depends  to  a 
large  degree  on  the  extei  of  the  ventricular  dilatation. 
Because  some  infants  Ik  e been  shown  to  have  suf- 


fered from  an  intraventricular  hemorrhage  shortly 
after  birth,  all  preterm  infants  should  be  screened  with 
an  ultrasonic  evaluation  at  the  time  of  admission  to 
the  intensive  care  unit.  If  no  hemorrhage  is  noted  on 
the  initial  evaluation,  then  subsequent  neu- 
rosonograms should  be  performed  on  the  third  and 
seventh  days  of  life.  If  there  is  any  evidence  of  an  IVH, 
subsequent  ultrasonic  evaluations  should  be  per- 
formed twice  a week  until  stable  and  then  weekly.  In; 
questionable  or  strongly  positive  studies,  confirmation 
by  CT  scan  may  be  necessary. 

ABDOMINAL  ULTRASOUND 

B-mode  ultrasound  produces  two-dimensional, 
cross-sectional  views  of  the  abdomen  and  its  organs. 
The  most  frequent  indication  for  this  study  of  the  neo- 
natal abdomen  is  to  evaluate  a palpable  mass.  Ultra- 
sonic imaging  can  evaluate  the  renal  size  and  usually 
can  determine  if  the  renal  mass  is  multicystic  or 
hydronephrotic.  This  technique  is  well  suited  to  evalu- 
ate the  size  of  kidneys  after  a renal  vein  thrombosis 
or  the  size  of  the  adrenals  after  an  intraparenchemal 
hemorrhage.  Abdominal  ultrasound  also  can  help  to 
evaluate  obstructive  jaundice  by  demonstrating  the 
size  of  the  gallbladder,  the  presence  of  a choledochal 
cyst,  or  the  existence  of  dilated  bile  ducts.  Abdominal 
sonography  also  can  be  used  to  differentiate  masses 
which  may  be  present  in  the  neonate,  such  as  ovarian 
cysts  or  a neuroblastoma 
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Case  Report:  Carcinoma  of  the  Pancreas 
Misdiagnosed  as  Acute  Pancreatitis 

Brian  L.  Tell,  m.d.,  and  Robert  E.  Brolin,  m.d.,  new  Brunswick* 


Preoperative  studies  suggested  gallstone  pancreatitis  in 
a patient  who  later  was  found  to  have  carcinoma  of  the  pancreas. 
Needle  aspiration  biopsy  should  be  considered  inpatients 
with  pancreatitis  of  uncertain  etiology  to  rule  out 
pancreatic  carcinoma. 


The  primary  reason  for  the  negli- 
gible survivorship  in  pancreatic 
carcinoma  is  the  tendency  of  the 
disease  to  remain  occult  in  its  early  stages.1 2 The  com- 
mon presenting  symptoms  such  as  weight  loss,  back 
pain,  and  jaundice  generally  hail  the  presence  of  un- 
resectable  disease.  It  is  rare  for  pancreatic  carcinoma 
to  announce  itself  with  the  relatively  acute  onset  of 
abdominal  pain  and  hyperamylasemia.  Our  patient 
had  this  clinical  picture,  which  was  misdiagnosed  as 
acute  pancreatitis. 

CASE  REPORT 

A 55-year-old  male  was  hospitalized  at  the  Middlesex 
General-University  Hospital  with  a 24-hour  history  of 
severe  epigastric  pain  which  radiated  to  the  mid- 
portion of  his  back.  During  the  week  prior  to  ad- 
mission, he  had  experienced  vague  abdominal  discom- 
fort associated  with  increased  belching  and  flatulence. 
He  denied  previous  gastrointestinal  problems,  alcohol 
abuse,  change  in  bowel  habits,  anorexia  weight  loss, 
fever,  or  chills.  The  vital  signs  were  normal  and  the 
physical  examination  was  unremarkable  except  for  the 
abdominal  examination.  We  found  right  upper  quad- 
rant and  epigastric  tenderness  with  guarding  and  re- 
bound: the  liver  was  palpable  1 cm  below  the  right 
costal  margin  with  a span  of  1 1 cm. 

The  stool  was  hemoccult  negative;  hemoglobin  and 
hematocrit,  white  count  and  differential,  electrolytes. 


BUN,  and  creatinine  were  all  within  normal  limits. 
Liver  function  tests  showed  a total  bilirubin  of  2.2 
mg/dl;  direct  bilirubin  of  1.4  mg/dl  (normal  = 0.1 -1.2 
mg/dl — total);  alkaline  phosphatase  of  171  units  per 
liter  (normal  = 0-75  units  per  liter);  SGOT  70  units 
per  liter  (normal  = 27-47  units  per  liter);  SGPT  1111 
units  per  liter  (normal  = 3-45  units  per  liter);  and 
GGTP  131  units  per  liter  (normal  = 15-85  units  per 
liter).  Serum  amylase  was  170  mg/dl  (normal  = 20-80 
mg/dl).  Chest  and  plain  abdominal  roentgenograms 
were  unremarkable. 

The  initial  diagnosis  was  acute  pancreatitis,  possibly  j 
secondary  to  gallstones.  Oral  food  and  medication  were 
withheld  and  intravenous  fluids  and  cephazolin  (1  gm 
every  eight  hours)  were  administered.  An  ultrasound 
study  of  the  gallbladder  and  pancreas  showed  a normal 
gallbladder  and  biliary  tract  with  slight  diffuse  enlarge- 
ment of  the  pancreas.  A hepatobiliary  scan  visualized 
the  gallbladder  but  showed  delayed  emptying  of  the 
common  bile  duct.  A CAT  scan  of  the  abdomen  showed 
enlargement  of  the  gallbladder  and  generalized  edema 
of  the  pancreas.  These  radiographic  findings  were 
thought  to  be  consistent  with  pancreatitis.  On  the 
second  hospital  day,  the  serum  amylase  rose  to  304 
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mg/dl  before  declining  to  1 12  mg/dl  by  the  fifth  hospi- 
tal day.  The  serum  bilirubin  was  within  normal  limits 
on  the  third  hospital  day,  and  the  patient  felt  better. 
A single  and  double-dose  oral  cholecystogram  per- 
formed on  successive  days  failed  to  visualize  the  gall- 
bladder. Upper  gastrointestinal  series  was  unre- 
markable. 


Figure — Cystic  duct  cholangiogram  showing  slight  dilatation 
of  the  proximal  biliary  tree  and  narrowing  of  the  distal  com- 
mon duct  (arrow).  There  are  no  filling  defects.  Barium  in  the 
colon  resulted  from  the  upper  gastrointestinal  series  per- 
formed four  days  earlier. 

The  patient  continued  to  complain  of  intermittent 
epigastric  and  right  upper  quadrant  pain;  surgery  was 
performed  on  day  12  with  preoperative  diagnosis  of 
cholecystitis  and  secondary  pancreatitis.  Abdominal 
exploration  showed  edema  of  the  gallbladder  and  sur- 
rounding tissues.  The  head  of  the  pancreas  felt  firm 
and  slightly  enlarged.  A cholecystectomy  was  per- 
formed; operative  cholangiogram  showed  narrowing  of 
the  intrapancreatic  portion  of  the  distal  common  bile 
duct  which  was  consistent  with  resolving  pancreatitis 
(Figure).  The  gallbladder  contained  a small  amount  of 
particulate  matter  but  no  stones;  microscopic  examin- 
ation showed  “minimal  inflammatory  changes”  with- 
out definite  evidence  of  chronic  cholecystitis.  The  pa- 
tient was  discharged  on  postoperative  day  6 after  an 
uneventual  course,  and  returned  to  work  after  four 
weeks. 

Eight  weeks  later  he  developed  episodic  diarrhea 
nausea  weakness,  slightly  icteric  sclerae,  dark  urine, 
and  “light”  stools  and  was  readmitted  to  the  hospital. 
Admission  laboratory  studies  were  normal  except  for 
a total  bilirubin  of  11.5  mg/dl;  direct  bilirubin  of  7.8 
mg/dl;  SGOT  314  units  per  liter;  SGPT  429  units  per 
liter;  and  alkaline  phosphatase  724  units  per  liter. 
Ultrasound  examination  showed  obstruction  of  the 
distal  common  bile  duct  by  a pancreatic  mass  which 
measured  4 cm  in  diameter.  A percutaneous  trans- 
hepatic  cholangiogram  showed  complete  obstruction 
of  the  distal  common  bile  duct.  On  day  7,  a laparotomy 


was  performed  with  a preoperative  diagnosis  of  carci- 
noma of  the  head  of  the  pancreas.  Because  there  was 
no  gross  evidence  of  disease  beyond  the  pancreas,  we 
performed  a radical  pancreaticoduodenectomy.  We 
found  a considerable  amount  of  peripancreatic  edema 
and  cicatrization,  presumably  due  to  previous  pan- 
creatitis. The  postoperative  course  was  uneventual  and 
the  patient  was  discharged  on  postoperative  day  15. 
The  final  pathology  report  showed  a well-differentiated 
adenocarcinoma  of  the  pancreas  with  microscopic  ex- 
tension into  the  peripancreatic  fat  and  blood  vessels. 
Five  of  12  lymph  nodes  examined  showed  evidence  of 
metastatic  adenocarcinoma.  There  was  substantial 
desmoplastic  reaction  and  histologic  evidence  of 
chronic  inflammation  in  the  pancreas  and  adjacent 
tissues. 

Following  discharge,  he  did  well  for  approximately 
five  months  and  returned  to  work.  Seven  months  later, 
he  developed  weakness,  abdominal  pain,  and  jaundice. 
An  ultrasound  study  showed  dilatation  of  the  in- 
trahepatic  biliary  ducts  and  a mass  in  the  region  of 
the  porta  hepatis.  A percutaneous  internal  biliary  stent 
was  passed  into  the  jejunum  and  his  jaundice  subse- 
quently cleared.  During  the  next  two  months  his  con- 
dition continued  to  deteriorate  and  he  expired. 
Autopsy  disclosed  metastatic  adenocarcinoma  in  the 
retroperitoneum,  porta  hepatis,  and  liver. 

DISCUSSION 

Although  amylase  evaluation  has  been  noted  in  ap- 
proximately 15  percent  of  patients  with  pancreatic 
cancer,  the  association  of  acute  pancreatitis  with  pan- 
creatic cancer  is  distinctly  uncommon.3  In  1958, 
Bartholomew  et  al.  reported  two  cases  of  pancreatic 
carcinoma  arising  in  patients  with  longstanding 
chronic  relapsing  pancreatitis.4  Gambill  found  his- 
tologic evidence  of  “pancreatitis”  in  10  percent  of 
biopsy  specimens  of  pancreatic  carcinoma.5  There  is 
no  known  relationship  between  chronic  pancreatitis 
and  pancreatic  cancer.  It  seems  reasonable  to  postu- 
late that  the  hyperamylasemia  noted  in  patients  with 
pancreatic  carcinoma  is  the  result  of  transient  ob- 
struction of  the  compressed  duct  of  Wirsung  by  par- 
ticulate matter  which  later  becomes  dislodged;  this 
phenomenon  is  similar  to  the  presumed  etiology  of 
gallstone  pancreatitis.  Brief  episodes  of  pancreatitis 
occasionally  may  occur  in  patients  with  pancreatic 
carcinoma  and  be  passed  off  as  a symptom  of  the 
tumor.  In  this  case,  edematous  tissues  consistent  with 
acute  pancreatitis  were  noted  at  the  time  of 
cholecystectomy  as  well  as  gross  and  histologic 
evidence  of  smoldering  pancreatic  and  peripancreatic 
inflammation  at  the  time  of  pancreaticoduo- 
denectomy. 

The  diagnosis  of  pancreatic  carcinoma  was  missed 
in  the  patient  in  this  report  because  of  the  atypical 
clinical  presentation  and  misleading  or  inconsistent 
diagnostic  tests.  The  patient  initially  appeared  to  have 
acute  cholecystitis  and  secondary  pancreatitis  which 
was  inconsistently  corroborated  by  the  preoperative 
radiographic  studies.  Although  the  gallbladder  ultra- 
sound did  not  show  gallstones,  a subsequent  hepato- 
biliary scan  and  oral  cholecystogram  were  interpreted 
as  “consistent  with  gallbladder  disease."  The  ultra- 
sound and  CT  scan  showed  “fullness”  in  the  pancreas 
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but  no  discrete  mass,  findings  which  were  thought  to 
be  consistent  with  pancreatitis.  These  tests  led  to  the 
performance  of  a cholecystectomy.  The  edematous  tis- 
sues encountered  at  the  time  of  cholecystectomy,  full- 
ness in  the  pancreas,  and  the  cystic  duct  cholangio- 
gram  which  showed  narrowing  of  the  intrapancreatic 
portion  of  the  common  bile  duct  were  felt  to  be  consis- 
tent with  pancreatitis.  Intraoperative  needle  biopsy  of 
the  pancreas  may  have  provided  the  correct  diagnosis. 
Ihse  et  al.  have  shown  that  fine-needle  aspiration 
cytology  is  a highly  sensitive  method  of  making  a cor- 
rect intraoperative  diagnosis  of  pancreatic  carcinoma6 
The  incidence  of  false-negative  aspirations  was  8 per- 
cent in  Ihse’s  experience.  There  were  no  false-positive 
aspirations. 

The  diagnosis  of  acute  pancreatitis  always  is  con- 
sidered in  patients  with  a relatively  sudden  onset  of 
midepigastric  pain  and  serum  amylase  elevation.  In 
the  absence  of  a history  of  alcohol  abuse,  biliary  tract 
disease  must  be  ruled  out.  When  gallstone  pancreatitis 
is  presumed,  the  diagnosis  should  be  confirmed 
beyond  reasonable  doubt  with  the  appropriate  radio- 
logic  studies.  Conflicting  diagnostic  studies  should  be 
viewed  with  suspicion.  The  “atypical”  cases  of 
suspected  biliary  pancreatitis  should  have  an  upper 
gastrointestinal  contrast  study  to  examine  the  contour 


of  the  duodenal  sweep.  In  cases  where  the  pancreas  {J 
appears  “enlarged”  or  “edematous”  on  the  CT  scan  or  i 
upper  gastrointestinal  series,  a percutaneous  aspira- 1 
tion  biopsy  of  the  gland  should  be  considered.  The  jij 
discovery  of  a minimally  inflamed  acalculous  gall- 
bladder  at  an  operation  for  suspected  gallstone  pan- 
creatitis warrants  careful  examination  of  the  entire  L 
pancreas.  Firm  feeling  areas  should  be  evaluated  by  II 
intraoperative  needle  biopsy  to  rule  out  carcinoma! 
This  case  illustrates  that  carcinoma  of  the  pancreas  I 
can  present  with  acute  abdominal  pain  and  hyper- 
amylasemia 
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Advances  in  Cancer: 

Oncogenes  in  Human  Neoplasia 


late.  These  factors  are  bound  by  specific  receptors 
which  may  be  unique  to  the  target  cell  or  generally 
present  on  many  cell  types.  The  signal  for  proliferation 
then  is  communicated  from  the  cell  surface  to  the 
intracellular  regions  ultimately  involved  in  cellular 
replication  and  division.  Certain  enzymes,  such  as 
kinases,  phosphorylases,  and  adenylcyclases  have  been 
identified  that  act  to  transduce  the  signal  from  the  cell 
surface  to  the  cell  nucleus.  In  the  nucleus,  cell  cycle 
specific  genes  must  be  turned  on  or  turned  off  and  the 
replicative  machinery  must  be  activated. 

Cancer  is  a disease  where  one  or  more  of  these 
events  go  awiy.  Oncogenes,  initially  identified  as 
cancer-causing  genes,  are  known  to  exist  as  normal 
components,  proto-oncogenes,  at  one  or  another  point 
along  this  growth-stimulating  pathway.  For  example, 
the  sis  oncogene  has  been  shown  to  encode  platelet 
derived  growth  factor  (PDGF),  one  of  a number  of 
growth  factors  that  provoke  cellular  proliferation. 
Overproduction  of  the  cellular  sis  (c-sis)  product  could 
result  in  an  inappropriate  stimulus  to  growth.  Among 
the  same  family  of  growth  factors  is  epidermal  growth 
factor  (EGF).  EGF  binds  to  a cell  surface  protein,  the 

— 
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It  is  an  exciting  time  to  be  dis- 
cussing the  role  of  oncogenes  in 
human  neoplasia.  This  article 
will  describe  recent  observations  on  the  causes  of 
human  cancer  at  the  level  of  the  individual  genes  in- 
volved. The  data  have  emerged  from  a combination  of 
highly  instructive  basic  research  in  experimental  sys- 
tems and  clinical  research  on  the  spectrum  of  human 
cancers.  None  of  this  information  nor  its  interpreta- 
tion was  understood  or  even  known  a decade  ago.  This 
is  an  age  when  biological  research  is  changing  funda- 
mentally and  forever  altering  our  view  of  the  world  in 
a way  that  only  can  be  compared  to  the  revolution  in 
physics  of  the  1920s  or  the  revolution  in  microelec- 
tronics of  the  1950s  and  1960s.  Accompanying  this, 
the  clinic  and  the  research  laboratory  are  drawing 
closer  and  closer  together.  For  practicing  physicians, 
the  molecular  causes  and  consequences  of  a patient’s 
disease  are  becoming  relevant  to  that  patient’s  course 
and  treatment. 

GROWTH  EFFECTORS 

Anything  that  alters  cellular  growth  can  contribute 
to  malignant  transformation,  and  cellular  growth  is  a 
complex  process.  Figure  1 depicts  an  idealized  scheme 
of  a growth  stimulatory  pathway.  Growth  factors  pro- 
duced by  the  target  cell  (autostimulation)  or  separate 
cells  float  in  serum  or  tissue  until  they  are  bound  at 
the  surface  of  the  cell  whose  proliferation  they  stimu- 
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EGF  receptor.  The  oncogene  erb  B encodes  a truncated 
EGF  receptor.  It  is  possible  that  this  truncation  results 
in  a growth  factor  receptor  that  is  in  a growth  stimu- 
latory mode  even  without  the  binding  of  its  growth 
factor.  An  entire  class  of  oncogenes  of  which  the 
prototype  is  sarc  has  been  demonstrated  to  carry 
kinase  activity,  phosphorylating,  in  many  cases,  a 
specific  amino  acid,  tyrosine.  The  oncogene  abl  also  is 
a member  of  this  family.  Other  oncogenes  of  the  ras 
family  bind  nucleoside  triphosphates  and  are  believed 
to  function  in  some  kind  of  transducing  capacity. 


GROWTH  FACTOR 


GROWTH  FACTOR  RECEPTOR 


lltMttBUdfN&FACTORS 


STIMULUS  TO 
REPLICATION/ 


TRANSCRIPTION  OF  {M#INED 
REGULATORY  GENES 


Figure  1 — An  idealized  scheme  of  a growth  stimulatory 
pathway. 


At  some  point,  the  growth  signal  becomes  a nuclear 
process  involving  the  basic  elements  of  DNA  transcrip- 
tion into  RNA  and  DNA  replication.  These  effects  are 
mediated  by  the  targeted  regulation  of  certain  genes, 
targeted  by  proteins  that  specifically  can  bind  to  DNA 
or  specifically  alter  transcription  of  certain  genes.  The 
oncogene  myc  discussed  throughout  this  article  en- 
codes a protein  which  binds  to  double-stranded  DNA 
and  is  clearly  implicated  in  the  process  of  malignant 
transformation.  It  also  is  a member  of  a loose  family 
whose  protein  products  act  in  the  cell  nucleus.  Myb, 
Jos,  and  N-myc  are  members  of  this  family. 

Disruption  of  this  sequence  at  any  step  can  lead  to 
the  development  of  cancer.  It  now  is  believed  that  in 
most  cases  more  than  one  step  needs  to  be  disrupted 
for  definitive  malignant  transformation  to  occur;  the 
so-called  “2  hit”  model.  It  is  conceivable  that  in  certain 
cases  a single  misstep  could  “cause”  cancer.  This 
article  reviews  the  mechanisms  by  which  these  aberra- 
tions can  occur.  Cancer  is  not  one  disease.  Each  of 
these  steps  is  susceptible  to  disruption  in  a number 
of  ways. 

As  described  above,  it  is  possible  to  fit  many  of  the 
known  oncogenes  into  particular  parts  of  the  schema 
contained  in  Figure  1.  However,  there  are  numerous 
other  genes  and  gene  products  which  do  not  fit  the 
classic  definition  of  oncogene,  but,  if  altered,  will  con- 
tribute to  the  development  of  uncontrolled  growth.  Be- 
cause of  this,  it  perhaps  is  wiser  to  generalize  a scheme 
on  the  causes  of  human  cancers  to  a broad  category 
of  growth-effecting  genes  (including  the  prototypical 
oncogenes)  and  their  products  whose  disruption  is  the 
basis  of  malignant  transformation.  Figure  2 offers  a 
starting  point  for  this  scheme.  Here  is  a normal  cell. 
Within  its  DNA  on  a particular  chromosome  resides  a 
growth-effecting  gene.  This  gene  is  transcribed,  its 
mRNA  being  translated  into  a protein  product.  This 


product  could  be  a growth  factor  secreted  to  other  cells, 
or  a receptor,  or  a kinase,  or  a DNA-binding  protein 
important  in  the  regulation  of  expression  of  other 
genes.  The  remainder  of  this  article  discusses  the  ways 
the  function  of  this  growth-effecting  gene  can  be  al- 
tered contributing  to  malignant  transformation.  Each 
of  these  mechanisms  of  transformation  is  relevant  not 
just  intellectually  but  because  one  or  more  of  these 
events  can  be  shown  to  have  occurred  in  human  pa- 
tients with  cancer. 

MECHANISMS  OF  MALIGNANT  TRANSFORMATION 

Figure  3 outlines  the  various  mechanisms  that  can 
contribute  to  malignant  transformation:  1)  Viruses 
can  lead  to  cancer  through  either  classical  retroviral- 
promoted  disease  or  via  the  newly  discovered  human 
T-cell  lymphotropic  viruses  (HTLV  I and  HTLV  II). 
2)  DNA  once  was  viewed  as  an  essentially  static  struc- 
ture unchanging  and  immutable.  In  truth,  it  is  highly 
dynamic.  It  is  part  of  the  essence  of  life  and  evolution 
that  genetic  material  be  able  to  change.  Yet,  this  in- 
stability has  its  risks  and  consequences.  When  chro- 
mosomes rearrange,  putting  genes  into  completely  new 
contexts,  or  when  segments  of  chromosomes  suddenly 
amplify  creating  more  copies  of  particular  genes,  the 
result  can  be  the  development  of  a cancer.  3)  A specific 
mutation  of  a growth-effecting  gene  caused  by  carcin- 
ogens can  lead  to  cancer.  It  has  been  demonstrated 
that  chemical  carcinogens  or  ionizing  radiation  in- 
crease the  cancer  risk.  Now  it  is  possible  to  point  to 
precise  molecular  mechanisms  by  which  some  of  these 
agents  can  cause  cancer. 


Figure  2 — A generalized  growth-effecting  gene  and  its  gene 
product. 


Figure  3 — Mechanisms  of  malignant  transformation  of  cells. 
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Figure  4— Retroviral  mediated  transformation. 


RETROVIRAL  ETIOLOGY 

Classic  tumor  viruses  have  been  shown  to  cause 
tumors  in  essentially  every  higher  organism  except 
humans.  It  almost  is  certain  that  this  mechanism  will 
be  found  to  cause  some  kinds  of  cancer  in  susceptible 
humans  as  well.  The  genetic  material  of  tumor  viruses 
is  single-stranded  RNA  The  viruses  infect  a host  cell 
where  the  RNA  is  reverse  transcribed  into  DNA  and 
integrated  into  the  host  genome.  The  virus  does  not 
kill  the  cell  but  makes  more  of  itself.  The  integration 
event  appears  to  be  random,  but  over  time,  in  a con- 
tinuing productive  infection,  the  probability  increases 
that  an  integration  event  will  occur  near  a growth- 
effecting  gene  (Figure  4).  It  now  has  been  shown  that 
when  this  occurs  the  regulation  of  the  growth-effecting 
gene  can  be  disrupted.  Depending  on  the  cell  type  and 
growth-effecting  gene  targeted,  different  kinds  of 
tumors  will  occur.  Since  the  malevolent  integration  is 
a rare  event,  the  tumors  take  a long  time  to  develop 
and  usually  develop  as  expansions  of  single-cell  clones. 
This  first  was  observed  in  chickens.  If  the  virus  inte- 
grated near  c-myc  in  a lymphocyte,  the  chicken  de- 
veloped lymphoma  If  it  integrated  near  c-erb  B or 
sometimes  near  c-myc  in  an  erythroid  cell,  the  chicken 
developed  erythroleukemia 

An  even  more  rare  event  turns  this  long-latency 
event  into  a short-latency  acute  transforming  process. 
In  this  case,  a retrovirus  integrated  next  to  a growth- 
effecting  gene  undergoes  recombination  and  excision 
that  results  in  a hybrid  molecule,  part  retrovirus  and 
part  growth-effecting  gene.  This  hybrid  is  packaged  in 
the  viral  coat.  Once  such  a hybrid  virus  is  formed  it 
can  infect  normal  cells.  Here,  there  is  no  long  waiting 
period  for  the  virus  to  find  and  activate  a growth  effect- 
ing gene;  it  carries  that  gene  with  it. 

The  term,  oncogene,  was  derived  from  this  phenome- 
non. It  applies  to  those  genes  carried  by  acute  trans- 
forming viruses  that  are  responsible  for  the  trans- 
forming capacity  of  the  virus  and  have  normal  cellular 
homologues.  Some  of  these  oncogenes  or  their  normal 
proto-oncogene  counterparts  serve  essential  cellular 
functions  and  can  be  found  conserved  across  evolu- 
tionary time  in  organisms  as  diverse  as  yeast,  fruit 
flies,  and  humans.  Oncogene  are  important  but  clearly 
oncogenes  are  only  a subset  of  the  total  population  of 
genes  that  influence  the  development  of  cancer. 

HTLV 

A second  kind  of  viral  etiology  of  cancer,  without  the 
involvement  of  a classic  oncogene,  has  been  reported. 


Figure  5 — Human  T cell  lymphotropie  virus  mediated  trans- 
formation. The  LOR  protein  now  is  also  called  “tat”  for  trans- 
acting transcriptional  activator. 


The  viruses  involved  here  are  called  human  T cell 
lymphotropie  viruses.  The  target  cells  for  these  agents 
appear  to  be  T cells  at  a particular  stage  of  T cell 
development  (Figure  5).  The  infection  and  integration 
of  this  virus  appear  similar  to  that  described  previous- 
ly for  the  retroviruses.  These  HTLV  viruses  are  dis- 
tinguished, however,  by  a distinctive  gene  product,  the 
“tat”  protein,  (transacting  transcriptional  activator) 
also  called  “LOR”  or  “px”  encoded  in  the  viral  genome 
and  having  no  normal  cellular  homologue.  This  protein 
appears  capable  of  stimulating  its  own  transcription 
and  possibly  the  transcription  ofT  cell  specific  growth- 
effecting  genes.  Epidemiologic  and  an  increasing 
amount  of  molecular  and  serologic  evidence  implicates 
this  virus  as  the  etiologic  agent  in  adult  T cell 
lymphoma.  A somewhat  related  virus  HIV  (HTLV  III, 
LAV)  is  implicated  as  the  cause  of  acquired  im- 
munodeficiency disease  (AIDS). 

HLTV  I (II)  may  override  the  normal  regulatory  con- 
text in  which  a gene  exists.  In  the  classic  retroviral 
example,  it  is  obvious  that  having  a virus  integrated 
next  to  a growth-effecting  gene  drastically  alters  the 
genomic  context  of  that  gene.  Its  regulation  now  may 
be  controlled  by  the  virus.  Its  normal  regulatoiy  se- 
quences now  may  be  physically  separated  from  the 
gene.  This  kind  of  drastic  physical  alteration  of  gene 
context  is  not  just  restricted  to  viral  mechanisms  but 
also  is  the  key  to  the  chromosomal  translocation  and 
gene  amplification  mechanisms. 

CHROMOSOMAL  ABERRATIONS 

For  the  past  25  years,  cytogeneticists  have  been  re- 
porting an  ever-increasing  number  of  specific  chro- 
mosomal abnormalities  associated  with  specific 
tumors.  There  are  constitutional  chromosomal  ab- 
normalities like  trisomy  21  that  predispose  a person 
to  the  development  of  cancer.  This  article  will  not  deal 
with  these  constitutional  aberrations  but  rather  will 
focus  on  those  aberrations  seen  specifically  in  the 
tumor  cells  of  an  otherwise  karyotypically  normal  per- 
son. One  of  the  first  and  best  known  examples  is  the 
“Philadelphia”  chromosome  of  chronic  myelogeneous 
leukemia  Another  example  that  has  been  extensively 
studied  is  the  chromosomal  translocation  associated 
with  Burkitt’s  lymphoma  Four  years  ago,  all  that  was 
known  was  the  morphologic  description  of  the 
chromosomal  regions  involved  in  the  translocation;  80 
percent  involve  reciprocal  exchanges  between  chro- 
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22 


Figure  6 — The  sites  of  chromosome  breakage  in  the  trans- 
locations associated  with  Burkitt’s  lymphoma.  (Reprinted 
with  permission,  Ann  Intern  Med  102:506,  1985.) 


C-myC  crossover  point 


chromosome  8 


chromosome  14 


Figure  7 — C-myc  and  an  immunoglobulin  locus  brought  into 
the  same  genomic  context  by  chromosomal  translocation. 


mosome  8 and  chromosome  14.  The  remaining  20 
percent  involve  reciprocal  exchanges  again  of 
chromosome  8 and  either  chromosome  2 or  22.  Over 
the  past  4 years,  work  from  numerous  laboratories  has 
given  a picture  of  the  molecular  consequences  of  the 
translocation,  and  some  hints  as  to  the  general  mech- 
anisms of  translocation  itself.  Now  the  genes  are 
known  that  precisely  flank  this  chromosomal  breakage 
and  rejoining  event.  Figure  6 shows  a schematic  of  the 
translocations  associated  with  Burkitt’s  lymphoma 
The  break  on  chromosome  8 is  at  or  near  the  c-myc 
oncogene.  In  this  translocation  a reciprocal  exchange 
brings  this  gene  into  a new  context  as  part  of  a 
chromosomal  region  on  which  is  encoded  an  im- 
munoglobulin gene,  either  the  light  chain  gene  kappa 
or  lambda  or  in  the  majority  of  cases  the  heavy  genes 
mu,  delta  gamma  epsilon,  or  alpha  (Figure  7). 

These  translocations  involve  the  same  regions  in  all 
Burkitt’s  lymphoma  whether  from  patients  in  Africa 
or  the  United  States,  whether  Epstein-Barr  virus 
positive  or  negative.  In  every  case  of  Burkitt’s 
lymphoma  analyzed  so  far  (with  one  possible  excep- 


Figure  8 — An  example  of  c-myc  amplification  in  small  cell 
lung  cancer. 


CHROMOSOME  1 


CHROMOSOME  8 


Figure  9 — Correlation  on  N-myc  amplification  and  stage  in 
neuroblastoma. 


tion),  it  is  only  the  translocated  c-myc  that  is  tran- 
scribed, the  normal  c-myc  on  the  normal  chromosome 
8 is  silent.  This  transcription  may  lead  to  the  inap- 
propriate expression  of  the  c-myc  product  at  a crucial 
stage  of  B cell  development.  This  event,  probably  acting 
in  concert  with  other  oncogenic  occurrences,  results 
in  Burkitt’s  lymphoma  The  translocation  between 
chromosomes  9 and  22  associated  with  chronic 
myelogenous  leukemia  (CML)  provides  a similar  pic- 
ture. Here  the  c-abl  proto-oncogene  on  chromosome  9 
is  exchanged  with  a different  part  of  chromosome  22 
than  that  described  in  Burkitt’s  lymphoma  The  CML 
translocation  results  in  the  production  of  a new  hybrid 
c-abl  messenger  RNA,  the  consequences  of  which  are 
still  being  speculated. 

C-myc  expression  can  be  altered  in  yet  another  way 
by  gross  chromosomal  aberrations.  For  example,  in  a 
particular  subgroup  of  patients  with  small-cell  carci- 
noma of  the  lung,  the  actual  number  of  copies  of  the 
c-myc  gene  can  be  shown  to  be  increased  (or 
amplified).  The  level  of  c-myc  messenger  RNA  is  in- 
creased correspondingly.  This  amplified  c-myc  cluster 
has  moved  to  a different  chromosome  where,  morpho- 
logically, it  can  be  recognized  in  cytogenetic  terms  as 
a homogeneously  staining  region  (HSR)  (Figure  8). 
Normal  cells  carry  one  copy  of  the  c-myc  proto-on- 
cogene on  each  of  their  chromosomes. 

Some  of  these  tumors  from  patients  with  small  cell 
carcinoma  of  the  lung  carry  as  many  as  60  to  100 
copies  of  the  proto-oncogene  in  an  amplified  unit.  The 
factors  which  mediate  the  amplification  and  move- 
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Figure  10 — Induction  of  mammary  carcinomas  in  rodents  by 
nitrosomethylurea  (NMU). 


ment  of  this  gene  are  the  subjects  of  intense  research 
efforts,  but  the  existence  of  this  amplified  proto- 
oncogene no  longer  in  its  natural  place,  no  longer 
under  cell  cycle  regulated  control,  is  compelling  as  an 
etiologic  factor  in  this  highly  virulent  tumor.  A similar 
amplification  and  HSR  formation  have  been  observed 
in  neuroblastoma  Here,  a c-myc  related  gene,  N-myc, 
is  affected.  There  is  a correlation  between  the  stage  and 
prognosis  of  this  disease  and  the  presence  of  the 
amplified  N-myc  (Figure  9).  The  more  disseminated 
the  disease,  the  more  likely  is  the  tumor  to  carry  an 
amplified  N-myc.  The  special  case  of  stage  IV-S  neu- 
roblastoma most  often  seen  in  children  less  than  one 
year  of  age  with  a high  cure  rate  and  a high  incidence 
of  spontaneous  regression,  does  not  show  N-myc 
amplification. 

POINT  MUTATIONS 

The  final  mechanism  of  oncogenesis  to  be  discussed 
in  this  article  does  not  involve  a change  in  gene  context 
but  rather  a change  in  the  gene  itself.  Work  from  the 
laboratory  of  Dr.  Mariano  Barbaeid  provides  insight 
into  this  mechanism  (Figure  10).  Female  rats  given  but 
one  injection  of  the  carcinogen  nitroso-methylurea 
(NMU)  develop  mammary  carcinomas  within  one  year 
following  the  injection.  If  the  rats  are  oophorectomized 
prior  to  injection  of  NMU,  none  develops  the  cancer. 
Oophorectomy  shortly  following  injection  leads  to  a 
lower  incidence  of  mammary  tumors.  These  tumors 
were  analyzed  to  ascertain  their  transforming  prin- 
ciple. In  over  90  percent  of  the  cases,  a particular  proto- 
oneogene,  the  c-Harvey  ras  proto-oncogene  was  im- 
plicated. Understanding  the  mechanism  of  action  of 
the  carcinogen  NMU  provides  insight  into  the  trans- 
forming process.  NMU  methylates  guanosine  residues 
(Figure  11).  Depending  on  where  the  methylation  oc- 
curs, the  DNA  either  is  repaired  or  what  was  formerly 
a guanosine  (G)  becomes  an  adenosine  (A)  through 
faulty  base  pairing  after  the  next  round  of  DNA  replica- 
tion. In  30  independent  mammary  tumors  analyzed,  a 
specific  point  mutation  consistent  with  this  NMU 
mediated  G to  A transition  had  occurred  in  the  c- 
Harvey  ras  proto-oncogene.  The  mutation  resulted  in 
a change  of  the  primary  amino  acid  sequence  of  the 
ras  protein  at  position  12. 

This  was  very  reminiscent  of  a mutation  that  had 
first  been  demonstrated  in  a ras  proto-oncogene  be- 
lieved to  be  one  of  the  transforming  factors  of  bladder 


cells  in  certain  types  of  human  bladder  cancer  (Figure 
12).  A change  of  the  DNA  sequence  from  GGC  to  GTC 
had  resulted  in  a change  of  amino  acid  12  from  glycine 
to  valine.  This,  again,  is  the  same  amino  acid  residue 
that  had  undergone  a change  from  glycine  to  glutamic 
acid  in  the  rat  mammary  tumors  described.  In  both 
these  examples,  no  other  changes  had  occurred  in  the 
ras  protein  and  this  change  had  occurred  only  in  the 
ras  proto-oncogene  in  the  tumors,  not  in  the  normal 
cells.  This  change  alone  was  enough  in  the  assay  sys- 
tems utilized  to  confer  transforming  potential  on  this 
proto-oncogene.  It  is  humbling  to  reduce  the  pain  and 
suffering  of  cancer  to  a single  point  of  mutation. 

CONCLUSION 

The  kinds  of  events  described  here  can  begin  to  have 
an  impact  on  everyday  care  and  treatment  of  patients 
with  cancer.  There  are  a myriad  of  ways  to  incorporate  i 
this  information  into  thought  and  action  in  oncology. 
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Figure  11 — The  mechanism  of  NMU  mutagenesis,  G to  A 
transition. 


Figure  12 — Alteration  of  the  amino  acid  at  position  12  of  the  j 
ras  protein  in  a human  bladder  cancer. 


Prospective  studies  could  be  commenced  to  test  the 
value  of  molecular  biological  data  in  predicting  a pa- 
tient’s course  and  treatment.  For  example,  as  described 
above,  c-myc  is  amplified  in  a subgroup  of  patients  j 
with  small  cell  carcinoma  of  the  lung.  Another  sub- 
group of  patients  has  a normal  c-myc  gene  but  an 
amplified  N-myc.  Yet  another  subgroup  with  his- 
tologically the  same  disease  has  amplified  a third  re- 
lated but  distinct  gene  of  the  myc  family,  L-myc.  Are 
they  the  same  disease  or  different?  Will  the  prognosis 
and  response  to  therapy  differ  among  these  three  sub- 
groups? Completely  analogous  diagnostic  issues  could 
be  raised  and  would  prove  helpful  in  the  complex  and 
controversial  classification  of  lymphomas  in  adults,  or 
“small  round  cell”  tumors  in  children. 
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Commissioner’s  Special  Committee  on  Health  Issues 

(Representation  requested  by  Commissioner  of  Health— July 
1983) 

Ralph  J.  Fioretti,  M.D Rochelle  Park 

Douglas  M.  Costabile,  M.D.,  Alternate, 

Treasurer  Murray  Hill 


Dental  Health,  State  Task  Force  for  Better 

(Representation  requested  by  Department  of  Health — Janu- 
ary 30,  1985) 

Glenn  P.  Lambert,  M.D Flemington 

Diabetes  Coordinating  Council 

(Representation  requested  by  Department  of  Health — Novem- 
ber 10,  1980) 

Arthur  Krosnick,  M.D Princeton 

Drug  and  Alcohol  Problems,  Statewide  Committee  To  Assist 
Local  School  Districts  with 

(Representation  requested  by  Department  of  Education,  Re- 
gional Curriculum  Services  Unit-South — June  5,  1984 

Ed  Reading,  M.Div Lawrenceville 

Drug  Utilization  Review  Council,  New  Jersey 

(Representation  requested  by  Department  of  Health— Decem- 
ber 19,  1984) 

Hany  M.  Woske,  M.D Flemington 

Education  State  Department  of 

(Liaison  requested  by  the  Assistant  Commissioner  of  Educa- 
tion— September  21,  1958) 

Glenn  P.  Lambert,  M.D.,  Chairman,  Special 

Committee  on  Child  Health  Flemington 

Emergency  Medical  Personnel  and  Hospitals,  Division  on 
Women  Training  Program  for 

(Representation  requested  by  the  Department  of  Community 
Affairs,  Division  of  Women — August  2,  1984) 

Rudolf  E.  Schwaeble,  M.D Mendham 

Executive  Committee 

(Provided  in  the  Bylaws,  Chapter  III  (c)) 


Edward  A Schauer,  M.D.,  President 

Chairman  Farmingdale 

Harry  M.  Carnes,  M.D.,  President-Elect  Audubon 

Palma  E.  Formica  M.D.,  First  Vice-President  ...  Old  Bridge 
Paul  J.  Hirsch,  M.D.,  Second  Vice-President  ..  Bridgewater 

Ralph  J.  Fioretti,  M.D Rochelle  Park 

Bernard  Robins,  M.D.,  Secretary  Union 

Douglas  M.  Costabile,  M.D.,  Treasurer  Murray  Hill 

Graduate  Medical  Educational  Advisory  Council 

(Representation  requested  by  UMDNJ— 1979) 

Stephen  F.  Wang,  M.D Morristown 

Health  Care  Administration  Board 

(Representation  appointed  by  MSNJ — 1976) 

A Ronald  Rouse  Lawrenceville 


Health  Maintenance  Organization  Projects,  Advisory  Com- 
mittee To  Participate  in  the  Review  of 

(Recommended  to  Executive  Director,  Statewide  Health  Coor- 
dinating Council,  Department  of  Health — 1974) 

Henry  J.  Mineur,  M.D Westfield 

Health  Professions  Education  Advisory  Council 

(Representation  requested  by  Department  of  Higher  Educa- 
tion-1976) 

William  J.  D’Elia,  M.D Spring  Lake 

Health  Sciences  Group,  New  Jersey 

(Membership  requested  by  (he  Group — January  19,  1975) 

Edward  G.  Bourns,  M.D Jamesburg 

Paul  J.  Hirsch,  M.D.,  Second  Vice-President  ..  Bridgewater 
Bernard  A Rineberg,  M.D New  Brunswick 
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Highway  Safety  Policy  Advisory  Council,  New  Jersey 

(Nomination  for  appointment  by  Governor  requested  by  Di- 
rector, Department  of  Law  and  Public  Safety,  Division  of 
Motor  Vehicles — March  19,  1984) 

Martin  E.  Johnson  Lawrenceville 

Hospital  Association,  New  Jersey 

(Liaison  established  at  request  of  New  Jersey  Hospital  As- 
sociation— December  17,  1967) 

Paul  J.  Hirsch,  M.D.,  Second  Vice-President  ..  Bridgewater 

Hospital  Medical  Staff  Section,  Governing  Council 

(Hospital  Medical  Staff  Section  established  by  1984  House  of 
Delegates) 


Robert  J.  Weierman,  M.D.,  Chairman  South  Orange 

George  T.  Hare,  M.D.,  Secretary  Haddon  Heights 

William  W.  Fithian,  M.D.,  Delegate  Millville 

Harold  S.  Yood,  M.D.,  Alternate  Delegate  Plainfield 

Robert  M.  Briggs,  M.D.,  Member-at-Large  Livingston 

Carlo  Porearo,  M.D.,  Member-at-Large  Newark 

Diana  C.  Gore,  MSNJ  Staff  Liaison  Lawrenceville 


JEMPAC,  Conference  Committee  with 

(Established  at  request  of  JEMPAC — June  25,  1967) 


Irving  P.  Ratner,  M.D.,  Chairman,  Council 

on  Legislation  Willingboro 

Joseph  W.  Fleisher,  M.D.,  Chairman,  Council 

on  Medical  Services  Bayonne 

Paul  J.  Hirsch,  M.D.,  Second  Vice-President  ..  Bridgewater 


Legislation 

(1)  Federal  Keymen  (Mechanism  established  by  MSNJ— April 
4,  1954— to  serve  as  official  intermediaries  between  MSNJ 
and  the  Federal  Legislators):  14  Congressional  District  Key- 
men  and  2 Senatorial  Keymen. 

(2)  State  Keymen  (Mechanism  established  by  MSNJ— July  13, 
1952):  Keymen  in  40  Legislative  Districts/21  Component  So- 
cieties. 

Medical  Assistance  Advisory  Council 

(At  the  request  of  the  New  Jersey  Department  of  Human 


Services— 1980) 

James  Q.  Atkinson,  M.D Vincentown 

Medical  Assistants,  New  Jersey  Society  of 

(Liaison  requested  by  Association— September  15,  1963) 

Giovanni  Lima,  M.D Kearny 

Medical  Liaison  Committees 


(High-level  conference  groups  for  discussion  and  consider- 
ation of  items  of  mutual  interest) 


Edward  A.  Schauer,  M.D.,  President  Farmingdale 

Harry  M.  Carnes,  M.D.,  President-Elect  Audubon 

Palma  E.  Formica,  M.D.,  First  Vice-President  ...  Old  Bridge 
Paul  J.  Hirsch,  M.D.,  Second  Vice-President  ..  Bridgewater 

Ralph  J.  Fioretti,  M.D Rochelle  Park 

Bernard  Robins,  M.D.,  Secretary  Union 

Douglas  M.  Costabile,  M.D.,  Treasurer  Murray  Hill 

Vincent  A.  Maressa,  Executive  Director, 

MSNJ  Lawrenceville 

(1)  Medical-Dental 


(Liaison  requested  by  Dental  Society— June  10,  1951) 

(2)  Medical-Hospital 

(Liaison  established  by  MSNJ— October  25,  1953) 

(3)  Medical-Legal 

(Liaison  established  by  MSNJ— October  25,  1953) 

(4)  Medical — Nursing 

(Liaison  established  by  MSNJ— April  4,  1954) 

(5)  Medical -Osteopathic 

(Liaison  requested  by  Osteopathic  Association— September 
17,  1961) 

(6)  Medical-Pharmaceutical 

(Liaison  established  by  MSNJ— July  26,  1953) 

Mental  Retardation,  Governor’s  Council  on  the 
Prevention  of 

(Appointed  by  the  Governor— June  22,  1984) 

Stanley  S.  Bergen,  Jr.,  M.D Newark 


Osteopathic  Physicians  and  Surgeons,  New  Jersey  Associa- 
tion of 

(Invitation  to  attend  Board  meetings  extended  to  MSNJ  Presi- 
dent—July  24,  1986) 


Edward  A Schauer,  M.D.,  President  Farmingdale 

Peer  Review  Organization  of  New  Jersey,  Inc.,  Criteria 
Committee 

(Invitation  to  appoint  a representative  accepted  by  Board  of 
Trustees — February  16,  1986) 


’Appointment  pending 

Pharmaceutical  Assistance  to  the  Aged  and  Disabled  Ad- 


visory Council 

(Appointed  by  Commissioner  of  the  Department  of  Human 
Services — physician  representation  requested  by  Division  of 
Medical  Assistance  and  Health  Services— December  19,  1980) 


Frank  J.  Malta,  M.D Toms  River 

Pharmacopeial  Convention,  The  United  States 

(MSNJ  invited  to  appoint  a delegate  to  serve — August  1980) 


Frank  J.  Malta,  M.D Toms  River 

Poison  Information  and  Education  System,  Advisory  Board 
to  New  Jersey 

(Representation  requested  by  Department  of  Health — Janu- 
ary 21,  1983) 

Rudolf  E.  Schwaeble,  M.D Mendham 

Prescription  Abuse  Avoidance  Committee 

(Representation  requested  by  State  Board  of  Medical  Exam- 
iners—April  4,  1983) 


David  I.  Canavan,  M.D Lawrenceville 

Daniel  P.  Greenfield,  M.D Short  Hills 


Public  Health  Council,  New  Jersey 

(Nomination  for  appointment  by  Governor  to  serve  a seven- 
year  term  requested  by  Department  of  Health — June  1,  1984) 

Heniy  A Katz,  M.D.*  Parsippany 

’Appointment  pending 

Radiation  Protection,  Advisory  Committee  on  Nuclear 
Medicine  to  New  Jersey  Commission  on 

(Consultants  in  nuclear  medicine  appointed  by  Commis- 
sion—November  20,  1966) 

Henry  J.  Powsner,  M.D Princeton 

Radiation  Protection,  Consultant  Serving  New  Jersey  Com- 
mission on 

(Nomination  for  appointment  to  Commission  requested 
March  17,  1963) 

Frank  Gingerelli,  M.D Hackensack 

Radiologic  Technology  Board  of  Examiners 

(Agency  of  the  Commission  on  Radiation  Protection,  Depart- 
ment of  Environmental  Protection— appointed  by  Governor 
1983) 

’Appointment  pending 

Resolutions,  Committee  on  Annual  Meeting 

(Established  by  Board  of  Trustees  July  18,  1971,  to  review  all 
resolutions  in  advance  of  the  Annual  Meeting) 


Alexander  D.  Kovacs,  M.D.,  Chairman  Sun  City,  A Z 

Frank  Y.  Watson,  M.D Glen  Ridge  , 

Ralph  J.  Fioretti,  M.D Rochelle  Park 

Safety  Council,  New  Jersey  State 

(Provided  in  Council  Bylaws— 1962) 

Edward  A Schauer,  M.D.,  President  Farmingdale 

Robert  V.  McCormick,  M.D.,  President’s  Representative- 
Chairman,  Committee  on  Occupational  Health, 
Worker’s  Compensation,  and 

Rehabilitation  Morristown  ] 


State  Board  of  Medical  Examiners 

(Trustees  designated  to  attend  monthly  meetings  on  a rotat- 
ing basis — per  Board  of  Trustees,  December  15,  1974,  and  per 
Board  of  Trustees,  August  8,  1979) 
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Harry  M.  Carnes,  M.D.,  President-Elect  Audubon 

Martin  E.  Johnson  Lawrenceville 


Statewide  Health  Coordinating  Council  (SHCC)  and/or  its 
Review  Committee 

(Liaison  established  January  15,  1978— appointed  by  Presi- 
dent of  MSNJ) 

Palma  E.  Formica  M.D.,  First  Vice-President*  . Old  Bridge 
A.  Ronald  Rouse  Lawrenceville 

‘Appointed  1985.  Doctor  Formica  will  serve  in  this  capacity 
until  she  becomes  President,  at  which  time  the  Second  Vice- 
President  will  serve  as  her  replacement. 

Student  Association,  Medical  Society  of  New  Jersey 


(Formed  July  17,  1977) 

Palma  E.  Formica  M.D.,  First  Vice-President  ...  Old  Bridge 

Scott  Lauer,  Student  Newark 

Jonathan  Pincus,  Student  Piseataway 


Susan  E.  Kirk,  Student  Camden 

Uninsured,  Steering  Committee  on  Health  Issues  of  the 

(MSNJ  participation  requested  by  Department  of  Health- 
March  7,  1986) 

Vincent  A.  Maressa  Executive  Director, 

MSNJ  Lawrenceville 

UMDNJ,  Foundation  of  the 

(MSNJ  representative  appointed  yearly  by  the  Board  of 
Trustees  to  serve  as  a trustee,  pursuant  to  the  Bylaws  of  the 
Foundation — 1979) 

Arthur  Bernstein,  M.D South  Orange 

Widows  and  Orphans  of  Medical  Men  of  New  Jersey,  The 
Society  for  the  Relief  of 

(Liaison  requested  by  Society — May  17,  1959) 

Joseph  R Jehl,  M.D Clifton 
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Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules  t.i.d. 


offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage:  Ceclor " (cefaclor,  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae).  Haemoph  - 
ilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  ot  the  causative  organism 
to  Ceclor. 

Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics. 

Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS, 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins);  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics.  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  lor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out. 

Precautions  General  Precautions  -If  an  allergic  reaction  to 
Ceclor ’ (cefaclor,  Lilly)  occurs,  the  drug  should  be  discontinued, 
and,  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g , pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs’  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs’  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling’s  solutions  and  also  with  Clinitest " 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip, 
USP,  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor"  (cefaclor,  Lilly).  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed. 

Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18,  0.20,  0.21 , and  0.16  mcg/ml  at  two, 
three,  lour,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour.  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is-administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vagini 
(less  than  1 in  100  patients). 

Causal  Relationship  Uncertain  - Transitory  abnormalities 
clinical  laboratory  test  results  have  been  reported  Although 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician. 

Hepatic  - Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40). 

Hematopoietic  - Transient  fluctuations  in  leukocyte  cour, 
predominantly  lymphocytosis  occurring  in  infants  and  young! 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

[06174 


Note  Ceclor  " (cefaclor,  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  givr 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  ani’ 
prevention  ot  streptococcal  infections,  including  the  prophy 
of  rheumatic  fever  See  prescribing  information 
©1984,  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  reguest  from 
Eli  Lilly  and  Company 
Indianapolis.  Indiana  46285 
Eli  Lilly  Industries.  Inc 
Carolina.  Puerto  Rico  00630 
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UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 
President 

Researchers  at  the  University  of 
Medicine  and  Dentistry  of  New  Jer- 
sey recently  published  or  contrib- 
uted to  two  articles  that  add  signifi- 
cantly to  the  body  of  knowledge  on 
acquired  immunodeficiency  syn- 
drome. Leon  G.  Epstein,  M.D.,  and 
James  M.  Oleske,  M.D.,  both  of  the 
UMDNJ-New  Jersey  Medical  School, 
were  among  the  authors  of  a Lancet 
article  describing  an  experimental 
test  that  may  help  determine  which 
of  the  more  than  1 million  Ameri- 
cans exposed  to  the  AIDS  virus  will 
develop  the  disease  itself. 

Unlike  current  AIDS  tests,  which 
search  for  the  presence  of  HTLV-III 
antibodies,  the  test  studied  by  Drs. 
Epstein  and  Oleske  searches  for  the 
presence  of  HTLV-III  antigen,  which 
apparently  can  be  detected  in  the 
blood  before  the  development  of 
antibodies.  This  would  help  blood 
banks  eliminate  the  potential  trans- 
fusion of  blood  from  recently  in- 
fected AIDS  victims,  whose  infec- 
tions might  be  missed  by  the  anti- 


body test  if  antibodies  have  not  yet 
developed. 

Another  potential  benefit  of  this 
research  lies  in  the  belief  of  the  re- 
searchers that  although  presence  of 
the  HTLV-III  antibody  does  not  nec- 
essarily indicate  active  disease,  pres- 
ence of  the  antigen  does.  The  anti- 
bodies stay  in  the  blood  for  life;  the 
antigen  would  disappear  if  the  dis- 
ease disappears.  So,  if  and  when  a 
treatment  or  cure  is  found  for  AIDS, 
this  research  may  provide  a tool  for 
measuring  the  effectiveness  of  the 
treatment. 

Drs.  Epstein  and  Oleske  collabo- 
rated with  a group  of  researchers 
from  the  University  of  Amsterdam 
and  from  Abbott  Laboratories  of 
North  Chicago,  which  developed  the 
test. 

In  another  article,  published  in 
the  Journal  of  the  American  Medi- 
cal Association,  Lee  Reichman,  M.D., 
and  five  colleagues  at  UMDNJ-New 
Jersey  Medical  School  described  un- 
usual forms  of  tuberculosis  found  in 
AIDS  patients,  leading  to  the  con- 
clusion that  certain  forms  of  TB 
should  serve  as  a marker  for  AIDS. 
“In  14  patients  (of  the  29  AIDS  pa- 
tients studied  who  tested  positive 
for  TB),  the  diagnosis  of  tubercu- 
losis preceded  the  diagnosis  of  AIDS 
by  four  months  to  five  years,”  the 
researchers  reported  in  JAMA. 

The  same  week  the  article  was 
published,  the  Centers  for  Disease 
Control  released  figures  indicating 
that  the  incidence  of  TB  has  in- 
creased in  the  United  States  for  the 
first  time  in  32  years,  fueled  by  a 
large  number  of  TB  cases  among 
AIDS  patients. 

We  are  proud  any  time  our  faculty 
members  produce  work  on  the  cut- 
ting edge  of  medical  research.  But 
this  work  in  the  field  of  AIDS  es- 
pecially is  exciting  because  it  relates 
so  directly  to  one  of  our  basic 
missions:  service  to  the  state  of  New 
Jersey. 

New  Jersey  has  one  of  the  highest 
number  of  AIDS  patients  in  the 
country,  behind  California  and  New 
York  and  essentially  tied  with  Flori- 
da When  Dr.  Molly  Joel  Coye  took 
over  as  commissioner  of  the  state 
Department  of  Health,  she  identified 
the  AIDS  problem  as  one  of  her  top 
priorities,  and  pledged  the  support 
of  her  department  for  increased  re- 
search, education,  and  clinical  ser- 
vices for  AIDS  patients.  We  also  sup- 
port that  effort  at  UMDNJ. 


AIDS  Information  Hotline 

The  Medical  Society  of  New  Jersey 
in  cooperation  with  the  Academy  of 
Medicine  of  New  Jersey’s  AIDS  Rov- 
ing Symposium  has  prepared  a list- 
ing of  physicians  who  are  experi- 
enced in  the  diagnosis  and  treat- 
ment of  the  AIDS  patient. 

These  physicians  have  volun- 
teered to  be  a resource  to  physicians 
who  have  questions  regarding  AIDS, 
particularly  as  it  relates  to  the 
rendering  of  care  to  the  AIDS  pa- 
tient. 

Spartaco  Bellamo,  M.D. 

330  Clinton  St. 

Hoboken,  NJ  07030 
(201)  656-7824 

Roger  Cooper,  M.D. 

St.  Michael's  Medical  Center 
268  Dr.  Martin  Luther  King,  Jr.  Blvd. 
Newark,  NJ  07 102 
(201)  877-5000 

Richard  Dixon,  M.D. 

Helene  Fuld  Medical  Center 
750  Brunswick  Ave. 

P.O.  Box  2428 
Trenton,  NJ  08638 
(609)  394-6031 

William  Farrer,  M.D. 

St.  Elizabeth's  Hospital 
225  Williamson  St. 

Elizabeth,  NJ  07207 
(201)  527-5010 

Isabel  Guerro,  M.D. 

20  Apple  Way 
Marlton,  NJ  08053 
(609)  723-4221  ex.  228 

Howard  Holtz,  M.D. 

UMDNJ-NJ  Medical  School 
1 00  Bergen  St. 

Newark,  NJ  07 1 03 
(201)  456-4952 

Edward  Johnson,  M.D. 

St.  Michael’s  Medical  Center 
268  Dr.  Martin  Luther  King,  Jr.  Blvd. 
Newark,  NJ  07 102 
(201)  877-5000 

Rajendra  Kapila,  M.D. 

185  Central  Ave. 

East  Orange,  NJ  07018 
(201)  456-4802 

Donald  Louria,  M.D. 

UMDNJ-NJ  Medical  School 
100  Bergen  St. 

Newark,  NJ  07 1 03 
(201)  456-4422 

Stephen  Manocchio,  M.D. 

St.  Mary’s  Hospital 
308  Willow  Ave. 

Hoboken,  NJ  07030 
(201)  656-7824 

Dominic  Mauriello,  M.D. 

75  Bentley  Ave. 

Jersey  City,  NJ  07306 
(201  )332-6387 

Mary  Ann  Miehelis,  M.D. 

Hackensack  Medical  Center 
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30  Prospect  Ave. 

Hackensack,  NJ  07601 
(201)  441-2065 

John  Middleton,  M.D. 

Old  Bridge  Regional  Hospital 
Division  of  Raritan  Bay  Medical  Center 
1 Hospital  Plaza 
Old  Bridge,  NJ  08857 
(201)  442-3700 

Anthony  Minnefor,  M.D. 

St  Joseph’s  Hospital  and  Medical  Center 
703  Main  St. 

Paterson,  NJ  07503 
(201)  977-2181 

Jeremias  Murillo.  M.D. 

Newark  Beth  Israel  Medical  Center 
201  Lyons  Ave. 

Newark,  NJ  07 1 1 2 
(201)  926-7328 

James  Oleske,  M.D. 

UMDNJ-NJ  Medical  School 
100  Bergen  St. 

Newark,  NJ  07 1 03 
(201)  456-5066 

Robert  Palinkas,  M.D. 

UMDNJ-NJ  Medical  School 
100  Bergen  St. 

Newark,  NJ  07 1 03 
(201)  456-4300 

George  Perez,  M.D. 

St.  Michael’s  Medical  Center 
268  Dr.  Martin  Luther  King,  Jr.  Blvd. 
Newark,  NJ  07 102 
(201)  877-5000 

Richard  Porwancher,  M.D. 

St.  Francis  Medical  Center 
601  Hamilton  Ave. 

Trenton,  NJ  08629 
(609)  599-5000 

M.  Christine  Reyelt,  M.D. 

St  Joseph’s  Hospital  and  Medical  Center 


703  Main  St. 

Paterson,  NJ  07503 
(201)  977-2000 

John  Salaki,  M.D. 

60  Franklin  St. 

Morristown,  NJ  07960 
(201)  540-8484 

Pemendu  Sen,  M.D. 

Jersey  Shore  Medical  Center 
1 945  Corlies  Ave. 

Neptune,  NJ  07753 
(201)  775-5500 

John  Sensakovic,  M.D. 

St.  Michael’s  Medical  Center 
268  Dr.  Martin  Luther  King,  Jr.  Blvd. 
Newark,  NJ  07 102 
(201)  877-5487 

Leon  Smith,  M.D. 

St.  Michael’s  Medical  Center 
268  Dr.  Martin  Luther  King,  Jr.  Blvd. 
Newark,  NJ  07 102 
(201)  877-5000 

Flor  Tecson-Tumang,  M.D. 

Veterans  Administration  Medical  Center 
South  Center  and  Tremont  Ave. 

East  Orange,  NJ  07019 
(201)  676-1000  ex.  532 

Jules  Titelbaum,  M.D. 

Newark  Beth  Israel  Medical  Center 
201  Lyons  Ave. 

Newark,  NJ  07 1 1 2 
(201)  926-7328 

New  Jersey  Department  of  Health  AIDS 

HOTLINE 

1-800-624-2377 

Mon.-Fri.  8:45  a.m.-4:30  p.m. 

(609)  588-3520 
(201)  266-1910 

New  Jersey  AIDS  HELPLINE 
Mon.-Fri.  7:00 P.M.-l  1:00p.m. 

(201)  596-0767 


Physicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  oppor- 
tunities for  practice  in  New  Jersey. 
The  information  listed  below  has  been 
supplied  by  the  physician.  If  you  are 
interested  in  any  further  information 
concerning  these  physicians,  we  sug- 
gest you  make  inquiries  directly  to 
them. 

ALLERGY — Jerome  Michael  Shier,  M.D., 
11546  February  Cir.,  Apt.  201,  Silver 
Springs,  MD  20904.  UMDNJ  1982. 
Board  eligible.  Also,  clinical  immu- 
nology. Solo  or  partnership.  Available 
July  1987. 

Vijay  Vijh,  M.D.,  Society  Hill  of  Pis- 
cataway,  337  Lancaster  Ct.,  Piscat- 
away,  NJ  08554.  Govt.  Med.  Coll. 
(India)  1975.  Board  eligible.  Also,  pedi- 
atric anesthesiology.  Group,  partner- 
ship, solo.  Available. 

CARDIOLOGY — Navtej  Singh  Rangi, 
M.D.,  203  Country  Club  Cir.,  Leesville, 
LA  71446.  Govt.  Med.  Coll.,  Patiola 
(India)  1974.  Also,  internal  medicine. 
Board  certified  (IM).  Any  type  practice. 
Available. 

FAMILY  MEDICINE— Richard  Anthony 
E.  Soboil,  M.D.,  52  Main  Rd.,  Wynberg, 
South  Africa  University  of  Cape  Town 
(South  Africa)  1966.  Group,  partner- 
ship, solo.  Available  December  1986. 
Malini  Sridharan,  M.D.,  P.O.  Box  538, 
Faulkton,  SD  57438.  Mysore  Med.  Coll. 
(India)  1971.  Group,  partnership,  solo. 
Available. 

HEMATOLOGY — John  Joseph  Nanfro, 
M.D.,  9118  Kirkdale  Rd.,  Bethesda  MD 
20817.  Albany  1977.  Also,  oncology. 
Board  certified.  Group,  partnership, 
solo.  Available  July  1987. 

IMMUNOLOGY — Jerome  Michael  Shier, 
M.D.,  11546  February  Cir.,  Apt.  201, 
Silver  Springs.  MD  20904.  UMDNJ 
1982.  Board  eligible.  Also,  allergy.  Solo 
or  partnership.  Available  July  1987. 

INTERNAL  MEDICINE— Robert  Bes- 
wick,  M.D.,  2316  W.  Cortez,  Chicago,  IL 
60622.  Illinois  1981.  Board  certified. 
Group  or  partnership.  Available  July 
1987. 

Louis  J.  Citarelli.  M.D.,  8 Overlook  Ave., 
West  Orange,  NJ  07052.  Guadalajara 
(Mexico)  1982.  Board  eligible.  Partner- 
ship or  solo.  Available. 

Robert  Kerper,  M.D.,  363  Quinby  Rd., 
Rochester,  NY  14623.  Temple  1984. 
Board  eligible.  Group  or  partnership. 
Available  July  1987. 

Robert  Lesser,  M.D.,  7560  Woodcrest 
Ave.,  Philadelphia  PA  19151.  Chicago 
1982.  Also,  rheumatology.  Board 
certified.  Board  eligible  (RHEU). 
Group,  partnership,  hospital  based. 
Available  July  1987. 

Joseph  Minieri,  M.D.,  2200  Osborne 
2nd  River  Rd.,  Point  Pleasant,  NJ 


ARE  YOU  MOVING? 

If  so,  please  send  a change  of  address  to  NEW  JERSEY 
MEDICINE,  Medical  Society  of  New  Jersey,  Two  Princess 
Road,  Lawrenceville,  NJ  08648,  at  least  six  weeks  before 
you  move. 


Name 

Address 

City State Zip 

County 
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08742.  Buenos  Aires  1958.  Board 
eligible.  Solo.  Available. 

Navtej  Singh  Rangi,  M.D.,  203  Country 
Club  Cir.,  Leesville,  LA  71446.  Govt. 
Med.  Coll.,  Patiola  (India)  1974.  Also, 
cardiology.  Board  certified  (IM).  Any 
type  practice. 

Mark  Reyn,  M.D.,  99-40  63rd  Rd„  Apt. 
#AA,  Rego  Park,  NY  11374.  Moscow 
Medical  Institute  1974.  Hospital 
based,  nursing  home.  solo.  Available. 
Michael  F.  Scharle,  M.D.,  1754  E.  2nd 
St.,  Long  Beach,  CA  90802.  Guadala- 
jara 1979.  Also,  pediatrics.  Board 
eligible.  Solo  or  partnership.  Available. 
Aijinderpal  Singh  Sekhon,  M.D.,  4207 
Fox  Cr.,  Mount  Vernon,  IL  62864. 
Glancy  Med.  Coll.  (India)  1972.  Also, 
pulmonary.  Board  certified.  Group, 
partnership,  solo.  Available  January 
1987. 

OBSTETRICS/ GYNECOLOGY— Bernard 
Greisman,  M.D.,  14  Twin  Circle  Ct„ 
Willowdale,  Ontario  M2R  3L4.  Ottawa 
(1967).  Board  eligible.  Group  or  part- 
nership. Available. 

Michael  H.  Minoff,  M.D.,  2200  Ben 
Franklin  Pkwy.,  East  212,  Philadel- 
phia PA  19130.  LSU-New  Orleans 
1982.  Available  July  1987. 

Michael  Molina  M.D.,  4 Howard  Ct„ 
Staten  Island,  NY  10310.  Universidad 
Autonoma  de  Guadalajara  (Mexico) 
1981.  Board  eligible.  Partnership. 
Available  July  1987. 

ONCOLOGY — John  Joseph  Nanfro,  M.D., 
9118  Kirkdale  Rd.,  Bethesda  MD 
20817.  Albany  1977.  Also,  hematology. 
Board  certified.  Group,  partnership, 
solo.  Available  July  1987. 

OPHTHALMOLOGY  — Andrew  E 
Gewirtz,  M.D.,  64  Pond  Rd.,  Apt.  G3, 
Woodbury,  NY  11797.  Chicago  1976. 
Board  eligible.  Board  certified  (PED). 
Group  or  partnership.  Available. 


A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


PEDIATRICS— Michael  F.  Scharle,  M.D., 
1754  E.  2nd  St.,  Long  Beach,  CA 
90802.  Guadalajara  1979.  Also,  pedi- 
atrics. Board  eligible.  Solo,  partner- 
ship. Available. 

PULMONARY — Anjinderpal  Singh 
Sekhon,  M.D.,  4207  Fox  Ck.,  Mount 
Vernon,  IL  62864.  Glaney  Med.  Coll. 
(India)  1972.  Also,  internal  medicine. 
Board  certified.  Group,  partnership, 
solo.  Available. 

RHEUMATOLOGY — Robert  Lesser,  M.D., 
7560  Wooderest  Ave.,  Philadelphia,  PA 
19151.  Chicago  1982.  Also,  internal 
medicine.  Board  eligible.  Board  certi- 
fied (IM).  Group,  partnership,  hospital 
based.  Available  July  1987. 

SURGERY — John  W.  Frankfort,  M.D., 
215  E.  Chicago  Ave.,  Apt.  2312,  Chi- 
cago. IL  60611.  UMDNJ  1980.  Group. 
Available  August  1987. 

George  Broadie  Newton,  M.D..  1 7 

Bayview  Ave.,  East  Setauket,  NY 
11733.  Baylor  1981.  Also,  vascular. 
Board  eligible.  Solo,  group,  partner- 
ship. Available  November  1986. 


Gradual  Release 

LIPO-NICIN®/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 


LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 

LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 

Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 


( BROlWJfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  p^j  j 

2500  West  Sixth  Street,  Los  Angeles,  California  90057  PDB 
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THE  PHILADELPHIA  HEART  INSTITUTE 

of  Presbyterian-University  of  Pennsylvania  Medical  Center 

CARDIOLOGY  UPDATE  . . . 

is  designed  for  the  Physician  and  provides  an  intensive  survey  of  the 
current  status  of  Clinical  Cardiology  . . . 

WEDNESDAY , NOVEMBER  5 , 1986 

DIAGNOSIS  AND  MANAGEMENT  OF 
ANGINA  PECTORIS— PART  II 


20  Minute  Lectures — Questions  and  Answers  (10  minutes) 
MODERATOR:  BERNARD  L.  SEGAL,  M.D. 


3 :00  p.m. 


Indications  for  Cardiac  Catheterization:  Arteriographic  and  Ventriculographic  Observations 

Lloyd  Klein,  M.D. 


Case  Presentations 


Mitchell  Rosenberg,  M.D. 


Coronary  Angioplasty:  Current  Status 
Coronary  Bypass  Surgery:  Current  Status 
Questions  and  Answers 


Jai  Agarwal,  M.D. 
Michael  Feldman,  M.D. 

The  Audience 


No  Registration  Fee 

No  Advance  Registration  Required 

CME  Credits* 


* * Wine  and  Cheese  Served  Following  Each  Session  * * 

Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania 
Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

Parking  Available  (at  discount  rate.) 


*Fhe  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor 
continuing  education  for  physicians.  The  University  of  Pennsylvania  School  of  Medicine  designates  this  continuing  medical  activity  for  22.5 
credit  hours  of  Category  1 of  the  Physicians  Recognition  Award  of  the  AMA  (2.5  credit  hours  each  lecture). 
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CME  Calendar 


The following  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  for 
further  information. 


This  list  is  compiled  through  the  coop- 
eration of  the  Committee  on  Medical 
Education  of  the  Medical  Society  of  New 
Jersey,  The  Academy  of  Medicine  of 
New  Jersey,  the  New  Jersey  Chapter  of 
the  American  Academy  of  Family  Physi- 
cians, and  the  Office  of  Continuing 
Medical  Education  of  the  UMDNJ.  For 
information  on  accreditation,  please 
contact  the  sponsoring  organization(s), 
indicated  by  italics— last  line  of  each 
item. 


ANESTHESIOLOGY 

November 

5  Anesthesiology  Case  Presentation 

7: 1 5 AM. — Robert  Wood  Johnson 
Medical  School,  Rm.  593, 

New  Brunswick 
(UMDNJ) 

10  Pain  Therapy 

7 P M. — Wallkill  Valley  General 
Hospital,  Sussex 

(Wallktll  Valley  General  Hospital 
and  AMNJ) 

1 8 Resuscitation  and  Anesthetic 
Management  of  the  Child  with  a 
Major  Burn 

6-9  P.M. — Ramada  Inn,  Clark 
(NJ  Society  oj Anesthesiologists 
and  AMNJ) 

CARDIOLOGY 

November 

1 1 Newer  Cardiac  Drugs 

8:30  AM.  —Palisades  General 
Hospital,  North  Bergen 
(Palisades  General  Hospital  and 
AMNJ) 

22  Innovations  in  Cardiovascular 

23  Perfusion 

8 AM.-4  P.M. — Resorts 
International,  Atlantic  City 
(UMDNJ) 
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December 

16  Streptokinase  and  Transluminal 
Coronary  Angioplasty 

1 2  noon — St.  Mary’s  Hospital, 
Orange 

(St  Mary’s  Hospital  and  AMNJ) 

MEDICINE 

November 

2 In  Vitro  Allergy  Seminar 

3 8:30  AM.-5  P.M. — Tropiciana  Hotel 

4 and  Casino,  Atlantic  City 

5 (Holy  Name  Hospital  and  AMNJ) 

3 Rheumatology  Staff  Conferences 

5:30  P.M. — Academic  Health  Center, 
Rm.  393,  Robert  Wood  Johnson 
Medical  School,  New  Brunswick 
(UMDNJ) 

5 Selected  Vascular  Aspects  of 
Diabetes  Mellitus 

8 AM.-4  P.M. —Sheraton  Regal  Inn, 
Piscataway 

(NJ  Affiliate,  American  Diabetes 
Association,  and  AMNJ) 

5 Drug  Addiction 

9 AM. — Warren  Hospital, 
Phillipsburg 

(AMNJ) 

5 Fitness  and  the  Woman  Physician 

10  AM.-3  P.M.— Saint  Barnabas 
Medical  Center,  Livingston 

(NJ  Medical  Women's  Association 
and  AMNJ) 

5 Medical  Lecture  Series 

12  10:30  AM.- 12  noon— Christ 

19  Hospital,  Jersey  City 
26  (Christ  Hospital  and  AMNJ) 

5 Medical  Grand  Rounds 

1 1 :30  AM.- 1 :00  P.M. — VA  Medical 
Center,  East  Orange 
(Endocrine  Section,  AMNJ) 

5 The  Chronic  Leukemias 
12  Gene  Therapy  in  Human 
Hemoglobinopathies 
19  Magnesium  Metabolism  in  Health 
and  Diseases 

26  Virilization  and  Hirsutism 

12  noon-1  P.M.— Robert  Wood 
Johnson  Medical  School,  Med. 
Educ.  Bldg.,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

5 Dinner  Meeting 

6  P.M  — Holiday  Inn,  Newark 
Airport 

(Endocrine  Section,  AMNJ) 

5 Endocrine  Conferences 

12  3:30-5  P.M  — Rotates  between 

19  Newark  Beth  Israel  Medical  Center, 
26  United  Hospital,  University 

Hospital,  Newark,  and  VA  Medical 
Center,  East  Orange 
(Endocrine  Section,  AMNJ) 

7  Psychiatric  Aspects  of  Drug  Abuse 
1 4 Physiology  of  Aging  Affecting 
Drug  Response 

21  Psychotropic  Medication  in  the 
Elderly 

12  noon-l:15  P.M  — Bridgeton 
Hospital 

(Bridgeton  Hospital  and  AMNJ) 

7 Management  of  Urinary  Tract 

Infections 

14  Antibiotic  Therapy  in  the 
Neutropenic  Patient 
2 1 Medical  Mortality  Conference 


8:30  AM.— United  Hospitals 
Medical  Center,  Newark 
(United  Hospitals  Medical  Center 
and  AMNJ) 

7 Multidisciplinary  Cancer 
14  Conferences 

21  11  AM  - 12  noon — Wallkill  Valley 

28  General  Hospital  Annex,  Sussex 
(Wallkill  Valley  General  Hospital 
and  AMNJ) 

7 Department  of  Medicine  Grand 
21  Rounds 

9- 10  AM. — St.  Francis  Medical 
Center,  Trenton 

(St  Francis  Medical  Center  and 
AMNJ) 

1 1  Common  Dermatologic  Problems 

12  noon— Hospital  Center  at 
Orange 

(Hospital  Center  at  Orange  and 
AMNJ) 

1 1 Dermatology  Meeting 

8- 10  P.M. — Schering  Corporation, 
Kenilworth 

(NJ  Dermatological  Society  and 
AMNJ) 

1 1 Whatever  Happened  to  Rheumatic 
Fever? 

9:30- 1 0:30  AM. — Elizabeth  General 
Medical  Center 
(Elizabeth  General  Medical 
Center  and  AMNJ) 

12  Third  Annual  Clinical  Update  in 
Pulmonary  Medicine 

8 AM.-4  P.M. — Deborah  Heart  and 
Lung  Center,  Browns  Mills 
(Deborah  Heart  and  Lung  Center 
and  AMNJ) 

1 2 Current  Topics  in  Rheumatology  I 
1 9 Rheumatology  n 
26  Rheumatology  HI 

8:30-10  AM  — Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital  and 
AMNJ) 

1 2 Proper  Use  of  Antibiotics 

1 :30  P.M.— Essex  County  Hospital 
Center,  Cedar  Grove 
(Essex  County  Hospital  Center 
and  AMNJ) 

13  The  Aging  Adult 

9 AM.-3  P.M. — Jewish  Hospital  and 
Rehabilitation  Center,  Jersey  City 
(Jewish  Hospital  and 
Rehabilitation  Center  and  AMNJ) 

13  Hyperalimentation 

1 1 AM  — St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 

(St  Joseph's  Hospital  and  Medical 
Center  and  AMNJ) 

1 8 Food  Allergy:  Fad  or  Fact 

12  noon— St.  Mary’s  Hospital, 
Orange 

(St  Mary's  Hospital  and  AMNJ) 

18  Pathogenesis  of  Renal 
Osteodystrophy 

6:30-7:30  P.M  — Ramada  Inn,  Clark 
(NJ  Nephrology  Society  and 
AMNJ) 

19  Fall  Refresher  Course 

8:30  AM.-5  P.M.— Hyatt, 

New  Brunswick 

(NJ  Academy  of  Family 

Physicians  and  AMNJ) 

1 9 Non-Insulin  Dependent  Diabetes 

7 P.M.— The  Still  Restaurant, 
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Rx  FOR  SURVIVAL 


SYMPOSIUM  and  EXPOSITION 
for  PHYSICIANS  and  STAFF 


VALLEY  FORGE  CONVENTION  CENTER 

KING  OF  PRUSSIA,  PA  (NEXT  TO  SHERATON) 


FRIDAY— DECEMBER  5th— 9am  to  6pm 
SATURDAY— DECEMBER  6th— 9am  to  4pm 


SYMPOSIUM  CME  Credits 


FRIDAY 

10-1 1 :30  am  “Point  & Counterpoint":  Individ- 
ual fee  for  service  practice  of  medicine 
vs  alternative  methods  of  practice  of 
medicine 

12:30-1:45  pm  Luncheon— presentation  by 
HMO's 

2:15-3:30  pm  "A  colloquy  of  healthcare: 
Purchaser  and  Provider" 


SATURDAY 

10-1 1:30  am  "Point  & Counterpoint":  Individ- 
ual fee  for  service  practice  of  medicine 
vs  alternative  methods  ot  practice  of 
medicine 

12  noon-1: 15  pm  Luncheon:  featuring  key- 
note speaker 

2-3  pm  "Joint  Ventures"  Panel  speakers 

• Lawyers 

• Scholar 

• Insurance  Representative 

• HMO  Representative 


EXPOSITION 

OVER  150  EXHIBITS— MEDICAL  EQUIP./SUPPLIES.  HOSPI- 
TAL SERVICES.  PHARMACEUTICALS.  HMO’S.  COM- 
PUTERS/SOFTWARE . . . 


FREE  PARKING 

FOR  INFORMATION.  CONTACT: 

ROBERT  DONNELL  PRODUCTIONS  or  PHILA.  COUNTY 

1-800-243-9774  (Toll  Free)  MEDICAL  SOCIETY 

1-800-233-3654  (In  CT)  215-563-534 


NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 

Problems  of  Human  Infertility 

The  Foundation  provides  a complete 
diagnostic  and  consultation  service  for  in- 
fertile couples.  Investigations  are  con- 
ducted by  well-known  specialists  in  con- 
junction with  consultants  in  the  various 
fields  of  medicine  related  to  infertility. 

The  Foundation  is  supported  by  an  in- 
house  modern  laboratory  equipped  to  do 
most  tests  required  for  diagnosis  and 
treatment.  Literature  on  request. 

1430  Second  Avenue,  Suite  103 
New  York,  N.Y.  10021 
Phone:  (212)  744-5500 


THE  LIKOFF  CARDIOVASCULAR  INSTITUTE 


and 


THE  DIVISION  OF  CARDIOLOGY 
HAHNEMANN  UNIVERSITY 

PRESENT 


CARDIOLOGY  TODAY 


October  29,  1986 


it 


The  Management  of  Cardiac  Problems  in 
Patients  with  Non-Cardiac  Diseases” 


MODERATOR:  WILLIAM  S.  FRANKL,  M.D. 


4:00  PM 
4:30  PM 
5:00  PM 
5:30  PM 


CHRONIC  RENAL  FAILURE 
CHRONIC  PULMONARY  DISEASE 
MALIGNANCY 

HEMATOLOGICAL  DISEASES 


Ronald  S.  Pen  nock,  M.D. 
Sheldon  Bender,  M.D. 
Stanley  Spitzer,  M.D. 
William  S.  Frank!,  M.D. 


Designed  for  the  physician  in  practice  faced  with  the  care  of  critically  ill  patients. 
CME  CATEGORY  I CREDITS  CERTIFIED  • NO  REGISTRATION  FEE  REQUIRED 
Conferences  are  held  in  Lecture  Hall  “A” 

Second  Floor— New  College  Building 
Hahnemann  University,  15th  and  Vine  Streets,  Philadelphia,  PA  19102 
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Tranquility 

(Hackettstown  Community 
Hospital  and  AMNJ) 

19  Dermatology  Conference 

6-9  P.M. — Rutgers  Community 
Health  Plan,  57  U.S.  Hwy.  #1, 

New  Brunswick 
(UMDNJ) 

20  Electrophysiology  and  the 
Management  of  Ventricular 
Arrhythmias 

5-6:30  P.M. — Somerset  Medical 
Center,  Somerville 
(Somerset  Medical  Center  and 
AMNJ) 

20  Food  Allergy:  Fad  or  Fact 

2-3  P.M  — John  E.  Runnells 
Hospital,  Berkeley  Heights 
(AMNJ) 

20  Proper  Use  of  Antibiotics 

3  P.M— Aneora  Psychiatric 
Hospital 

(Aneora  Psychiatric  Hospital  and 
AMNJ) 

21  Antiarrhythmic  Therapy 

1 0:45  AM. — Greystone  Park 
Psychiatric  Hospital 
(Greystone  Park  Psychiatric 
Hospital  and  AMNJ) 

22  Update  in  Genitourinary 
Malignancies 

9:30  AM.-3  P.M. — Hilton  Inn,  Tinton 
Falls 

(Monmouth  Medical  Center  and 
AMNJ) 

25  Allergy  in  Family  Practice 

8:30  AM. — Palisades  General 
Hospital,  North  Bergen 
(Palisades  General  Hospital  and 
AMNJ) 

December 

2 The  Impaired  Physician 

8:30-9:30  AM. — Newark  Beth  Israel 
Medical  Center 
(Newark  Beth  Israel  Medical 
Center  and  AMNJ) 

3 Medical  Grand  Rounds 

1 1 :00  AM.- 1 :00  P.M.— VA  Medical 
Center,  East  Orange 
(Endocrine  Section,  AMNJ) 

3 1986  Clinical  Abstract  Meeting 

1-5  P.M. —The  Manor,  West  Orange 
(Oncology  Society  of  NJ  and 
AMNJ) 

3 Dinner  Meeting 

6  P.M.— Holiday  Inn,  Newark 
Airport 

(Endocrine  Section,  AMNJ) 

3 Annual  Meeting  and  Critical  Care 

4 Fair 

The  Hyatt,  Cherry  Hill 
(NJ  Society  of  Critical  Care 
Medicine  and  AMNJ) 

3 Pathogenesis  of  Gouty  Arthritis 
10  Pathogenesis  of  Osteoarthritis 

12  noon- 1 P.M.— Robert  Wood 
Johnson  Medical  School,  Med. 
Educ.  Bldg.,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

3 GI  Update 

10  GI  Update 

8:30-10  P.M. —Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(Alexian  Brothers  Hospital  and 
AMNJ) 
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3 Medical  Lecture  Series 

10  10:30  AM.  12  noon— Christ 

17  Hospital,  Jersey  City 
24  (Christ  Hospital  and  AMNJ) 

31 

3 Endocrine  Conferences 

10  3:30-5  P.M. — Rotates  between 

17  Newark  Beth  Israel  Medical  Center. 
24  United  Hospitals,  University 
31  Hospital,  Newark,  and  VA  Medical 
Center,  E.  Orange 
(Endocrine  Section,  AMNJ) 

5  Postmenopausal  Osteoporosis 
1 2 Physiology  and  Management  of 
Angina  Pectoris 

8:30  AM. — United  Hospitals 
Medical  Center,  Annex  Aud., 
Newark 

(United  Hospitals  Medical  Center 
and  AMNJ) 

5 Dept,  of  Medicine  Grand  Rounds 

19  9-10  AM.— St.  Francis  Medical 

Center,  Trenton 

(St  Erancis  Medical  Center  and 
AMNJ) 

5 Multidisciplinary  Cancer 
12  Conferences 

19  11  AM.- 12  noon — Wallkill  Valley 
General  Hospital,  Annex,  Sussex 
( Wallkill  Valley  General  Hospital 
and  AMNJ) 

7 Fourth  Annual  Garden  State 

8 Sports  Medicine  Symposium 

9 Hyatt  Regency,  New  Brunswick 
(Mid-Atlantic  Chapter,  American 
College  oj Sports  Medicine,  and 
Institute  for  Medicine  in  Sports, 
Hamilton  Hospital) 

8 Management  of  Esophageal 
Reflux 

7 P.M. — Wallkill  Valley  General 
Hospital,  Sussex 

(Wallkill  Valley  General  Hospital 
and  AMNJ) 

9 Urinary  Tract  Infection 

8:30  AM. — Palisades  General 
Hospital,  North  Bergen 
(Palisades  General  Hospital  and 
AMNJ) 

9 Delivery  Systems  in  Concepts  of 
Providing  Therapeutic  Agents 

9:30-10:30  AM. — Elizabeth  General 
Medical  Center 
(Newark  Beth  Israel  Medical 
Center  and  AMNJ) 

10  Topic  To  Be  Announced 

2-5  P.M.— Mountainside  Hospital, 
Montclair 

(NJ  Society  of  Gastroendoscopy 
and  AMNJ) 

1 0 Management  of  Hepatitis 

1 :30  P.M. — Essex  County  Hospital 
Center,  Cedar  Grove 
(Essex  County  Hospital  Center 
and  AMNJ) 

1 1 Food  Allergy:  Fad  or  Fact 

1 1  AM  — St.  Joseph's  Hospital  and 
Medical  Center,  Paterson 
(AMNJ) 

1 1 Infections  in  the 
Immunocompromised  Host 

5-6:30  P.M. — Somerset  Medical 
Center,  Somerville 
(Somerset  Medical  Center  and 
AMNJ) 

12  Anemia 


10:45  AM. — Greystone  Park 
Psychiatric  Hospital 
(Greystone  Park  Psychiatric 
Hospital  and  AMNJ) 

12  Rationale  for  Conservative 

Management  of  Breast  Cancer 

12  noon— Warren  Hospital, 
Phillipsburg 

(Warren  Hospital  and  AMNJ) 

12  The  Aging  Heart 

19  Hypercoagulibility  States 

1 2 noon- 1:15  P.M. — Bridgeton 
Hospital 

(Bridgeton  Hospital  and  AMNJ) 

1 6 Mechanism  of  Antibiotic  Action 
and  Resistance 

9 AM.— Holy  Name  Hospital, 
Teaneck 

(Holy  Name  Hospital  and  AMNJ) 

1 6 Interaction  of  Prostaglandins  and 
Platelet-Activating  Factor  in  the 
Glomerulus 

4-5  P.M.-Rm.  393,  Robert  Wood 
Johnson  Medical  School, 

New  Brunswick 
(UMDNJ) 

NEUROLOGY/PSYCHIATRY 

November 

6  Case  Seminars  and  Supervision 

20  To  Improve  Psychotherapeutic 
Technique 

8-10  P.M. — 3 1 2 Harding  Drive, 
South  Orange 

(Advanced  Psychiatric  Study 
Group  and  AMNJ) 

6 Neurology  Grand  Rounds 

13  3-5  P.M. — Robert  Wood  Johnson 

20  Medical  School,  Med.  Ed.  Bldg.,  Rm. 
27  108A,  New  Brunswick 

(UMDNJ) 

6 Inpatient  Diagnosis  and 
Treatment  of  Alcoholism 

1 3 Young  Polydrug  Addicts  in 
Treatment 

20  Their  Parent’s  Hangover:  Children 
of  Dependence 

12  noon-1  P.M.— Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

7 Psychiatric  Lecture  Series 

14  1:30-5:30  P.M. — Trenton 

21  Psychiatric  Hospital 

(Trenton  Psychiatric  Hospital  and 
AMNJ) 

1 2 Making  Room  for  Father 

8  P.M. — South  Mountain  School, 
South  Orange 

(Mental  Health  Association  of  NJ 
and  AMNJ) 

13  Individual  Unconscious  Factors  in 
the  Generation  of  Radial  and 
Ethnic  Prejudices 

8 P.M. —Hackensack  Medical 
Center,  Rms.  1 & 2 
(NJ  Psychoanalytic  Society  and 
AMNJ) 

18-  Anxiety  for  All  Ages:  The  Many 
19  Causes  and  Cures 

All  Day — Carrier  Foundation,  Belle 
Mead 

(Carrier  Foundation) 

December 

4  The  Psychobiology  of  Anniversary 
Reactions 

1 1 Use  of  Countertransference 
Reactions  in  Testing  Patients 
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WE  GO  THE 


ON  THE  MOVE. 


ACUPUNCTURE  IN  CLINICAL  PRACTICE 

N.Y.  State  Boards  of  Medicine  & Dentistry  25-hour  accredited  seminar 
& workshop  on  the  latest  theories  & techniques  of  manual  and  elec- 
troacupuncture, TENS  & simple  non-invasive  diagnostic  methods  (in- 
cluding cardiovascular  & neuromuscular  systems  & “Bi-Digital  O-Ring 
Test"),  applicable  toward  the  200-hour  requirement  for  acupuncture 
certification,  will  be  given  for  licensed  clinicians  (with  or  without  prior 
training)  during  October  16-19,  1986  at  The  2nd  International  Sym- 
posium on  Acupuncture  & Electro-Therapeutics,  with  over  50  world 
leading  scientists  & clinicians  will  be  held  at  the  American  Museum  of 
Natural  History  & School  of  International  Affairs,  Columbia  University, 
N.Y.C.,  and  again  Nov.  14,  15,  16,  1986.  Co-sponsored  by  the  Inter- 
national College  of  Acupuncture  & Electro-Therapeutics;  its  official 
journal,  Acupuncture  & Electro-Therapeutics  Res.,  Int.  J.  (published  by 
Pergamon  Press  and  indexed  in  15  major  indexing  periodicals:  Index 
Medicus,  etc.);  Heart  Disease  Res.  Fndn;  Neuroscience  Dept.,  Long 
Island  College  Hosp.;  Pharmacology  Dept.,  Chicago  Medical  School; 
& Museum  of  Nat.  Hist.;  etc.  Also  eligible  for  AMA/CME  credit.  For  info, 
on  meetings  or  submission  of  papers,  contact  Y.  Omura,  M.D.,  Sc.D., 
800  Riverside  Drive  (8-1),  NYC  10032.  Tel:  (212)  781-6262  or  (212) 
Wa8-0658,  or  P.  Shinnick,  Ph.D.  (201)  246-8557. 


PEDIATRIC  UPDATE  1987 

Rancho  Las  Palmas,  Palm  Springs,  CA 
February  3-8,  1987 

Sponsored  by:  Schneider  Children’s  Hospital  of  Long 
Island  Jewish  Medical  Center,  New  Hyde  Park,  NY. 
Faculty:  Philip  Lanzkowsky,  M.D.,  Richard  B.  Gold- 
bloom,  M.D.,  Richard  Johnston,  M.D.,  and  Donald  N. 
Medearis,  Jr.,  M.D. 

Credits:  18  hours  Category  1 ACCME,  AMA  and  AAFP. 
Information:  Office  of  Continuing  Educa- 
tion, Schneider  Children’s  Hospital  of 
LIJMC,  New  Hyde  Park,  NY  11042,  (718) 

470-8650. 


To  a growing  company,  cash  flow  can  become  a 
growing  concern.  At  The  Money  Store,  we  make 
long-term  loans  of  between  $50,000  and  $650,000 
to  businesses  on-the-grow.  With  competitive  interest 
rates,  no  lender  points,  and  no  prepayment  penalties. 

All  of  which  can  improve  cash  flow  and  make  for 
more  reliable  financial  planning  for  the  future. 

And  because  we’re  the  nation’s  number  one  SBA 
lender,  with  14  offices  nationwide,  we  can  qualify 
loans  faster.  So  you  can  have  that  working  capital 
flowing  through  your  business  before  most  lenders 
even  get  down  to  theirs. 

To  discuss  your  long-term  business  loan  needs,  call 
a loan  officer  and  find  out  how  we  can  help  smooth 
out  the  road  to  success. 


(201)  686-2000 


THI  MONEY  STORE 

INVESTMENT  CORP 

The  long-term  business  loan  specialists 


BUILD  YOUR  PRACTICE  while 

preserving  your  integrity  within  the  medical 
community. 

Let  PESIN  PUBLIC  RELATIONS 

develop  a specially  tailored  marketing  and 
public  relations  program  consistent  with 
both  your  professional  needs  and  your 
budget. 

PESIN 

: PUBLIC  RELATIONS 

Complete  marketing  package  with 
brochures,  newsletters,  ad  copy  and  press 
releases  to  attract  prospective  patients  • 
Coverage  in  broadcast  and  print  media  • 
Expanded  presence  at  medical  seminars, 
health  fairs,  etc.  • Videotapes  and  print 
materials  for  in-office  use  by  patients  and  for 
insurance  cost-containment 

For  further  information  and  a FREE 
CONSULTATION  call:  Ella  Pesin  at  PESIN 
PUBLIC  RELATIONS  212-737  3344 


301  EAST  79TH  STREET— SUITE  26G  NEW  YORK,  NY  10021 
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1 8  Cognitive  Therapy  for  Depression : 
An  Update 

12  noon-1  P.M. — Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

4  Case  Seminars  and  Supervision 
18  To  Improve  Psychotherapeutic 
Technique 

8-10  P.M. — 312  Harding  Drive, 

So.  Orange 

(Advanced  Psychiatric  Study 
Group  and  AMNJ) 

4  Neurology  Grand  Rounds 

11  3-5  P.M.— Robert  Wood  Johnson 

18  Medical  School,  Med.  Ed.  Bldg.,  Rm. 
108A,  New  Brunswick 
(UMDNJ) 

1 7  Overview  of  Psychopharmacology 
of  Mental  Disorders 

1 2: 1 5- 1 : 1 5 P.M  — Gateway  Hilton, 
Newark 

(NJ  Disability  Determinations 
Division  and  AMNJ) 

19  Update  on  Parkinson’s  Disease 

8:30  AM— United  Hospitals 
Medical  Center  Annex.  Aud., 
Newark 

(United  Hospitals  Medical  Center 
and  AMNJ) 

PATHOLOGY 

November 

15  36th  Annual 

Seminar/Gynecologic  Pathology 

9  AM.- 1 2 noon — Robert  Wood 
Johnson  Medical  School, 
Piscataway 

(NJ  Society  of  Patholoqists  and 
AMNJ) 

December 

17  Clinical  Pathological  Conference 

12  noon-1  P.M. — Robert  Wood 
Johnson  Medical  School,  Med. 
Educ.  Bldg.,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

PEDIATRICS 

November 

4  Bone  Marrow  Transplant  in 
Children 

8:30-9:30  AM. — Newark  Beth  Israel 
Medical  Center 
(Newark  Beth  Israel  Medical 
Center  and  AMNJ) 

1 1 Overview  of  Suicidal  Behavior  in 
Children  and  Adolescents 

7:45-10  P.M. — Englewood  Hospital 
Aud. 


(Englewood  Hospital  and  AMNJ) 

1 9 Early  Detection  of  Developmental 
Disabilities 

8:30  AM. -3:30  P.M. — Woodbridge 
Hilton,  Iselin 

(Children's  Specialized  Hospital 
and  AMNJ) 

2 1 The  Case  of  the  Fleeting  Infiltrates 

8-9  AM. — Overlook  Hospital, 
Summit 

(Overlook  Hospital  and  AMNJ) 

25  Pediatric  Lecture  Series 

8:30- 1 0:30  AM. — St.  Joseph's 
Hospital  and  Medical  Center, 
Paterson 

(St.  Joseph's  Hospital  and  Medical 
Center) 

December 

12  Pediatric  Lecture  Series 

8-9  AM.— Overlook  Hospital, 
Summit 

(Overlook  Hospital  and  AMNJ) 


RADIOLOGY 

November 

13  Ultrasound  of  the  Abdomen  in  the 
Pediatric  Patient 

7:30-9:30  P.M. — Saint  Barnabas 
Medical  Center,  Livingston 
(NJ  Institute  of  Ultrasound  in 
Medicine  and  AMNJ) 

15  Symposium  on  Magnetic 
Resonance  Imaging 

8:30  AM.- 1 2:45  P.M. — Montvale 
Medical  Imaging,  Montvale 
(Montvale  Medical  Imaging  and 
AMNJ) 

December 

18  Radiology  Meeting 

7:30  P M. — Saint  Barnabas  Medical 
Center,  Livingston 
(Radiological  Society  of  NJ  and 
AMNJ) 

SURGERY 

November 

4 Surgery:  Visiting  Professor 
Program 

5-6  P.M. — Robert  Wood  Johnson 
Medical  School,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

5 Coronary  Artery  Disease 

8:30- 1 0 AM. — Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital  and 
AMNJ) 


5 Surgical  Grand  Rounds 

12  8:30-10:30  AM. — Robert  Wood 

19  Johnson  Medical  School,  Rm.  102, 

26  New  Brunswick 
(UMDNJ) 

19  Postsurgical  Back  Evaluation 

1 2: 1 5- 1 : 1 5 P.M. — Gateway  Hilton, 
Newark 

(NJ  Disability  Determinations 
Division  and  AMNJ) 

20  Surgical  Treatment  of  Morbid 
Obesity 

12  noon-1  P.M. — St.  Mary’s 

Hospital,  Orange 

(St.  Mary's  Hospital  and  AMNJ) 

25  Diagnosis  and  Treatment  of 
Sensorineural  Hearing  Loss 

8- 1 0 P.M. — Englewood  Club, 
Englewood 

(Englewood  Surgical  Society  and 
AMNJ) 

December 

2 Surgery:  Visiting  Professor 
Program 

5-6  P.M. —Robert  Wood  Johnson 
Medical  School,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

3 Surgical  Grand  Rounds 

10  8:30-10:30  AM.— Robert  Wood 

17  Johnson  Medical  School,  Rm.  102, 
24  New  Brunswick 

31  (UMDNJ) 

6 Annual  Clinical  Meeting 

8 AM. -5  P.M. — Parsippany  Hilton 
Hotel,  Parsippany -Troy  Hills 

(NJ  Chapter.  American  College  oj 
Surgeons  and  AMNJ) 

SURGICAL  SPECIALTIES 
November 

6  Vascular  Surgery  Conference 

13  Rounds 

27  4-5  P.M. — Robert  Wood  Johnson 
Medical  School,  Med.  Educ.  Bldg., 
New  Brunswick 

(UMDNJ) 

12  Annual  Dinner  Meeting 

6:30  P.M. —The  Manor,  West  Orange 
(Vascular  Society  of  NJ  and  AMNJ) 

18  Aluminum-Related  Bone  Disease 

4-5  P.M. — Robert  Wood  Johnson 
Medical  School,  Rm.  393, 

New  Brunswick 
(UMDNJ) 

December 

4 Vascular  Surgery  Conference 

1 1 Rounds 

4-5  P.M. —Robert  Wood  Johnson 
Medical  School,  Med.  Educ.  Bldg., 
New  Brunswick 
(UMDNJ) 

5 Risks  and  Benefits  of  Ocular 
Procedures 

12  noon- 1:15  P.M. — Bridgeton 
Hospital 

(Bridgeton  Hospital  and  AMNJ) 

6 Surgery  for  Combined  Coronary 
and  Peripheral  Vascular  Lesions 

9 AM.- 1 0:30  AM. — St.  Joseph’s 
Hospital  and  Medical  Center, 
Paterson 

(St.  Joseph's  Hospital  and  Medical 
Center  and  AMNJ) 


ARE  YOU  MOVING? 

If  so,  please  send  a change  of  address  to  NEW  JERSEY 
MEDICINE,  Medical  Society  of  New  Jersey,  Two  Princess 
Road,  Lawrenceville,  NJ  08648,  at  least  six  weeks  before 
you  move. 
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OVER  66,000 
FAMILY  PHYSICIANS 
READ  THIS 
JOURNAL 


Practical  information 
on  the  medical  aspects  of 
fitness  and  exercise. 

Tennis  elbow:  Joint  resolution  by 
conservative  treatment. 
Hypertrophic  cardiomyopathy 
and  the  athlete. 

Effects  of  sunscreen  use  during 
exercise  in  the  heat. 

Overuse  injuries  to  the  knee  in 
runners. 

How  I manage  ingrown  toenails. 


HEALTHY  COVERAGE 

through  the 

MSNJ  GROUP! 

MSNJ  offers  doctors  the  comprehensive  protection  most  patients  enjoy, 
with  the  service  and  efficiencies  inherent  to  large,  well-run  group  plans. 
MSNJ  Group  insurance  is  flexible.  You  prescribe  the  plan  that  will 
provide  healthy  coverage  for  yourself,  your  family,  and  your  practice. 
Take  advantage  of  MSNJ  Group  Blue  Cross/Blue  Shield,  Major 
Medical  and  Dental  insurance...  it’s  good  preventive  medicine! 

Donald  F.  Smith  & Associates 
One  Airport  Place,  Route  206  North 
P.O.  Box  2197 
Princeton,  New  Jersey  08540 
(609)924-8700  (800)227-6484 
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NEW  JERSEY  MEDICINE 


BOOK  REVIEW 


Management  of  the 
Patient  with  Cancer, 

Third  Edition 

Thomas  F.  Nealon,  Jr.,  M.D.,  (ed). 
Philadelphia,  PA  W.B.  Saunders 
Company,  1986.  Pp.  758.  Illus- 
tratedL ($95) 

More  than  20  years  have  passed 
since  publication  of  the  first  edition 
of  this  text.  While  this  latest  edition 
in  some  respects  has  been  com- 
mendably  modernized,  it  seems 
rather  dated  in  its  approach  and 
emphasis  considering  how  greatly 
cancer  management  has  changed. 

The  book  is  edited  by  a surgeon; 
of  the  72  contributors,  54  are  sur- 
geons (including  gynecologists),  6 
pathologists,  6 medical  oncologists, 
3 radiotherapists,  1 pediatrician,  1 
epidemiologist,  and  1 “basic  life 
scientist.”  This,  therefore,  yields  a 
text  with  a strong  surgical  flavor 
and,  despite  some  attempts  to  do  so, 
this  book  does  not  reflect  adequately 
the  multidisciplinary  approach  that 
has  become  the  paradigm  of  modem 
cancer  management  today.  Because 
of  this  strong  surgical  orientation 
and  notwithstanding  our  recog- 
nition of  surgeons  as  the  “fathers  of 
modem  oncology,”  the  book  appears 
somehow  old  fashioned. 

A token  chapter  on  immunology 
(written  by  a surgeon  and  a “basic 
life  scientist”)  discusses  work  done 


five  to  ten  years  ago  using  BCG  and 
other  nonspecific  immunostimu- 
lants,  active  specific  immuno- 
therapy with  soluble  tumor  anti- 
gens, and  the  concept  of  adjunctive 
immunotherapy,  all  areas  which 
have  failed  to  achieve  meaningful 
productive  clinical  utility,  but  there 
is  very  little  material  dealing  with 
the  latest  directions  being  taken  in 
immunotherapy,  especially  in  the 
area  of  biologic  response  modifiers. 

Other  chapters  are  organized  ac- 
cording to  a strict  classical  anatomic 
sequence — ranging  from  skin  can- 
cer through  the  various  organ  sys- 
tems. There  is  a strange  chapter  on 
chest  wall  and  diaphragm,  including 
such  disorders  as  soft  tissue  tumors 
and  mesotheliomas.  These  cancers 
usually  are  classified  with  pulmo- 
nary tumors  and  most  of  the  prin- 
ciples discussed  here  easily  could 
have  been  incorporated  in  the  pul- 
monary or  soft  tissue  chapters. 

The  leukemia  and  lymphoma 
chapters  receive  comparatively  su- 
perficial treatment,  ignoring  many 
of  the  important  new  principles 
pertaining  to  cytogenetics,  cell 
markers,  and  other  metabolic  con- 
cepts. Hodgkin’s  disease  and  the 
non-Hodgkin’s  lymphomas  are  dis- 
cussed together,  failing  to  recognize 
that  the  disorders  in  fact  are  vasdy 
different  in  biologic  behavior  and 
prognosis,  not  to  mention  the  com- 
plexity of  the  non-Hodgkin’s  lym- 
phomas. Much  of  this  material  is 
outdated. 

The  chapter  on  pediatric  malig- 
nancies surveys  many  of  the  rarer 
solid  tumors  but  completely  ignores 
the  commonest  malignancies  in 
children,  the  leukemias  and  lym- 
phomas. 

In  most  chapters,  much  attention 
is  devoted  to  surgical  techniques  at 
the  expense  of  newer  concepts  of 
limited  surgery,  the  roles  of  adjuvant 
and  protoadjuvant  chemotherapy, 
and  combined  modality  therapy 
with  radiation  and  chemotherapy. 
One  exception  is  the  portion  on  anal 
cancer  in  which  the  latest  approach 
using  neoadjuvant  chemotherapy 
and  radiation  as  a prelude  to  sur- 
gery is  presented  succinctly. 

Newer  radiotherapy  procedures 
using  hyperthermia,  intraoperative 
radiation,  and  hyperfraction  tech- 
niques are  mentioned  only  in  pass- 
ing, if  at  all. 

Literature  citations  in  most  chap- 
ters are  updated  only  through  1982 


to  1983— inadequate  for  a book  pub- 
lished in  1986. 

The  chapter  on  breast  cancer 
should  have  been  reorganized  to 
emphasize  the  newer  concepts  of 
breast  conservation  surgery  and  re- 
construction and  the  integral  roles 
of  primary  radiation  therapy  and  ad- 
juvant chemotherapy  for  appropri- 
ate subsets  of  patients,  based  on  re- 
cent studies. 

There  virtually  is  no  discussion  of 
the  principles  of  hormonal  therapy 
as  they  pertain  to  breast  cancer,  the 
importance  of  hormone  receptor  de- 
termination in  the  initial  manage- 
ment, nor  the  techniques  of  han- 
dling breast  tissue  for  these  pur- 
poses at  the  time  of  initial  breast 
surgery.  Neither  is  the  important 
role  of  clinical  trials  in  the  manage- 
ment of  breast  cancer  sufficiently 
emphasized. 

In  the  chapter  on  lung  cancer  the 
important  concept  of  primary  sys- 
temic therapy  for  small  cell  cancer  is 
not  stressed  adequately. 

In  dealing  with  esophageal  cancer, 
much  attention  is  devoted  to  the  dif- 
ferent techniques  of  esophageal  sur- 
gery but  there  is  little  acknowledg- 
ment of  the  newer  approaches  of 
combined  modality  therapy  includ- 
ing nutritional  support  measures 
that  carry  the  promise  of  more  suc- 
cessful treatment  results. 

The  chapters  dealing  with  gastro- 
intestinal, gynecologic,  and  genito- 
urinary cancer  are  thorough  and  up 
to  date,  mentioning,  for  example,  the 
potential  advantages  of  intraoper- 
ative radiation  for  pancreatic  can- 
cer, percutaneous  transhepatic  bili- 
ary drainage  procedures  for  pallia- 
tion of  obstructive  jaundice,  and  the 
use  of  newer  LHRH  agonists  in  the 
management  of  prostatic  cancer. 

The  main  value  of  this  book  is  that 
it  remains  a rich  compendium  of  the 
history  of  surgical  developments  in 
cancer  management  as  seen  from 
the  perspective  of  surgeons.  But  the 
modem  approach  to  cancer  manage- 
ment demands  a multidisciplinary 
representation,  as  has  been  so  well 
accomplished  in  some  other  recent 
publications. 

The  Nealon  text  belongs  to  an 
earlier  generation  of  oncology  litera- 
ture. The  third  edition  is  a serious 
but  flawed  attempt  to  update  what 
was  at  one  time  a comprehensive 
and  useful  work.  A fourth  edition 
would  be  superfluous. 

Alan  J.  Lippman,  M.D. 
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It  Shouldn’t  Even  Be  a Contest 


You  want  what's  best  for  your 
patients  — not  what's  cheapest. 
Medicine  shouldn't  be  practiced  any 
other  way. 

Yet  today's  physicians  are  wrestling 
with  a troublesome  array  of  cost-con- 
tainment initiatives:  fee  freezes,  arbi- 
trary caps  on  Medicare  reimburse- 
ment, even  restrictions  on  access  to 
care. The  stakes  are  high  — life  or  death. 

The  AMA  is  in  favor  of  cost-effec- 
tiveness, but  not  at  the  expense  of  qual- 
ity care  — or  physicians'  freedom  to 
provide  it.  So  we're  acting,  not 
reacting  — by  delivering  cost-effective- 
ness information  at  special  workshops 
and  annual  meetings;  by  offering  pub- 
lications, including  the  Physician's  Cost 
Containment  Checklist;  and  by  launch- 
ing programs  such  as  the  Cost-Effec- 
tiveness Network  for  hospital  staffs  to 
test  cost-effectiveness  strategies,  and 
the  Health  Policy  Agenda  for  the 
American  People,  a long-range  set  of 


directions  and  priorities  for  health  care. 

In  Washington,  D.C.,  and  in  court, 
we're  fighting  government-imposed  fee 
freezes  and  other  attempts  to  restrict 
the  rights  of  physicians  and  patients. 

You  can  fight  back— by  joining  the 
AMA.  Together,  we'll  help  make  sure 
that  quality  wins  — every  time. 

For  information,  call  toll-free  800/621-8335 
(in  Illinois,  call  collect  312/645-4987),  or 
return  this  coupon  to: 

The  American  Medical 
Association 

Division  of  Membership 

535  North  Dearborn,  Chicago,  Illinois  60610 

Please  send  me  AMA  membership  information. 

□ I am  a member  of  my  county  medical  society. 

Name 

Street 

City  State  Zip 

County 

14-061 
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NEW  JERSEY  MEDICINE 


Obituaries 


Dr.  Zachary  D.  B.  Balson 

At  the  venerable  age  of  88,  Zachary 
David  Boris  Balson,  M.D.,  died  on 
April  1,  1986.  A native  of  Russia,  Dr. 
Balson  emigrated  to  the  United 
States  and  earned  his  medical 
degree  at  Columbia  University’s  Col- 
lege of  Physicians  and  Surgeons, 
New  York,  and  was  graduated  in 
1921.  A member  of  our  Essex  Coun- 
ty component  and  of  the  American 
Medical  Association,  Dr.  Balson  was 
a Fellow  of  the  American  College  of 
Surgeons.  He  had  been  affiliated 
with  the  surgical  staffs  at  Clara 
Maass  Medical  Center,  Belleville;  St. 
James  Hospital,  Newark  Beth  Israel 
Medical  Center,  and  University  Hos- 
pital, all  in  Newark.  During  World 
War  II,  Dr.  Balson  served  in  the 
medical  corps  of  the  United  States 
Army,  attaining  the  rank  of  major.  In 
1971,  he  was  a recipient  of  MSNJ’s 
Golden  Merit  Award,  in  recognition 
of  his  50  years  in  medicine. 

Dr.  Daniel  M.  Cerone 

We  just  have  learned  of  the  death, 
on  November  6,  1985,  of  Daniel  M. 
Cerone,  M.D.,  a Belleville  gynecolo- 
gist, at  the  age  of  79.  Bom  in  Italy, 
Dr.  Cerone  received  his  medical 
degree  from  George  Washington 
University  School  of  Medicine, 
Washington,  D.C.,  in  1929.  He  was  a 


member  of  our  Essex  County  com- 
ponent and  of  the  American  Medical 
Association.  Dr.  Cerone  was  a Fellow 
of  the  American  and  International 
College  of  Surgeons,  a Fellow  of  the 
American  College  of  Obstetricians 
and  Gynecologists,  and  board  certi- 
fied in  his  specialty.  He  had  been  a 
consultant  at  Clara  Maass  Medical 
Center,  Belleville,  and  at  St.  James 
Hospital,  Newark.  During  World  War 
II,  Dr.  Cerone  served  in  the  medical 
department  of  the  United  States 
Army,  emerging  with  the  rank  of 
captain.  In  1979,  Dr.  Cerone  received 
MSNJ’s  Golden  Merit  Award,  honor- 
ing his  50  years  as  a physician. 

Dr.  Walter  T.  Darden 

A family  practitioner  in  Newark, 
Walter  T.  Darden,  M.D.,  died  on  Feb- 
ruary 22,  1986.  Dr.  Darden  received 
his  medical  degree  from  Howard 
University  College  of  Medicine, 
Washington,  D.C.,  in  1925.  He  was  a 
member  of  our  Essex  County  com- 
ponent and  of  the  American  Medical 
Association. 

Dr.  Enrico  Frigeri 

An  obstetrician  and  gynecologist, 
who  had  offices  in  Fort  Lee  and  New 
York  City,  Enrico  Frigeri,  M.D.,  died 
on  May  7,  1986,  at  the  untimely  age 
of  55.  A native  of  Italy,  Dr.  Frigeri 
received  his  medical  degree  from  the 
Faculty  of  Medicine  at  the  University 
of  Naples,  Italy,  in  1957.  He  was 
board  certified  in  his  specialty,  and 
had  been  affiliated  with  Holy  Name 
Hospital,  Teaneck;  Englewood  Hos- 
pital, and  Palisades  General  Hospi- 
tal, North  Bergen.  Dr.  Frigeri  was  a 
member  of  our  Bergen  County  com- 
ponent. 

Dr.  Daniel  E.  Kavanaugh 

Daniel  Earl  Kavanaugh,  M.D.,  an 
orthopedic  surgeon  who  maintained 
offices  in  Newark  for  many  years, 
died  on  December  13,  1985,  at  the 
advanced  age  of  88.  Bom  in  Cohoes, 
New  York,  Dr.  Kavanaugh  received 
his  medical  degree  from  Albany 
Medical  College,  Albany,  New  York, 
in  1925.  A member  of  our  Essex 
County  component,  and  of  the 
American  Medical  Association,  Dr. 
Kavanaugh  had  been  affiliated  with 
a number  of  hospitals,  including  the 
Eye  and  Ear  Infirmary,  Presbyterian 
Hospital,  St.  Michael’s  Hospital,  all 
in  Newark,  and  Saint  Barnabas 
Medical  Center,  Livingston.  In  1975, 
MSNJ  bestowed  on  Dr.  Kavanaugh 


its  Golden  Merit  Award,  in  honor  of 
his  50  years  in  medicine. 

Dr.  William  B.  McLaughlin 

A retired  orthopedic  surgeon,  Wil- 
liam Benedict  McLaughlin,  M.D., 
died  in  Saint  Barnabas  Medical 
Center,  Livingston,  on  May  22,  1986, 
at  the  age  of  70.  A native  of  West 
Orange,  Dr.  McLaughlin  earned  his 
medical  degree  at  the  University  of 
St.  Louis,  Missouri,  in  1943.  He  had 
been  a member  of  our  Essex  County 
component  and  of  the  American 
Medical  Association.  Dr.  McLaugh- 
lin had  been  affiliated  with  St. 
Michael’s  Hospital,  Newark.  During 
World  War  II,  he  served  in  the  medi- 
cal corps  of  the  Army  of  the  United 
States,  emerging  with  the  rank  of 
captain. 

Dr.  David  G.  Morris 

David  Gladstone  Morris,  M.D.,  a 
practitioner  of  family  medicine  in 
Bayonne,  died  on  March  27,  1986. 
Bom  in  1893,  in  Tampa  Florida  Dr. 
Morris  was  graduated  from  the  Uni- 
versity of  Vermont’s  College  of  Medi- 
cine in  1923.  He  had  been  a member 
of  our  Hudson  County  component 
and  of  the  American  Medical  As- 
sociation. Dr.  Morris  had  been  af- 
filiated with  Bayonne  Hospital.  In 
1973,  Dr.  Morris  was  among  the  re- 
cipients of  MSNJ’s  Golden  Merit 
Award,  honoring  his  50  years  as  a 
physician.  He  had  been  president  of 
the  Bayonne  chapter  of  the  NAACP 
for  25  years,  and  upon  his  retire- 
ment in  1979,  Dr.  Morris  received 
the  NAACP  Freedom  Award.  A city 
park  was  named  for  him,  and  in 
1982,  his  alma  mater  named  him 
Outstanding  Physician  of  the  Year. 

Dr.  Solomon  H.  Pink 

On  May  12,  1986,  Solomon  Harris 
Pink,  M.D.,  died  at  the  age  of  78,  at 
the  Daughters  of  Miriam  Center  for 
the  Aged,  Clifton.  Dr.  Pink  had  been 
a general  practitioner,  serving  the 
Pompton  Lakes  and  Butler  areas  for 
over  40  years.  A native  of  New  York 
City,  Dr.  Pink  received  his  medical 
degree  from  the  University  of 
Maryland  School  of  Medicine  in 
1932.  He  was  a member  of  our 
Passaic  County  component  and  of 
the  American  Medical  Association. 
Dr.  Pink  had  been  on  the  staff  at 
Chilton  Memorial  Hospital,  Pomp- 
ton  Plains.  During  World  War  II,  he 
served  in  the  medical  corps  of  the 
United  States  Army,  attaining  the 
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rank  of  captain.  In  1982,  the  Medical 
Society  of  New  Jersey  conferred  on 
Dr.  Pink  its  Golden  Merit  Award,  in 
honor  of  his  50th  anniversary  as  a 
physician. 

Dr.  Fred  F.  Senerchia,  Jr. 

A psychiatrist  and  neurologist  in 
Elizabeth,  prior  to  his  retirement  in 
the  mid-1970s,  Fred  Ferdinand  Sen- 
erchia, Jr.,  M.D.,  died  on  May  8, 
1986,  at  the  age  of  79.  A native  of 
Newark,  Dr.  Senerchia  was  gradu- 
ated from  New  York  Medical  College 
in  1935.  He  had  been  a member  of 
our  Union  County  component  and  of 
the  American  Medical  Association. 
Dr.  Senerchia  was  board  certified  in 
his  specialty,  and  was  a Fellow  of  the 
American  College  of  Physicians  and 
of  the  American  Psychiatric  Associa- 
tion. While  active,  he  had  been  chair- 
man of  the  psychiatric  department 
at  Elizabeth  General  Hospital,  and 
on  the  staff  at  St.  Elizabeth  Hospital, 
Elizabeth.  During  World  War  II,  he 
had  served  in  the  medical  depart- 
ment of  the  Army  of  the  United 
States,  emerging  with  the  rank  of 
colonel.  In  1985,  Dr.  Senerchia  re- 
ceived MSNJ's  Golden  Merit  Award 
in  recognition  of  his  50  years  in 
medicine. 

Dr.  Albert  M.  Sherman 

A member  of  our  Hudson  County 
component,  Albert  M.  Sherman, 
M.D.,  died  on  March  12,  1986,  at  the 
age  of  73.  Bom  in  New  York  City,  Dr. 
Sherman  received  his  medical 
degree  from  the  University  of  Beme, 
Switzerland,  in  1938.  He  was  a psy- 
chiatrist, board  certified  in  his 
specialty,  and  a Fellow  of  the  Ameri- 
can Psychiatric  Association.  Dr. 
Sherman  had  been  director  of  the 
psychiatric  section  of  St.  Mary’s 


Hospital,  Hoboken;  of  Christ  Hospi- 
tal, Jersey  City;  and  affiliated  with 
Dover  General  Hospital.  During 
World  War  II,  Dr.  Sherman  served  in 
the  medical  corps  of  the  Army. 

Dr.  Maurice  A.  Shinefield 

A Paterson  pediatrician  for  over 
45  years,  Maurice  Albert  Shinefield, 
M.D.,  died  on  May  22,  1986,  in  Valley 
Hospital,  Ridgewood,  at  the  age  of 
77.  Bom  in  Spring  Valley,  New  York, 
Dr.  Shinefield  received  his  medical 
degree  from  Rush  Medical  College, 
University  of  Chicago,  in  1937.  He 
had  been  a member  of  our  Passaic 
County  component  and  of  the 
American  Medical  Association.  Dr. 
Shinefield  was  board  certified  in  his 
specialty,  and  was  a Fellow  of  the 
American  Academy  of  Allergy,  of  the 
American  Academy  of  Pediatrics, 
and  of  the  American  College  of  Al- 
lergy. He  was  chief  of  pediatrics  at 
Bamert  Memorial  Hospital  Center, 
Paterson,  for  ten  years,  and  had 
been  assistant  clinical  professor  of 
pediatrics  at  Cornell  University 
Medical  School,  New  York 

Dr.  Frederick  S.  Taber 

Formerly  an  obstetrician  and 
gynecologist  in  New  Brunswick  now 
retired  in  San  Diego,  California, 
Frederick  Squires  Taber,  M.D.,  died 
on  May  15,  1986,  at  the  age  of  79. 
Bom  in  Corbettsville,  New  York  Dr. 
Taber  was  graduated  from  the  Uni- 
versity of  Tennessee  College  of  Medi- 
cine in  1930.  He  had  been  a member 
of  our  Middlesex  County  compo- 
nent, and  had  been  affiliated  with 
Middlesex  General  Hospital  and  St. 
Peter's  Medical  Center,  New  Bruns- 
wick During  World  War  II,  he  served 
in  the  medical  department  of  the 
United  States  Army,  emerging  with 


the  rank  of  colonel.  In  1980,  Dr. 
Taber  received  MSNJ’s  Golden  Merit 
Award,  in  recognition  of  his  having 
been  a physician  for  50  years. 

Dr.  Wilbur  D.  Warner 

Wilbur  Dean  Warner,  M.D.,  a re- 
tired Montclair  internist,  died  in 
Cape  Cod  Hospital,  Hyannis,  Massa- 
chusetts, on  May  14,  1986.  Dr.  War- 
ner was  only  65  years  old  at  the  time 
of  his  death.  Bom  in  Flint,  Michigan, 
he  obtained  his  medical  degree  from 
Temple  University  School  of  Medi- 
cine, Philadelphia,  in  1946.  He  was 
a member  of  our  Essex  County  com- 
ponent and  of  the  American  Medical 
Association.  Dr.  Warner  was  af- 
filiated with  The  Mountainside  Hos- 
pital, Montclair.  From  1947  to  1949, 
he  had  served  in  the  medical  corps 
of  the  Army  of  the  United  States,  at- 
taining the  rank  of  captain. 

Dr.  Samuel  A.  Weiss 

Samuel  A,  Weiss,  M.D.,  a retired 
psychiatrist,  living  in  Lake  Worth, 
Florida,  died  on  August  3,  1985.  For- 
merly a member  of  our  Bergen 
County  component  and  later  a mem- 
ber of  our  Essex  County  component, 
he  also  was  a member  of  the  Ameri- 
can Medical  Association.  Dr.  Weiss 
had  practiced  in  the  communities  of 
East  Orange  and  Teaneck  Bom  in 
1909,  in  Macon,  Georgia,  he  received 
his  medical  degree  from  St.  Louis 
University,  Missouri,  in  1935.  Dr. 
Weiss  was  a Diplomate  in  psychiatry 
and  a Fellow  of  the  American  Psy- 
chiatric Association.  From  1935  to 
1946  he  served  in  the  medical  de- 
partment of  the  United  States  Army, 
emerging  with  the  rank  of  lieuten- 
ant colonel.  In  1985,  Dr.  Weiss  re- 
ceived MSNJ’s  Golden  Merit  Award 
in  recognition  of  his  50  years  in  the 
field  of  medicine. 
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& COMFORT 

I No  preparation  or 
contrast  media. 

I Prompt  scheduling,  Monday 
through  Saturday. 

I Non-invasive  testing. 

I Pleasant  testing  environment. 

I Radiologic  imaging  without  X-rays. 


featuring.  . . 

SIEMENS  MAGNETOM® 

MR  SYSTEM  capable  of  operating 
at  high  field  strength,  1.5  Tesla 
[Now  operating  at  D.5  Tesla] 

■ CT  SCANNING 


PHYSICIAN:  SF«FS!i 

■ Individualized  scanning  to  meet 
physician  specifications. 

■ Early  diagnosis  of  diseases  and 
conditions  including  multiple  sclerosis, 
tumors  of  the  brain,  spinal  cord, 
central  nervous  system,  chest  and 
abdomen,  and  extremities. 

■ Replaces  need  for  cervical 
myelogram,  in  most  cases. 

■ Optimum  image  quality,  utilizing  a 
magnetic  field  and  radio  waves. 

■ Personalized  reporting  to 
referring  physician. 


PEDIATRIC  RADIOLOGY  ■ REAL  TIME  ULTRASOUND 
RARE  EARTH  X-RAY  ■ LOW  DOSE  MAMMOGRAPHY 


(201)  836-2500 


TEANECK  RADIOLOGY  CENTER:  THE  FUTURE  IN  RADIOLOGY 
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New  Jersey  Medicine  is  the 
official  organ  of  the 
Medical  Society  of  New 
Jersey.  The  goals  are 
educational  and 
informationcd.  All  material 
published  in  New  Jersey 
Medicine  is  copyrighted  by 
MSNJ. 


CONTENT 

The  educational  content  of  each 
issue  appears  as  scientific  articles, 
based  on  research,  original  concepts 
relative  to  epidemiology  of  disease, 
and  treatment  methodology;  case  re- 
ports based  on  unusual  clinical  ex- 
periences; review  articles;  clinical 
notes,  succinct  items  on  some 
aspect  or  new  observation  or  tech- 
nique of  a case  experience;  and 
special  articles,  which  include  evalu- 
ations, policy  and  position  papers, 
and  reviews  of  nonscientific  sub- 
jects. Other  topics  include  commen- 
tary (critical  narration);  medical  his- 
tory; therapeutic  drug  information; 
pediatric  briefs;  nutrition  update; 
and  an  opinion  column.  Editorials 
are  prepared  by  the  Editor  and  by 
guest  contributors  on  timely  and  rel- 
evant subjects;  editorials  are  the  re- 
sponsibility of  the  author.  The  Doc- 
tors’ Notebook  section  contains  or- 
ganizational, informational,  and  ad- 
ministrative items  from  MSNJ  and 
from  the  community.  Letters  to  the 
Editor  and  book  reviews  are  wel- 
come and  will  be  published  as  space 
permits.  The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis  and 
treatment  and  to  education  of  pa- 
tients and  professionals.  Preference 
will  be  given  to  professional  authors 
from  New  Jersey  and  to  out-of-state 
lecturers  who  submit  a suitable 


manuscript  based  on  a presentation 
made  in  New  Jersey. 

ASSIGNMENT  OF  COPYRIGHT 

In  compliance  with  the  Copyright 
Revision  Act  of  1976  (effective  Janu- 
ary 1,  1978),  a transmittal  letter  or 
a separate  statment  accompanying 
material  offered  to  New  Jersey 
Medicine  must  contain  the  follow- 
ing language  and  must  be  signed  by 
all  authors: 

“In  consideration  of  New  Jersey 
Medicine  taking  action  in  reviewing 
and  editing  my  submission,  the 
author(s)  undersigned  hereby  trans- 
fers, assigns,  or  otherwise  conveys 
all  copyright  ownership  to  the  Medi- 
cal Society  of  New  Jersey,  in  the 
event  that  such  work  is  published  in 
New  Jersey  Medicine. 

SPECIFICATIONS 

Submit  two  manuscripts  that 
must  be  typewritten  and  double- 
spaced on  8V2"  by  11"  paper. 
Statistical  methods  used  in  articles 
should  be  identified.  Acknowl- 
edgements will  be  made  only  for 
specific  preparation  of  an  essential 
part  of  the  manuscript. 

Authors  are  asked  to  seek  clarity, 
accuracy,  and  originality;  attention 
to  details  of  grammar,  spelling,  and 
typing  are  important. 

The  title  page  should  include  the 
full  name,  degrees,  and  affiliations  of 
all  authors,  and  the  name  and  ad- 
dress of  the  author  to  whom  reprint 
requests  should  be  sent. 

The  author  should  submit  a 40- 
word  abstract  to  be  used  at  the  be- 
ginning of  the  article. 

Tables  must  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
11"  sheets,  with  a title  and  number. 
Symbols  for  units  should  be  con- 
fined to  column  headings,  and  ab- 
breviations, properly  explained, 
should  be  kept  to  a minimum. 

Illustrations  should  be  pro- 
fessional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  Where  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or  publi- 
cation permission,  signed  by  the 
subject  or  responsible  person,  must 
be  included  with  the  photograph. 
Material  taken  from  other  publi- 
cations must  give  credit  to  the 


source;  written  permission  for  re- 
publication from  the  original  pub- 
lisher must  be  submitted.  The  cost 
of  color  photographs  must  be  borne 
by  the  author. 

Generic  names  should  be  used 
with  proprietary  names  indicated 
parenthetically  or  as  a footnote  with 
the  first  use  of  the  generic  name. 
Proprietary  names  of  devices  should 
be  indicated  by  the  registration  sym- 
bol— ®. 

The  summary  of  the  article  should 
not  exceed  250  words;  it  should  con-  ji 
tain  only  essential  facts. 

References  should  not  exceed  35 
citations  except  in  review  articles, 
and  should  be  cited  consecutively  in 
the  text  by  numbers  in  parentheses 
at  the  end  of  the  sentence.  The  refer- 
ence list  should  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
11"  sheets  in  the  numerical  order  in 
which  they  are  first  cited  in  the  text. 
The  style  of  reference  is  that  of  Index 
Medic  us: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  J Med  Soc  NJ 
74:1050-1052,  1977. 

2.  Dixon  WJ,  Massey  FJ:  Introduc- 
tion to  Statistical  Analysis.  New 
York,  NY,  McGraw-Hill,  1969,  pp. 
42-48. 

; 

PUBLICATION  POLICY 

Receipt  of  each  manuscript  will  be 
acknowledged  and  a copy  delivered 
to  the  Editor  who  refers  the  paper  to 
one  or  more  members  of  the  Edi- 
torial Board.  The  final  decision  is  re- 
served for  the  Editor.  No  direct  con- 
tact between  the  reviewers  and  the 
authors  will  be  permitted,  but 
authors  will  be  informed  of  the  re- 
viewers’ comments.  The  publication 
lag  for  original  articles  may  be  six 
months  or  more.  Galley  proofs  will 
be  submitted  to  the  author  for  cor- 
rection of  typographical  errors. 

REPRINT  ORDERS 

Reprints  may  be  ordered  after  the 
author  is  notified  that  the  article 
has  been  selected  for  a specific  issue 
of  JMSNJ.  A check  for  the  cost  of 
reprints  including  remake  charge  if 
order  is  received  after  due  date  must 
accompany  the  order. 

COMMUNICATIONS 

All  communications  should  be 
sent  to  the  Editor,  New  Jersey  Medi- 
cine, MSNJ,  2 Princess  Road,  Law- 
renceville,  NJ  08648. 
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HOW  CAN  MARY  ANN  HAMBURGER  ASSOCIATES. 

A Medical  Management  Consultant. 

HELP  YOU? 

MARY  ANN  HAMBURGER  has  had  many  years’ 
experience  in  medical-office  management.  Her 
service  is  expert  and  comprehensive. 

MARY  ANN  HAMBURGER  can  make  a difference 
in  your  practice,  because  she  really  knows  today’s 
complex  world  of  medicine. 

MARY  ANN  HAMBURGER  is  dependable.  She 
has  the  contacts,  background  and  practical  know- 
how to  set  up  or  improve  your  office  sys- 
tems—from  billing  to  finances  and  personnel. 
FOR  A ONE-TIME  CONSULTATION— OR  A CON- 
TINUING SERVICE— MARY  ANN  HAMBURGER 
ASSOCIATES  CAN  BRING  TO  YOUR  PRACTICE 
THE  MOST  COMPREHENSIVE  MANAGEMENT 
DIRECTION,  BACKED  BY  YEARS  OF  EX- 
PERIENCE. 


FOR  A WHOLE  NEW  APPROACH 
TO  OFFICE  PRACTICE,  CONTACT: 

MARY  ANN  HAMBURGER 

MARY  ANN  HAMBURGER  ASSOCIATES 

74  HUDSON  AVENUE 

MAPLEWOOD,  NEW  JERSEY  07040 

201-763-7394 


Practicing  medicine') 
and  managing  a 
medical  practice  can 
be  tough  these  days. 
We  know  because  we 
help  doctors  do  both. 
As  authorized  repre- 
sentatives for  AT&T, 
NCR  and  Altos,  we  offer 
simple  solutions  and 
systems  to  help  you 
take  control.  Our  soft- 
ware written  in  “C”  runs 
on  the  UNIX™  operating 
system.  We  offer  true 


\ multi-user/multi-tasking 
^ j systems  that  can  speed 
/ cash  flow,  simplify  third 
/ party  billing  and  provide 
instant  access  to  patient 
' records.  And  our  flexible 

software  programs 
adapt  to  your  office 
procedures.  So,  if  you’re 
looking  for  a system 
that  will  help  you  take 
control  now  and  grow 
with  your  practice  in 
the  future,  call  us  today: 


FBL  Medical  Computer  Specialists,  Inc. 

(201)  692-8103 
90  Dayton  Avenue 
Passaic,  New  Jersey  07055 
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Kirwan  Financial 
Group,  Inc. 

Financial  Planners,  Personal  and  Professional 

Authorized  Representatives  of  the 
Medical  Society  of  New  Jersey 
For  Section  419  Benefits  Plans 

X:  Investments,  Pensions,  Life  and  Health,  Shelters 

I 609-778-4388  New  Jersey 

r 215-245-7616  Lower  Bucks,  PA 

? 215-968-3208  Upper  Bucks,  PA  ? 

i 


INTERNIST,  FAMILY  PRACTICE 

Multispecialty  Practice  based  in  Cherry  Hill,  N.J.,  10 
minutes  away  from  Phila. 

Great  opportunity  with  financial  security.  Full  or  part 
time  hours. 

Cherry  Hill  Health  Care  Associates,  P.A. 

7740  Maple  Avenue 
Pennsauken,  NJ  08109 

(609)  488-3505 


MEDICAL  PRACTICE 
SALES  AND  APPRAISALS 

We  specialize  in  the  valuation  and  selling  of 
medical  practices.  Listed  are  a few  available  prac- 
tices: 

ALLERGY— two  Philadelphia  practices 
DERMATOLOGY— Pennsylvania  and  Kansas 
GYNECOLOGY— New  York  and  South 
Dakota 

FAMILY  PRACTICE — New  Jersey  and 
Delaware 

INTERNAL  MEDICINE — Pennsylvania, 
Maryland  and  Arizona 
ORTHOPEDIC  SURGERY— Pennsylvania 
PEDIATRICS— Colorado  and  Pennsylvania 
RADIOLOGY— two  Philadelphia  practices 

If  interested  in  buying  or  selling  a medical 
practice,  contact  our  Brokerage  Division  at: 

HEALTH  CARE 
PERSONNEL  CONSULTING 

403  GSB  Building 
Bala  Cynwyd,  PA  19004 
or  call 

215-667-8630 


“SELLING  PRACTICES 
IS  OUR  ONLY  BUSINESS” 

FAMILY  PRACTICE 
FOR  SALE 

Want  to  maximize  the  return  on  your  investment? 

Before  you  buy  or  sell,  call  for  an  appraisal  to  assure 

Active  and  growing  solo  practice.  Philadelphia  area. 

the  best  financial  and  transfer  terms.  We  guide  you 

Established  30  years.  Excellent  opportunity,  6 figure 

through  the  entire  sales  process  from  initial  meeting  to 

gross.  Home/Office  combination  or  rental  income 

closing.  Serving  NJ,  NY,  CT  & MA. 

potential.  For  details  call: 

Countrywide  Business  Brokerage,  Inc. 

319  East  24th  St.  Suite  23-G 

Professional  Practice 

New  York,  N.Y.  10010 

Consulting,  Inc. 

(212)  686-7902  (203)  869-3666 

215-687-4013 

Doctors:  Seeking  to  establish  new  office  or  in  need 
of  efficiency  in  current  one?? 

CALL  ARLENE  SIDNEY 

DIAGNOSTIC 

For 

A cost  effective  professional  service  that  will  provide  expertise 
in  the  following  areas: 

RADIOLOGIST  NEEDED 

• Recruitment  & Hiring  of  Office  Staff  and  Professionals  • 
Salary  & Compensation  Studies  • Third  Party  Billing  • Office 
Systems  and  Procedures  • Staff  Training  • Employee  Benefit 

Office  Practice 
One  afternoon  per  week 

Program  Design — Insurance  Plans  and  other  “perks.” 

North  Central,  New  Jersey 

ARLENE  SIDNEY 

PERSONNEL  CONSULTANT 

Telephone:  201-635-2000 

-waap  5002-B  Greentree  Executive  Campus 

Route  73,  Marlton,  New  Jersey  08053 
(609)  596-7799  Evenings  (609)  778-0794 
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Classified 

Advertisements 

Space  Use  For 
Members  Only 

Copy  deadline:  5th  of 
preceding  month;  Payment 
in  advance;  $5.00 first  25 
words,  1 00  each  additional. 
Count  as  one  word  all  single 
words,  two  initials  of  name, 
each  abbreviation,  isolated 
numbers,  groups  of 
numbers,  hyphenated 
words.  Count  name  and 
address  as  five  words, 
telephone  number  as  one 
word.  Box  No.  000, 

NEW  JERSEY  MEDICINE 
as  five  words. 


NEEDED— Pediatrician,  BC/BE  needed 
to  join  rapidly  growing  three  man  pedi- 
atric practice  at  South  Jersey  Coast.  Area 
includes  Atlantic  City.  Salary  com- 
mensurate with  experience,  leading  to 
partnership.  Contact:  William  Silverman, 
M.D.,  609-390-3996. 

NEEDED— OB/GYN,  BE/BC  male/female 
to  join  5 physician  OB/GYN  group.  Ocean 
County,  NJ  (Shore  area).  380  bed  com- 
munity hospital.  Level  II  nursery  practice 
includes  colposcopy,  laser,  ultra- 
sonography, infertility,  gyn  urology — no 
abortions.  Send  CV  to:  Frank  A Cocco, 
M.D.,  One  Route  70,  Lakewood,  NJ  0870 1 . 

NEEDED — General  internist  to  share  of- 
fice in  surburban  growth  area  in  Central 
New  Jersey.  Write  Box  No.  207,  NEW  JER- 
SEY MEDICINE. 

INTERNIST — Seeks  to  Purchase  an  es- 
tablished practice  in  Bergen  or  Essex 
County,  New  Jersey.  Able  to  assume  prac- 
tice immediately.  Reply  to  Box  No.  208, 
NEW  JERSEY  MEDICINE. 

PRACTICE  AVAILABLE— Family/Inter- 
nal Medicine  Practice  available  now  for 
sale.  Leaving  for  Fellowship.  Extremely 
respected,  successful,  well  organized 
providing  fulfilling  excellent  care. 
Motivated,  appreciative  patients.  Excel- 
lent close  hospital.  Ideal  friendly  semi- 
rural  community  close  to  New  Jersey, 
Wilmington,  Philadelphia,  Baltimore. 
Good  Terms.  Call  301-398-8030. 

PRACTICE  FOR  SALE— Established 
Family/Intemal  Medicine  Practice  in 
Bergen  County.  Will  help  finance.  Call 
201-568-9192  after  6 p.m. 

PRACTICE  FOR  SALE— Active  30  year 
G/P  (Primarily  Internal  Medicine).  Forest 
Hill  section,  Newark.  Excellent  bus  con- 
nections. 201-291-3362. 

PRACTICE  FOR  SALE— Established 
Family/Intemal  Medicine  Practice  in 
Bergen  County.  Will  help  finance.  Please 
write  Box  No.  206,  NEW  JERSEY  MEDI- 
CINE. 


HOME/OFFICE  FOR  SALE— Upper 
Montclair,  NJ.  An  elegant  and  spacious 
four-bedroom  rancher  in  a prestigous 
area  Large  office  suite  of  five  to  six 
rooms  with  ample  parking.  Also  conve- 
nient to  railroad  and  bus  transportation 
to  and  from  New  York  City.  Asking 
$625,000.  Write  to  Box  No.  205,  NEW 
JERSEY  MEDICINE. 

HOME  FOR  SALE — Physician  relocating 
must  sell  spacious  beautifully  main- 
tained four-bedroom,  three  bath  luxury 
ranch  amidst  lush  landscaping  on  quiet 
one-acre  comer  lost  in  lovely  Moun- 
tainside, NJ.  Near  shopping  & transpor- 
tation. All  amenities  plus  many  extras. 
Please  call  Dr.  Rodman,  201-654-6706. 

OFFICE  SPACE  TO  SELL— Retiring  Or- 
thopedist in  15  year  old  Erdman  Medical 
Building  in  North  Plainfield.  Approxi- 
mately 1,300  sq.  ft.  Good  residential 
neighborhood.  Three  hospitals  and  sur- 
gicenter  nearby.  X-ray,  office  furniture 
and  equipment  negotiable.  Reply:  P.O. 
Box  7129,  Watchung,  NJ  07061  or  call 
201-757-5655. 

OFFICE  SPACE — Freehold,  professional 
office  complex,  near  Freehold  Area  Hospi- 
tal, furnished  2,400  sq.  ft.,  ample  park- 
ing, available  immediately.  Call  201- 
431-9199. 

OFFICE  TO  SHARE— 98  Main  Street, 
South  River.  Approximately  1,300  sq.  ft., 
well  furnished,  just  $525  a month  plus 
utilities.  Please  call  201-821-9190. 

SUB  LEASING  OFFICE  SPACE— Lake 
wood.  Subspecialist  present  tenant. 
Available.  Furnished.  Two  days/week. 
Lower  than  the  lowest  rate.  Call 
201-370-0202. 

SUB-LEASE  OFFICE — Subspecialist 
doctors  office,  furnished.  Available  Sep- 
tember, 1986.  Near  hospitals  border  of 
Cherry  Hill/Evesham  Twp.  Call  609- 
778-4222. 

EQUIPMENT  FOR  SALE — Cicardian 
Holter  System  with  Pulmonary  Function 
Module.  Call  201-256-3083  for  further 
information. 

EQUIPMENT  FOR  SALE— Picker  X-ray 
Machine,  300  MA  motorized  table,  per- 
fect condition,  all  accessories,  also  exam- 
ination table,  instrument  cabinets,  filing 
cabinets,  floor  lamps.  Call  201-763-2974. 

EQUIPMENT  FOR  SALE— ATL  Mark  3 
Ultrasound  Machine  with  two  trans- 
ducers and  strip  chart  recorder.  Suitable 
for  cardiac,  abdominal  and  pelvic  stud- 
ies. $13,000.  Call  201-625-1015. 

CLASSIFIED  ADVERTISEMENT  RE- 
QUESTS/REPLIES— Send  to  NEW  JER- 
SEY MEDICINE,  Advertising  Office,  370 
Morris  Avenue,  Trenton,  NJ  08611. 
609-393-7196. 


WEIGHT  LOSS  TUTORIAL— How  to  or- 
ganize an  uncomplicated,  effective,  econ- 
omical weight  loss  program  in  your  office 
practice.  No  fee.  Contact  Allan  Lazar, 
M.D.,  420  Grand  Avenue,  Englewood,  NJ 
07631.  201-568-3742. 

NEEDED — Internist-Invasive  Cardiolo- 
gist to  join  group  of  two.  Excellent  op- 
portunity in  suburban  central  New  Jer- 
1 sey.  Immediate  opening.  Write:  98  James 
St.,  P.O.  Box  2407,  Edison,  NJ  08818. 
if  ' 

NEEDED — Physicians  for  successful  well 
known  walk-in  medical  office  center  in 
Central  NJ.  Full  and  part-time.  Skilled 
and  personable.  American  trained  MDs. 
Send  CV  to  E.V.  McGinley,  M.D.,  1005  N. 
Washington  Avenue,  Green  Brook,  NJ 
08812,  201-968-8900. 


HOME/OFFICE  FOR  SALE— Ranch 
with  beautiful  back  yard  and  pro- 
fessional wing  in  prime  Clifton  location 
bordering  three  towns,  near  highways, 
shopping  center  and  schools.  Tremen- 
dous growth  potential,  low  overheads. 
Call  201-471-4173. 

MEDICAL  OFFICE/HOME  FOR  SALE— 

Jersey  City.  Two  family  house  with  office 
in  prime  location.  Office  is  equipped  with 
x-ray,  fluoroscope  and  EKG.  Call 
201-435-7734. 

HOME/PRACTICE  FOR  SALE— Linden- 
Roselle  Area  Active  Dental  Practice.  30 
years,  2 operations;  Lab  on  professional 
row.  Suitable  for  any  profession. 
Dermatologist  needed  in  area  Reply  Box 
No.  203,  NEW  JERSEY  MEDICINE. 
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Medical 

Banking 


A full  range 
of  business 
and  personal 
financial  services 

United  Jersey’s  Medical  Banking  Group 
was  created  to  meet  the  needs  of  today’s 
medical,  dental  and  other  health  care  pro- 
fessionals. 

Our  lending  officers  provide 
expertise  and  counseling  in  all 
financial  services,  including: 

• Initial  practice 

• Equipment  financing 

• Expansion  and  relocation 

• Insurance 

• Investment  and  trust  services 

• Personal  Banking 

For  further  information,  contact: 

Norman  V.  Buttaci,  Vice  President 

(609)  987-3561 

or 

Richard  H.  Mady,  Vice  President 

(201)  646-5859 


(Member  F.D.I.C.) 

iO  United  Jersey 

The  fast-moving  bank® 

United  Jersey  is  a $5  8 billio.  ncial  services  organization  with  offices  throughout  New  Jersey. 


MARKETING 
MEDICAL 
SERVICES 
REQUIRES 
A SPECIALIST. 


A PROVEN 
TRACK  RECORD  OF 
SUCCESSFUL  MARKETING  FOR 
SOLO  AND  GROUP  PRACTICES, 
SINGLE  AND  MULTISPECIALTY 
GROUPS,  IMMEDIATE  CARE 
CENTERS,  AND  AMBULATORY 
SURGICAL  CENTERS. 

MARKET  ANALYSIS 
DIRECT  MAIL  • NEWSLETTERS 
BROCHURES  • ADVERTISING  • PUBLIC  RELATIONS 


Creative  Public  Relations 

211  Essex  Street 
Suite  405 

Hackensack.  New  Jersey  07601 

Call  for  a free  consultation  (201)342 9111 
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Do  Not  Substitute 


2 mg  5 mg  10  mg 


The  One  You  Know  Best 


Are  you  writing  only 
half  a prescription  for  it? 


Be  sure  to  write  a complete  prescription. 


Specify  “Dispense  as  written”  or  “Do  not  substitute”  or  “Medically  necessary.” 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Will  the  doctors  of  tomorrow 
have  the  drugs  of  tomorrow? 


t % 

if  HI 
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Only  if  manufacturers  of  brand-name  pharmaceuticals 
like  Roche  can  continue  to  develop  new  products  at  a 
time  when  making  them  available  is  both  unpredictable 
and  expensive. 

On  the  average,  only  one  in  10,000  promising  new  com- 
pounds is  ever  introduced  as  a new  product.  And  about 
$90  million  is  usually  spent  on  that  product  before  it’s 
available  for  your  prescription.  To  follow  up  on  discov- 
eries like  Valium®  (brand  of  diazepam/Roche),  Roche  is 
now  spending,  on  a worldwide  basis,  about  20  cents  of 
every  sales  dollar  in  up-front  drug  research  and  develop- 
ment. It’s  our  way  of  making  sure  that  tomorrow’s  drugs 
are  available  tomorrow. 

Copyright  © 1986  by  Roche  Products  Inc.  All  rights  reserved. 
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1 IALIUM, 

vdiazepam/Roche 


t 
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2-mg  5-mg  10-mg 


The  One  You  Know  Best 

The  cut  out  "V"  design  is  a registered  trademark  of  Roche  Products  Inc. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 
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The  Library 
Acquisitions 
Univ . of  California /■ 
SAN  FRANCISCO , CA 


Division--Ser ials . 

San  Francis. 
94143-0340  s 


E.  & W.  BLANKSTEEN 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 

ADMINISTRATORS 

THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

ENDORSED  PLANS  OF: 

LONG-TERM  INCOME  PROTECTION  PLAN 
MAJOR  MEDICAL 
OVERHEAD  EXPENSE 
HOSPITAL-MONEY 
HIGH  LIMIT  ACCIDENT 
TERM  LIFE 
KEOGH 


'k  k ★ 

ALSO  AVAILABLE  AKE 
NON-GROCJP  PROGRAMS  OF: 

HOMEOWNER’S 
OFFICE  PACKAGE 
LIFE 
IRA 

PENSION 


75  Montgomery  Street 

Jersey  City,  N,J0  07302 

(201)  333-4340  1 -(800)  BLANK  AG 


A concept  of  care 


IDS  is  a complex  disease,  assaulting  the  psyche  as  well  as  the 
ody.  The  Spellman  Center  for  the  Treatment  of  Persons  With 
IDS  treats  both.  A comprehensive  medical  facility,  Spellman  is 
evoted  to  the  care  of  those  suffering  from  Acquired  Immune 
eficiency  Syndrome. 

espect  for  individual  dignity  guides  the  Spellman  program, 
taffed  by  trained  personnel  dedicated  to  working  with 
IDS  patients,  the  Center  includes  family  and  friends  in  the 
lanagement  of  the  patient’s  health  crisis.  Spellman  also 
perates  a 24-hour  information  hotline  at  1 -800-433-AIDS. 

W criteria  on  admission  and  referrals,  please  contact  the 
ledical  Director,  at  1-212-307-0735.  Spellman  is  a division  of 
t.  Clare’s  Hospital  and  Health  Center,  designated  the  first 
IDS  treatment  center  by  New  York  State. 
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The  Spellman  Center 

for  the  Treatment  of  Persons  With  AIDS 

St.  Clare’s  Hospital  and  Health  Center 


415  W 51st  St 
New  York,  NY  10019 

An  Affiliate  of  New  York  Medical  College 


Medical  experts, 
providers  of  care 
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At  The  Money  Store,  we  believe  that  fast  moving, 
growth  oriented  businesses  should  be  supported 
when  expansion  requires  the  purchase  of  existing 
or  new  Real  Estate. 

That’s  just  one  of  the  reasons  why  we’ve  become 
the  nation’s  number  one  SBA  lender,  with  14  offices 
| nationwide,  and  are  acknowledged  as  the  long  term 
business  loan  specialists. 

We  make  loans  from  $50,000  to  $650,000  and 
can  provide  up  to  90%  loan  to  value  on  the 
purchase  of  existing  or  new  buildings. 

Because  our  loans  are  fully  amortized,  there  are  no 
balloon  payments,  no  re-applying  to  the  lender,  no 
more  extra  points. 

We  qualify  loans  faster  and  process  the  paper  work 
quicker,  that  way  you  can  carry  on  expanding  your 
business. 

To  discuss  or  get  more  information  on  commercial 
Real  Estate  loans  call  a loan  officer  at  The  Money 


Store  today. 


(201)  686-2000 

THE  MONEY  STORE 

INVESTMENT  COBP 

The  long-term  business  loan' specialists 


"THE  SUNCATCHER" 


Stained  glass  elegance 


Handcrafted  of  flashed  glass  and  solid  brass, 
measuring  10"  in  diameter.  Available  on  clear  or 
opaque  background  with  detailing  in  your 
choice  of  blue,  rose,  smoke  grey,  or  brown. 

Available  for  $90 


Another  Exclusive  From 


Please  enclose  check  or  money  order  with  your  com- 
pleted order  form  and  mail  to  CADUCEUS  COLLEC- 
TION, PO  BOX  922,  30  Locust  Street  Norwich,  NY  13815. 


Name: 


Address: 


City: 

Background 


State: Zip: 


Detail 

Color  Qty.  x 

x 

x 

X 


$90  Total 

$90  

$90  

$90  


Subtotal  $ 


(NY  State  residents  please  add 

7%  sales  tax)  $ 

Total  $ 


Please  specify  background  (clear  or  opaque)  and 
detail  color.  Please  allow  4-6  weeks  for  delivery. 
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On  The  Cover:  If  used  by  auto- 
mobile riders,  restraint  systems — 
seat  belts  and  air  bags — would  re- 
duce the  number  of  injuries  and 
deaths  from  motor  vehicle  acci- 
dents. Cover:  William  Harmuth. 


This  is  the  equipment  that  medical  experts  described  as 

. . THE  MOST  IMPORTANT  SURGICAL  INSTRUMENT 
STERILIZER  EVER  INVENTED.  . 


The  STER-O-LIZER  MD-200  sterilizes  all 
types  of  surgical  instruments,  disposables  and 
non-disposables,  in  2 minutes,  and  without 
gas,  heat  or  chemicals. 

The  instruments  can  be  used  immediately 
upon  sterilization  - no  waiting! 


How  the  STER-O-LIZER  MD-200  works: 

It  is  a cold  sterilizer.  It  uses  distilled  water  and 
chemically  pure  salt  (NaCI)  tablets  provided. 

When  this  light  brine  solution  comes  in 
contact  with  the  multi-patented  anodes,  it  is 
converted  into  ozone,  nascent  chlorine  and 
their  respective  free  radicals. 

Working  synergistically,  they  are  the  most 
powerful  germicidal  agents  known! 


The  STER-O-LIZER  MD-200  has  been  advertised  in  all  major  medical  journals  of  the  world.  It  has  also  been 
exhibited  in  many  national  and  international  medical  conventions. 

Not  only  does  it  sterilize  instruments,  but  its  solution  is  used  to  wash/sterilize  hands,  poured  on  open  cuts, 
wounds  and  burns  without  the  slightest  burning  sensation  to  patients.  Dentists  are  using  it  to  eliminate  plaque 
and  to  cure  gingivitis. 


HERE  IS  A VERY  SPECIAL  OFFER!  100  UNITS  TO  BE  GIVEN  AWAY  FOR  TESTING! 


The  regular  cash  price  is  $4,900.  It  leases  at  $1 50  a month.  We  are  making  1 00  units  available,  eventually  free  of 
charge,  as  follows;  Upon  receipt  of  your  check  for  $3,500  we  will  ship  you  a unit.  You  can  use  it  as  heavily  as 
possible  for  12  months.  Then  we  will  send  you  our  questionnaire  for  you  to  complete.  Upon  completion,  we  will 
send  you  back  your  $3,500  and  you  get  to  keep  the  unit  with  our  compliments! 

The  1 00  units  will  be  placed  on  a selective  basis  only  to  meet  our  needs.  In  cases  of  overlapping,  we  will  return  the  check. 
Fill  out  the  coupon  below  and  send  it  along  with  your  $3,500  check. 

I accept  your  offer. 

Enclosed  find  my  check  for  $3,500  for  one  STER-O-LIZER  MD-200. 
Name  of  Doctor  or  Institution 


Address  _ 

City State ZIP 

Phone  Specialty 

Hospital  affiliation 

Graduate  of  Year  — 

Send  to: 

STER-O-LIZER  MANUFACTURING  CORPORATION 
P.O.  Box  27488,  Salt  Lake  City,  Utah  84127 


r 

i 

i 

Manufactured  in  the  United  States  of  America  by:  I 

STER-O-LIZER® 

MANUFACTURING  CORPORATION  j 

Mailing  Address:  P.O.  Box  27488  i 

Salt  Lake  City,  Utah  841 27  U.S.A.  i 

Offices:  375  West  400  North  \ 

Salt  Lake  City,  Utah  84103  U.S.A.  ! 

Telephone:  (801)  532-5600 
Telex:  453048  SMC  SLC 
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PHYSICIAN  RESPONSIBILITY 

Each  physician  treating  any  person  16  years  of  age 
or  older  for  recurrent  convulsive  seizures  or  for  recur- 
rent periods  of  unconsciousness  or  for  impairment  or 
loss  of  motor  coordination  due  to  conditions  such  as, 
but  not  limited  to,  epilepsy  in  any  of  its  forms,  when 
such  conditions  persist  or  recur  despite  medical  treat- 
ments, shall,  within  24  hours  after  determination  of 
such  fact,  report  the  same  to  the  director  of  the  Divi- 
sion of  Motor  Vehicles.  The  director,  in  consultation 
with  the  State  Commissioner  of  Health,  shall  prescribe 
and  furnish  the  forms  on  which  such  reports  shall  be 
made. 

GOVERNMENT-MANDATED  PEER  REVIEW  AND 
THE  PRACTICING  PHYSICIAN 

Government-mandated  peer  review  systems  were 
initiated  because  state  and  federal  monies  being  spent 
for  health  care  reached  dramatic  proportions.  The 
question  of  medically  necessary  utilization  became 
more  significant  once  the  government  addressed  the 
issue  of  price  control  or,  if  you  will,  rate  setting. 

While  many  physicians  would  like  to  see  programs 
such  as  PRO  repealed,  it  is  clear  that  for  the  foreseeable 
future,  no  relief  is  in  sight.  The  situation  is  even  more 
extreme  in  New  Jersey,  since  review  is  required  for  all 
patients— not  just  Medicare. 

The  Peer  Review  Oversight  Committee  of  the  Medical 
Society  of  New  Jersey  meets  regularly  with  state  and 
federal  reviewers.  At  those  meetings,  quality  of  care, 
compassion,  and  professionalism  are  the  asserted 
goals.  The  interface  has  brought  about  a certain 
understanding.  Some  things  have  been  moderated. 
Other  problems  continue  to  evade  solution. 

Medical  necessity  denials,  i.e.  admission  denials,  ter- 
mination of  benefits,  and  carve-outs,  present  frus- 
tration and  annoyance  to  the  medical  community. 
Even  worse,  a defined  number  within  a given  period 
can  lead  to  sanctions.  Likewise,  PRO  may  revoke  a 
quality  sanction  if  the  treatment  did  not  measure  up 
to  its  adopted  criteria. 

The  Committee  has  concluded  that  there  are  ways 
to  function  in  the  system— as  bad  as  it  may  be.  Chart 
documentation  is  critical.  It  is  how  and  what  you  have 
recorded  as  opposed  to  what  was  done  and  what  hap- 
pened. Your  attitude  in  pointing  out  certain  facts  to 
reviewers,  and  your  demonstration  of  logic  almost 


always  can  produce  a favorable  determination  if  your 
actions  were  medically  reasonable.  Likewise,  quality 
issues  often  can  be  resolved  by  taking  a friendly,  educa- 
tional approach  (i.e.  “. . . while  I can  understand  your 
position,  my  clinical  observation  and  impression  of  the 

patient  led  me  to  conclude  that was  necessary.  My 

decision,  therefore,  was  guided  by  medical  judgment 
of  the  patient’s  condition.”) 

Please  remember:  the  physician  reviewers  have  not 
examined  the  patient,  and  they  possibly  have  not  re- 
viewed the  chart  at  the  time  they  make  their  initial 
determination. 

The  Committee  hopes  the  above  information  will  be 
useful  to  the  membership  and  more  importantly,  to  the 
patients  being  treated  in  our  hospitals. 

WHAT’S  HAPPENING  TO  THE  IMAGE  OF  DOCTORS 
AND  LAWYERS 

Surveys  conducted  and  analyzed  by  sociologists  have 
shown  that  doctors  always  score  near  the  top  of  pres- 
tige scales  in  this  country. 

Why?  Doctors  earn  high  incomes  and  have  impor- 
tant life  and  death  decision-making  power,  of  course. 
But,  rock  stars  earn  high  incomes,  and  airplane  me- 
chanics make  life  and  death  decisions — yet  neither  of 
these  groups  enjoys  this  same  type  of  prestige.  What 
has  traditionally  set  doctors  apart,  it  seems,  is  that  as 
professionals,  they  are  seen  as  operating  under  the 
rule  of  a higher  calling,  not  explicitly  working  just  for 
money  like  the  rest  of  us,  but  seeking  first  and  fore- 
most to  save  lives  and  serve  the  needs  of  their  patients. 

Some  of  this  is  changing,  of  course.  Doctors,  like 
other  professionals,  are  increasingly  moving  to  the 
point  where  they  are  perceived  as  being  as  responsive 
to  competitive  money  pressures  as  any  other  busi- 
nessman. 

Given  this  fact,  it  would  not  surprise  us  to  find  that 
the  high  prestige  levels  enjoyed  by  physicians  might 
be  slipping. 

WARNING— SEASHORE  PROPERTY  OWNERS 

Fergus  J.  Wood,  a retired  government  meteorologist,  i 
has  a dilemma.  Scientific  evidence  indicates  that 
severe  tides  could  rise  up  next  New  Year’s  Eve  and 
wreak  havoc  along  low-lying  coastal  areas  and,  if  they 
hit  without  warning,  take  a heavy  toll.  A former  Na- 
tional Ocean  Survey  Official,  has  written  a book  on 
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! tidal  movements  based  on  the  relative  positions  of  the 
Earth,  moon,  and  sun — a major  factor  in  the  ebb  and 
tlow  of  the  Earth’s  oceans.  The  next  date  when  the 
oceans  are  most  likely  to  surge,  he  says,  is  December 
31. 

Projections  are  based  on  solar-lunar  positions  that 
are  so  stable  that  they  can  be  predicted  for  decades  in 
advance. 

Experts  agree  that  when  two  celestial  events  occur 
about  the  same  time,  tides  around  the  world  rise  high- 
er and  more  swiftly  and,  if  combined  by  heavy  onshore 
winds,  can  cause  severe  damage.  The  two  events  are 
perigee  and  syzygy.  In  layman’s  language,  perigee  is  the 
point  when  the  moon  in  its  irregular  orbit  most  closely 
approaches  Earth,  increasing  its  gravitational  power 
over  tidal  movements  by  its  proximity.  Syzygy  refers  to 
the  near-alignment  of  the  sun,  moon,  and  Earth,  which 
is  an  event  that  also  increases  the  lunar-solar  impact 
on  the  Earth's  tides. 

When  those  two  events  occur  within  hours  or  even 
within  days  of  each  other,  record  tidal  surges  occur. 

The  word  proxigee  defines  the  coinciding  of  the  two 
events,  and  charted  occurrences  back  to  the  ninth  cen- 
tury, document  historical  evidence  of  coastal  flooding 
coinciding  with  the  proxigean  tides.  Such  events,  in 
greatly  vaiying  degrees,  occur  at  intervals  of  roughly 
IV2  years. 

A three-day  storm  that  occurred  March  5-7,  1962, 
along  the  Atlantic  coast  with  70  m.p.h.  winds  coincided 
with  the  high,  strong  tides  resulting  from  near-concur- 
rence of  perigee-syzygy.  The  storm  caused  coastal  prop- 


erty damage  from  South  Carolina  to  Maine  that 
reached  $500  million  and  killed  40  people.  The  same 
conditions  of  perigee  and  syzygy  that  existed  in  March 
1962  will  recur  during  the  three  days  around  New 
Year’s  Eve. 

What  cannot  be  predicted  is  whether  the  strong 
steady  onshore  winds— the  trigger — also  will  be  pres- 
ent. Without  it,  the  proxigean  tides  could  just  be  gentle 
giants,  lapping  higher  on  the  shoreline,  possibly  caus- 
ing little  more  than  some  minor  flooding.  Because  the 
New  Year’s  Eve  event  so  nearly  matches  the  1962  prox- 
igean tide  levels,  Mr.  Wood  hopes  that  coastal  residents 
will  be  alert  to  the  potential  dangers  of  flooding. 

SI X PHASES  OF  A PROJECT 

There  are  six  phases  of  a project: 

• Enthusiasm 

• Disillusionment 

• Panic 

• Search  for  guilty 

• Punishment  of  the  innocent 

• Praise  and  honor  for  the  nonparticipants 

FINI 

May  those  we  love— love  us. 

For  those  that  don’t  love  us, 

May  God  turn  their  hearts. 

If  he  doesn’t  turn  their  hearts. 

May  he  turn  their  ankles, 

So  we  will  know  them  by  their  limping. 
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Obviously  the  prognosis 
s excellent. 
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re  one  of  the  fastest-growing  prepaid  healthcare  plans.  And  our 
tors’  practices  keep  growing  with  us.  But  don’t  take  our  word  for 
>ecause  many  of  our  doctors  will  be  glad  to  give  you  a second  nr 

Ifiion.  Call  and  we’ll  make  all  the  arrangements.  1-800-624-1795  HEALTnO^uNt 
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PROFESSIONAL  LIABILITY 
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Winning  and  Losing 
in  Court 


AMA  and  the  Supreme  Court; 
AMA  Council  on  Ethical  and 
Judicial  Affairs;  Why 
Patients  Sue;  Capping 
Noneconomic  Damages 


AMA  AND  THE  SUPREME  COURT 

An  important  part  of  the  role  of  the  American  Medi- 
cal Association’s  (AMA)  Office  of  the  General  Counsel 
(OGC)  is  to  protect  physician  and  patient  interests  in 
the  courts,  particularly  the  United  States  Supreme 
Court.  This  past  year  the  AMA  was  involved  as  a direct 
party,  or  as  a friend  of  the  court,  in  six  Supreme  Court 
cases: 

1.  In  Otis  R.  Bowen,  Secretary  of  Health  and 
Human  Services , Petitioner  v American  Hospital  As- 
sociation et  al.  (the  “Baby  Doe”  case),  the  Court  at  our 
urging  strongly  reaffirmed  the  importance  of  parental, 
physician,  and  community  involvement — as  opposed 
to  heavy-handed  federal  intervention— in  the  difficult 
decisions  regarding  treatment  of  severely  impaired  in- 
fants. The  government  had  issued  regulations  which 
set  up  an  elaborate  mechanism  in  hospitals  to  gener- 
ate reports  about  discrimination  against  handicapped 
infants,  including  “hot  lines,”  intimidating  notices,  on- 
site investigations,  and  patient  and  hospital  records 
production.  The  Court  found  no  evidence  of  any  dis- 
crimination and  struck  down  the  regulations.  The 
Court  concluded  with  the  finding  that  Section  504  of 
the  Rehabilitation  Act  “does  not  authorize  the  Sec- 
retary to  give  unsolicited  advice  either  to  parents,  to 
hospitals,  or  to  state  officials  who  are  faced  with  dif- 
ficult treatment  decisions  concerning  handicapped 
children.” 

2.  The  Court  ruled  against  an  association  of  den- 
tists in  FTC  v Indiana  Federation  of  Dentists,  who 
mistakenly  believed  that  by  simply  declaring  them- 
selves a union  they  could  avoid  the  antitrust  laws  and 
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collectively  refuse  to  comply  with  insurance  company 
cost-containment  programs.  However,  in  accordance 
with  views  we  expressed,  the  Court  did  not  foreclose 
appropriate  consideration  of  ethical  and  quality  of  care 
considerations  in  federal  antitrust  actions. 

3.  We  expressed  no  opinion  with  regard  to  the 
underlying  merits  of  the  abortion  controversy  in 
Thornburgh  et  al.  v American  College  oj Obstetricians 
and  Gynecologists,  Pennsylvania  Section,  et  al,  but 
we  did  inform  the  Court  in  that  case  of  the  nature  and 
importance  of  the  physician/patient  relationship  in  all 
medical  treatment  matters.  The  Pennsylvania  statute 
at  issue  placed  substantial,  nonmedical  informational, 
reporting,  and  treatment  burdens  on  physicians,  even 
in  cases  where  pregnancy  endangered  the  life  of  the 
woman.  The  Court  struck  down  the  statute  concluding 
that:  “All  this  is,  or  comes  close  to  being,  state  medicine 
imposed  upon  the  woman,  not  the  professional  medi- 
cal guidance  she  seeks,  and  it  officially  structures — as 
it  obviously  was  intended  to  do— the  dialogue  between 
the  woman  and  her  physician." 

Taken  together.  Baby  Doe  and  Thornburgh  make 
clear  that  efforts  by  the  federal  government  or  state 
legislatures  to  dictate  sensitive  medical  treatment  de- 
cisions will  be  scrutinized  carefully  by  the  courts. 

4.  In  Secretary  oj  Health  and  Human  Services 
(HHS)  v Michigan  Academy  oj  Family  Physicians  we 
successfully  argued,  together  with  the  Michigan 
Academy  of  Family  Physicians,  that  patients  and  phy- 
sicians have  the  right  to  judicial  review  of  Health  and 
Human  Services  (HHS)  regulations  affecting  the 
method  of  determining  reimbursement  payable  under 
Part  B of  Medicare.  This  decision  could  become  ex- 
tremely important  as  HHS  begins  implementation  of 
new  approaches  to  physician  reimbursement. 

5.  Our  fifth  case  in  the  Supreme  Court,  United 
States  of  America  v the  American  College  of  Physi- 
cians, involved  the  tax  status  of  advertising  revenues 
from  clinical  and  educational  journals  published  by 
medical  associations.  The  College  of  Physicians,  which 
was  the  principal  party  in  the  case,  the  Massachusetts 
Medical  Society,  and  the  AMA  argued  that  the  medical 
advertisements  in  medical  journals  published  by  tax- 
exempt  medical  societies  are  “related”  to  their  tax- 
exempt  purpose  and  therefore  not  subject  to  taxation. 
Although  the  Court  ruled  against  our  position,  the 
Chief  Justice  wrote  a concurring  opinion  recommend- 
ing that  legislation  be  passed  to  give  medical  societies 
a tax  exemption  for  those  revenues  in  order  to  promote 
their  important  educational  and  quality  assurance 
purposes. 

6.  The  sixth  Supreme  Court  case  in  which  the  AMA 
was  involved— as  co-amici  with  the  AFDCIO,  the 
Chamber  of  Commerce,  the  NAACP,  and  the  Sierra 
Club— raised  the  fundamental  issue  of  an  associa- 
tion’s right  to  represent  its  members  in  the  courts.  The 
Justice  Department  in  International  Union,  United 
Automobile,  Aerospace  and  Agricultural  Implement 
Workers  of  America,  et  al.  v William  E.  Brock.  Sec- 
retary of  Labor  attacked  the  doctrine  of  association 
standing,  and  we  intervened  with  other  associations 

*This  column,  from  the  Department  of  Professional  Liability 
Control.  MSNJ.  was  prepared  by  James  E.  George.  M.D..  J.D.. 
and  A Ronald  Rouse,  who  are  respectively.  Director  of  the 
Department  and  Director  of  Special  Projects. 
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Suits 


Figure — The  lawsuit  pie. 


to  defend  it.  The  Court  adopted  our  arguments  and 
reaffirmed  the  importance  of  permitting  associations 
to  represent  their  members  in  the  courts.  The  Court 
found  that  the  Justice  Department  had  failed  “to  rec- 
ognize the  special  features,  advantageous  both  to  the 
individuals  represented  and  to  the  judicial  system  as 

a whole,  that  distinguish  suits  by  associations ” 

The  Court  stated  that  “besides  financial  resources,  or- 
ganizations often  have  specialized  expertise  and  re- 
search resources  relating  to  the  subject  matter  of  the 
lawsuit  that  individual  plaintiffs  lack”  and  that  “the 
primary  reason  people  join  an  association  often  is  to 
create  an  effective  vehicle  for  vindicating  interests  that 
they  share  with  others.”  We  hope  and  believe  that  the 
six  cases  in  which  the  AMA  was  involved  in  this  term 
of  the  Court  amply  justify  these  findings  by  the  Court. 
(Kirk  B.  Johnson,  J.D.,  General  Counsel,  AMA,  The 
Citation  53:6-7,  1986) 

OPINION  OF  THE  AMA  COUNCIL  ON  ETHICAL  AND 
JUDICIAL  AFFAIRS 

The  AMA  Council  on  Ethical  and  Judicial  Affairs 
presented  the  following  opinion  to  the  AMA  House  of 
Delegates  at  its  1986  Annual  Meeting  for  the  infor- 
mation of  the  delegates: 

Medical  Testimony.  As  a citizen  and  as  a pro- 
fessional with  special  training  and  experience,  the 
physician  has  an  ethical  obligation  to  assist  in  the 
administration  of  justice.  If  a patient  who  has  a legal 
claim  requests  his  physician’s  assistance,  the  phy- 
sician should  furnish  medical  evidence,  with  the  pa- 
tient’s consent,  in  order  to  secure  the  patient’s  legal 
rights. 

The  medical  witness  must  not  become  an  advocate 
or  a partisan  in  the  legal  proceeding.  The  medical  wit- 
ness should  be  adequately  prepared  and  should  testify 
honestly  and  truthfully.  The  attorney  for  the  party  who 
calls  the  physician  as  a witness  should  be  informed  of 


all  favorable  and  unfavorable  information  developed  by 
the  physician’s  evaluation  of  the  case.  It  is  unethical 
for  a physician  to  accept  compensation  that  is  con- 
tingent upon  the  outcome  of  litigation.  ( The  Citation 
53:7,  1986) 

LAWYERS  TELL  WHAT  TURNS  SOME  PATIENTS 
LITIGIOUS 

The  State  Volunteer  Mutual  Insurance  Company  of 
Tennessee  recently  asked  defense  attorneys  to  prepare 
a summary  of  malpractice  cases  they  handled  and  to 
identify  the  single  most  important  event,  precipitating 
the  filing  of  a malpractice  suit.  The  majority  of  the 
cases  were  caused  by  physician  attitude  and  com- 
munication failures.  The  “Lawsuit  Pie”  indicates  areas 
which  encouraged  patients  to  initiate  a claim  (Figure). 
(Medical  Malpractice  Prevention  July /August  1986) 

HUGE  NEW  YORK  AWARD  PROMPTS  CALL  FOR 
CAP  ON  NONECONOMIC  DAMAGES 

A $65  million  dollar  award  by  a state  court  jury 
against  the  New  York  City  Health  and  Hospitals  Cor- 
poration to  a 56-year-old  woman  who  developed  an 
infection  that  cost  her  most  of  her  intestine  because 
her  condition  allegedly  was  misdiagnosed  at  Lincoln 
Hospital  Medical  Center  in  the  Bronx  will  be  appealed. 
Of  the  total  award,  $58  million  was  for  pain  and  suffer- 
ing. 

The  award  prompted  the  defense  for  the  city  to  call 
the  award  punishing— one  which  will  “add  fuel  to  the 
fire  over  caps,  cuts  and  contingency  fees”  in  the  state. 

The  award  prompted  the  New  York  Times  in  a July 
24th  editorial  to  suggest  that  “the  best  lottery  in  town 
takes  place  in  the  courtroom.”  The  newspaper 
proposed  “cooling  lottery  fever”  in  malpractice  suits  by 
capping  pain  and  suffering  awards  at  a few  hundred 
thousand  dollars.  ( Medical  Liability  Monitor  11:8, 
1986) 
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Extraordinary  cars 
deserve  an 
extraordinary  dealer. 


As  you  prepare  to  purchase  the  automobile 
that  will  take  you  to  the  head  of  the  class, 
come  to  the  one  authorized  dealership 
thafs  by  far  in  a class  by  itself — Coast 
Imported  Car  Corp.  the  out-of-the-ordinary 
dealership.  Encompassing  over  28,000  square  feet  of  pure  style, 
technology  and  incomparable  service. 


Our  full  selection  of  Mercedes-Benz,  Porsche  and  Audi  automobiles 
at  our  five  acre  facility  is  unsurpassed  by  any  other  dealer  in  the  tri- 
state area.  Our  sales  and  leasing  staff  are  without  equal.  And  once 
you  purchase  a car  from  Coast,  the  care  and  dedication  your 
automobile  receives  from  our  factory-trained  service  technicians  is 
unmatched. 


No  detail  is  too  small  or  too  unimportant  to  be  overlooked.  From  our 
unique  pick-up  and  delivery  service,  to  our  loaner  car  program. 
Service  that  goes  beyond  the  ordinary  is  the  only  kind  of  service 
you'll  get.  The  reason — Coast  will  never  accept  anything  less  than 
total  customer  satisfaction. 

So  ifs  no  wonder  that  demanding  individuals  who  have  searched 
for  memorable  motorcars  and  meticulous  service,  will  settle  for  no 
other  dealership  than  Coast.  The  Mercedes-Benz,  Porsche,  Audi 
dealer  thafs  extraordinarily  out  of  the  ordinary. 


IMPORTED  CAR  CORP 


247  Route  37  East,  Toms  River,  New  Jersey  08753 

(one  mile  east  ot  Garden  State  Parkway,  exit  82) 

201  • 349-6900 


Authorized  Dealer  Mercedes-Benz,  Porsche,  Audi 
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Automobile  Accidents— 
Seat  Belts  and  Air  Bags 


James  D.  Foster,  m.p.a.,  Inderjit  S.  Thind,  m.d.,  Judson  Fuller,  Donald  B.  Louria,  m.d.,  Newark* 


In  March  1985 , New  Jersey  became  the  second  state  to  adopt  a 
mandatory  seat  restraint  law.  This  article  discusses  the 
effectiveness  of  restraints  and  the  implications  of  the  law. 


There  are  three  major  risk  factors 
involved  in  the  occurrence  or 
consequences  of  automobile  ac- 
cidents: speed,  driving  while  intoxicated,  and  lack  of 
restraints.  This  article  deals  with  the  use  and  impact 
of  restraint  systems  on  accident-related  injury  and 
death.  Following  a review  of  the  relevant  data,  a series 
of  specific  recommendations  will  be  made  which  if 
followed  would  reduce  the  number  of  injuries  and 
deaths  and  alleviate  the  awesome  financial  and  per- 
sonal burden  on  individuals  and  society. 

BACKGROUND 

Each  year  more  than  50,000  persons  die  and  about 
500,000  persons  suffer  severe  injuries  from  motor  ve- 
hicle accidents.  Most  injuries  or  deaths  occur  when 
vehicle  occupants  are  smashed  against  the  vehicle  in- 
terior, or  are  ejected  from  the  ear.  The  economic  loss 
from  motor  vehicle  accidents  was  estimated  to  have 
been  $57.2  billion  in  1980  (Table  1).  Of  this  total,  ap- 
proximately $21  billion  resulted  from  property  dam- 
age, 14.2  billion  was  due  to  lost  productivity,  $3.3  bil- 
lion was  due  to  medical  costs,  and  $18.7  billion  result- 
ed from  insurance,  legal  and  court  costs,  medical  ex- 
penses, and  administrative  costs  of  public  assistance 
programs.  The  accidents  in  1980  resulted  in  the  death 
or  injury  of  about  4 million  persons  and  damaged  near- 
ly 8 million  vehicles.  The  largest  amount  of  societal  loss 
was  associated  with  the  lost  productive  contribution 


of  persons  who  died  in  motor  vehicle  accidents  (Table 
2).  The  medical  costs  associated  with  fatalities  account 
for  only  2 percent  of  total  medical  costs.  However, 
serious  injuries  (Abbreviated  Injury  Scale  (AIS  2-5)) 
which  often  result  in  long-term  disabilities  make  up 
only  1 percent  of  the  total  injuries,  but  account  for  40 
percent  of  the  total  medical  costs.  Motor  vehicle  acci- 
dents also  affect  federal,  state,  and  local  government 
budgets  through  tax  loss,  public  assistance  programs, 
and  the  cost  of  government  programs  related  to  motor 
vehicle  safety.  Such  expenditures  cost  the  federal  gov- 
ernment about  $7.5  billion  per  year  and  state  and  local 
governments  another  $3.4  billion  annually.  The  dis- 
tribution of  fatalities  and  AIS  2-5  injuries  resulting 
from  passenger  ears  and  light  trucks  are  included  in 
Table  3.  Approximately  25  percent  of  deaths  and  in- 
juries (AIS  2-5)  result  from  accidents  involving  light 
trucks. 

Infants  riding  in  motor  vehicles  have  an  extremely 
high  death  rate  as  compared  to  older  children.  A recent 
study  found  that  the  occupant  death  rate  for  infants 
under  age  six  months  is  three  times  as  great  as  the 
rate  for  children  aged  6 to  12  years.  Children  under 
age  4,  who  are  occupants  in  passenger  cars,  suffer 
about  700  deaths  each  year.  Of  these  700  deaths,  about 

*From  the  Department  of  Preventive  Medicine  and  Communi 
ty  Health.  (Dr.  Thind  died  last  year.)  Correspondence  may  be 
addressed  to  Dr.  Louria,  IJMDNJ-New  Jersey  Medical  School, 
100  Bergen  Street,  Newark,  NJ  07103. 


VOL.  83— NUMBER  11— NOVEMBER  1986 


715 


TABLE  1 

Summary  of  Societal  Costs  of  Motor  Vehicle  Accidents* 


Uninvolved 

Property 

Damage 

Only 

1 

Injury  Level 
2 3 

(AIS) 

4 

5 

Fatality 

Total 

Medical 

Costs 

543 

622 

631 

335 

1,125 

70 

3,326 

Produc- 

tivity 

Losses 

319 

251 

313 

451 

801 

12,102 

14,237 

Property 

Loss 

16,984 

2,656 

612 

424 

100 

33 

174 

20,983 

Other 

Losses 

7,050 

4,127 

3,933 

590 

684 

640 

245 

1,384 

18,653 

Total 

7,050 

21,111 

7.451 

2,075 

2,052 

1,526 

2,204 

13,730 

57,199 

1.  All  costs  given  in  millions  as  of  1980. 

2.  Government  costs  are  not  included  in  this  Table  as  they  are  not  additive  with  the  other  cost  categories. 

3.  Injuiy  level  represents  the  maximum  AIS  level  survivors.  All  fatalities  are  shown  in  the  fatality  categoiy,  no  matter 
what  the  injury  level  prior  to  death. 

4.  The  uninvolved  category  represents  costs  bom  by  owners  of  all  motor  vehicles  which  are  not  involved  in  an  accident. 
*U.S.  Department  of  Transportation,  National  Highway  Traffic  Safety  Administration,  The  Economic  Cost  to  Society  of 
Motor  Vehicle  Accidents,  1982. 


200  occur  among  occupants  under  1 year  of  age  in- 
dicating that  this  age  group  suffers  an  extremely  high 
death  rate. 

Infant  deaths  usually  result  when  infants  are  un- 
restrained in  the  front  seat  or  are  held  in  someone’s 
arms.  Children  sitting  in  an  adult’s  lap  (usually  in  the 
front  seat)  are  very  susceptible  to  injuiy  and  death 
because  they  are  crushed  between  the  adults  and  un- 
yielding interior  structures.  Recently,  only  about  20 
percent  of  children  under  age  five  were  protected  by 
an  acceptable  child  restraint  device.  It  is  estimated 
that  if  all  children  were  protected  by  a child  safety 
device  about  half  the  serious  injuries  and  fatalities 
could  be  prevented. 

AUTOMOBILE  SPEED  AND  ITS  IMPACT 
ON  ACCIDENTS 

A 55-mile  speed  limit,  set  in  1974  under  the  Emer- 
gency Highway  Energy  Conservation  Act,  was  a tempo- 
raiy  measure;  the  speed  limit  became  permanent  in 
1975  through  the  Federal  Aid  Highway  Amendments 
of  1974.  This  reduction  in  the  speed  limit  nationally 
has  resulted  in  a reduced  number  of  deaths  from  auto- 
mobile crashes  over  the  years.  The  reduced  speed  limit 
also  has  been  instrumental  in  the  saving  of  approx- 
imately 2.6  billion  gallons  of  gasoline  per  year  since 
cars  use  15.6  to  33.9  percent  less  gas  at  55  miles  speed 
than  at  70  miles  per  hour.  In  addition,  lower  speed 
limits  reduce  brake,  drum,  and  tire  wear  as  well  as 
extend  engine  life  by  about  20  percent.  Engine  main- 
tenance costs  also  are  reduced  by  about  $800  per  ve- 
hicle annually. 

DRIVING  UNDER  THE  INFLUENCE  OF  ALCOHOL 

Alcohol  impairs  driving  ability  and  is  the  most  im- 
portant single  cause  of  road  traffic  accidents.  Alcohol 
is  a major  contributing  factor  in  over  one-third  of  all 
road  fatalities  and  in  one-quarter  of  nonfatal  injuries. 
The  major  countermeasure  to  the  problem  of  alcohol 
on  the  road  has  been  legislative.  Recent  laws  have  at- 


tempted to  eliminate  the  drinking  driver  from  the  road 
by  introduction  of  compulsory  breath  analyzer  tests 
and  compulsory  blood  alcohol  estimation  in  road  ca- 
sualties. Such  measures  have  provided  incontrovert- 
ible evidence  on  the  magnitude  of  the  problem  on  the 
road  in  the  United  States.  Recent  laws  have  increased 
markedly  the  penalties  for  drunken  driving. 

SEAT  BELTS 

Data  in  Table  4 show  the  relative  effectiveness  in 
reducing  serious  (AIS  2-5)  injuries  and  mortality  by 
the  use  of  automatic  and  manual  seat  belts.  Data  from 
four  test  states  clearly  show  that  manual  belts  pro- 
vided better  protection  than  automatic  belts  (Table  5). 

Effectiveness  is  calculated  against  unrestrained  oc-  j 
cupants  who  were  considered  to  have  no  protection. 
The  effectiveness  data  were  not  corrected  for  severity 
of  the  crash. 

These  data  refer  mostly  to  a comparison  between  a 

2 point  automatic  belt  system  (a  2 point  belt  with  a 
knee  bolster)  and  a manual  belt  system  (3  point  lap-  j 
shoulder  belt).  But  even  the  3 point  automatic  belt 
system  did  not  have  better  effectiveness  compared  to 

3 point  manual  belts.  No  single  system  is  totally  effec- 
tive; a combination  of  shoulder  belt  and  air  bag  system 
should  provide  the  most  protection.  However,  the  ad- 
dition of  air  bags  to  the  3 point  safety  belt  is  likely  to 
increase  the  safety  margin  by  a very  small  magnitude 
compared  to  the  3 point  safety  belt  alone. 

A survey  of  daytime  manual  belt  use  by  drivers  in 
19  U.S.  cities  indicated  usage  ranged  from  11  to  17 
percent.  Automatic  seat  belt  use  in  new  cars  is  esti- 
mated to  be  80  percent.  However,  automatic  seat  belts 
are  purchased  as  an  option  and  thus  their  use  may 
be  high  because  of  driver  preselection.  Since  these 
belts  are  interlocked  with  the  ignition  so  that  the  car 
cannot  be  started  without  the  belts  being  in  place,  a 
high  usage  rate  is  assured.  Laws  cannot  mandate  such 
interlocking;  therefore,  future  use  probably  will  be  less 
or  totally  by  choice.  Given  the  uncertain  public  accep- 
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TABLE  2 

Summary  of  Unit  Societal  Cost s of  Motor  Vehicle  Accidents* 

Per  Un- 
involved Per  Vehicle 


Motorists 

Damage** 

Per  Person 

Injured  or  Killed 

Uninvolved 

Property 

Damage 

Only 

1 

2 

3 

4 

5 

Fatality 

Medical 

Costs 

166 

1,377 

3.153 

9,598 

97,023 

1,370 

Produc- 

ivity 

Losses 

98 

555 

1,567 

12,931 

69,030 

236,865 

Property 

Damaged 

379 

811 

1,354 

2,120 

2,865 

2,845 

3,406 

Legal 

Court 

8 

532 

583 

2,668 

5,147 

7,864 

13,394 

Coroner 

Medical 

Examiner 

168 

Emergency 

Costs 

6 

61 

1 14 

127 

201 

252 

290 

Insurance 

Expenses 

59 

77 

534 

534 

534 

12,523 

12,523 

12,523 

Public 

Assistance 

Admin. 

4 

4 

16 

398 

399 

576 

Government 

Programs 

1 

70 

71 

75 

66 

74 

135 

Total 

59 

471 

2,276 

4,592 

10,620 

43,729 

19,001 

268,727 

1.  All  costs  given  in  1980. 

2.  The  values  shown  are  average  costs  assuming  they  apply  to  all  victims.  Some  victims  do  not  receive  insurance  benefits, 
so  the  unit  insurance  cost  considering  only  those  covered  would  be  greater  than  shown. 

*U.S.  Department  of  Transportation,  National  Highway  Traffic  Safety  Administration,  The  Economic  Cost  to  Society  of 
Motor  Vehicle  Accidents,  1982. 

**For  analytical  convenience  the  values  in  this  column  are  referenced  to  the  44,783,000  property-damage-only-accidents, 
which  included  both  reported  and  unreported  PDO  accidents.  Some  of  these  categories  are  actually  costs  only  for  reported 
accidents. 


tance  of  the  automatic  seat  belt,  estimates  of  auto- 
matic belt  use,  if  all  ears  were  so  equipped,  range  be- 
tween 20  and  70  percent,  especially  with  the  de- 
tachable automatic  belts.  The  use  of  both  automatic 
and  manual  belts  could  be  increased  by  a continuous 
light  or  continuous  buzzer  or  both,  with  or  without 
interlocking  with  the  ignition.  Of  course,  the  constant 
drawback  of  this  system  is  the  voluntary  disconnec- 
tion unless  there  is  a mandatory  use  law.  The  Ameri- 
can Seat  Belt  Council  believes  usage  of  automatic  belts 
would  be  50  percent,  roughly  between  the  current  ob- 
served rate  for  drivers  of  14  percent  for  manual  belts 
and  80  percent  for  automatic  belts. 

The  voluntary  manual  and  automatic  seat  belt  use 
rates  are  well  below  the  rates  needed  to  make  a signifi- 
cant contribution  to  the  serious  injuries  and  fatality 
profile  in  automobile  crashes.  Mandatory  use  laws 
(MUL)  with  penalties  (up  to  $250  for  nonuse)  currently 
are  in  force  in  29  countries.  In  general,  these  laws  cover 
all  passenger  vehicles  and  all  occupants  of  the  front 
seat  with  various  degrees  of  exemptions  and  excep- 
tions. In  the  17  countries  where  data  are  available 
before  and  after  the  passage  of  MUL,  use  typically  in- 
creased from  pre-MUL  rates  of  20  to  25  percent  to  post- 
MUL  rates  of  70  to  80  percent. 

The  effects  of  air  bag  availability  and  use  on  2 point 


and  3 point  seat  belt  use  are  uncertain.  There  may  be 
no  effect  or  a significant  decline  in  seat  belt  use  since 
motorists  will  consider  that  protection  is  provided  by 
the  air  bags  and  feel  that  there  is  no  need  to  use  seat 
belts.  The  estimated  55  percent  use  with  MUL  could 
be  increased  markedly  if  there  is  intensive  enforce- 
ment and  a stringent  penalty  structure. 

Cost  of  Insurance  and  Seat  Belts.  Potential  reduc- 
tion in  fatalities  and  AIS  2-5  injuries  are  anticipated 
to  result  in  a corresponding  decrease  in  legal,  medical, 
and  rehabilitation  costs,  which  in  turn  will  affect  auto- 
mobile insurance  costs,  as  well  as  health,  property,  and 
life  insurance  costs.  The  installation  of  costly  air  bags 
may  result  in  increased  automobile  costs  thus  reduc- 
ing the  total  savings. 

A somewhat  bizarre  problem  of  risk  compensation 
is  as  follows:  “If  drivers  are  forced  to  receive  more 
protection  than  they  would  choose  voluntarily,  they 
respond  with  riskier  driving  that  compensates,  more 
or  less,  for  the  forced  increase  in  protection."  New  York 
has  passed  laws  to  lower  the  automobile  insurance 
premium  for  cars  with  automatic  restraints.  Any  re- 
duction in  premium  must  be  weighed  against  the  cost 
and  maintenance  of  restraints.  Given  this,  and  poten- 
tial reduction  in  deaths  and  serious  injuries,  the  most 
effective  system  (based  upon  cost-benefit  analysis)  is 
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TABLE  3 

Fatalities  and  AIS  2-5  Injuries  for  Occupants  of  Passenger 
Cars  and  Light  Trucks  in  1979  (USA)* 


AIS  2-5 

Fatalities 

Injuries 

Passenger  Cars 

27,799 

430,000 

Light  Trucks 

6,453 

90,000 

Total 

34,252 

520,000 

*Fatal  Accident  Reporting  System  and  National  Accident 
Sampling. 

the  3 point  manual  seat  belt;  the  least  effective  is  the 
air  bag.  with  automatic  seat  belts  falling  between  the 
two.  Air  bags  are  costly  to  install  and  maintain,  and 
do  not  provide  better  protection  as  compared  to  the  3 
point  manual  seat  belt  (Table  6). 

Thus,  if  a single  protection  system  is  adopted,  the 
manual  seat  belt,  the  automatic  seat  belt,  and  the  air 
bag  are  all  far  better  than  no  system.  The  manual  3 
point  belt  is  the  most  effective  for  the  cost.  Automatic 
belts  cost  a little  more  and  are  slightly  less  effective. 
Air  bags  cost  much  more  but  are  less  effective  than 
manual  and  automatic  seat  belts.  This  applies  to  single 
systems  only  and  does  not  consider  use  of  combina- 
tions such  as  manual  3 point  belt  and  air  bags. 

Injuries  Due  to  Seat  Belts,  Lap  and  shoulder  seat 
belts  are  more  likely  to  cause  injuries,  e.g.  spine,  rib, 
intestinal,  when  used  separately  than  the  combined  3 
point  lap  and  shoulder  belt.  With  the  3 point  belt, 
injury  usually  results  from  the  lap  strap  lying  over  the 
abdomen  rather  than  the  hip.  Proper  adjustments  of 
the  belt  can  reduce  the  possibility  of  injuiy,  which  is 
infrequent  in  any  case.  Excessive  deceleration  of  the 
head  can  cause  serious  head  and  neck  injuries  when 
the  trunk  is  restrained  due  to  an  impact  with  the  car 
interior.  Cervical  “whiplash”  can  be  reduced  by  50  per- 
cent with  proper  design  of  head  rests. 

AIR  BAGS  AND  PROTECTION 


rollover  impacts.  This  increase  in  air  bag  effectiveness 
with  the  additional  use  of  lap  belts  also  is  found  in 
moderate  and  serious  injuries  (Table  7).  Additional 
data  show  that  air  bags  used  alone  are  less  effective 
than  the  lap-shoulder  belt  used  alone. 

The  3 point  lap  and  shoulder  belt  provides  at  least 
equal  protection  to  the  combined  air  bag  plus  lap  belt  ; 
in  side  and  frontal  impacts,  in  rollover  crashes,  and 
catastrophic  frontal  crashes.  It  technically  is  feasible 
to  install  air  bags  in  all  cars  including  the  small  ones,  1 
but  it  would  require  additional  lag  time  to  achieve  I 
installation  in  the  small  cars.  However,  it  has  not  been  [ 
demonstrated  conclusively  that  air  bags  will  protect  t 
out-of-position  occupants  especially  in  side  to  front-  t 
end  collisions.  Furthermore,  as  with  3 point  seat  belts,  ( 
technical  difficulties  exist  with  air  bags  in  protecting 
the  third  occupant  in  the  midpoint  of  the  front  seat.  ; 
Two  point  seat  belts  are  the  only  alternative  currently  i 
available  to  protect  the  third  occupant  in  the  midpoint  I 
of  the  front  seat. 

In  air  bag  systems,  sodium  azide,  a broad  spectrum  i 
metabolic  poison,  is  a solid  propellant  hermetically  i 
sealed  in  an  aluminum  or  steel  cartridge.  This  poison 
only  can  ignite  by  the  pressure  and  high  temperature  i 
created  by  the  ignitor  charge,  resulting  in  the  pro-  t 
duction  of  harmless  nitrogen,  which  in  turn  inflates  s 
the  air  bag.  Sodium  azide  is  a potent  mutagen  but  not  r 
a carcinogen  in  animals  or  in  vitro  cell  cultures;  how- 
ever, its  potential  harm  to  humans  remains  undefined. 

Data  indicate  that  manufacture  and  use  of  sodium 
azide  would  not  pose  any  particular  problems  to  the 
motorist  or  the  community.  The  only  area  of  concern 
is  in  the  final  disposal  phase  of  cars  with  nondeployed 
air  bag  inflators.  The  primary  potential  hazard  will  be 
manifested  within  the  automobile  recycling  oper- 
ations. Controlled  working  conditions  and  a remote 
triggering  device  (a  unique  electrical  plug  can  be  in- 
stalled in  all  air  bag  equipped  cars  so  as  to  inflate  all 
air  bags  before  recycling)  would  protect  workers  and 
the  environment. 


The  installation  and,  therefore,  the  involuntary  use 
of  air  bags  would  save  about  12,000  lives  annually. 
Since  3,000  lives  already  are  saved  by  the  present  lim- 
ited use  of  seat  belts,  the  incremental  effectiveness  of 
air  bags  in  lives  saved  is  9,000.  Air  bags  are  most 
effective  in  frontal  impacts  rather  than  side  or  rollover 
impact.  Even  though  the  addition  of  lap  belts  adds  very 
little  to  the  effectiveness  of  air  bags  in  frontal  crashes, 
there  is  a 20  to  40  percent  increase  in  effectiveness  if 
air  bags  and  seat  belts  are  used  together  in  side  and 


RECOMMENDATIONS 

The  following  actions  would  ameliorate  significantly 
the  high  burden  of  severe  injuries  and  deaths  as- 
sociated with  automobile  accidents: 

1.  There  should  be  a mandatory  use  law  for  seat 
belts  for  all  occupants.  There  should  be  a federal  law 
to  create  uniformity  in  all  geographic  areas. 

2.  Nondetachable  3 point  lap-shoulder  seat  belts  in 
the  front  seats  of  all  cars  should  be  required. 


TABLE  4 

Calculated  Effectiveness  Compared  to  Unrestrained  Occupants* 

Unrestrained  Manual  Lap  Belt  Manual  Lap/Shoulder  Belt 


NCSS /NASS 

RSEP 

NCSS /NASS 

RSEP 

NCSS/NASS 

RSEP 

AIS  1 

— 

— 

10% 

6.5% 

10% 

10% 

AIS  2-5 

— 

— 

45% 

37% 

62% 

59% 

Fatalities 

— 

— 

46% 

70% 

59% 

57% 

NCSS— National  Crash  Severity  Study 
NASS — National  Accident  Sampling  Study 
RSEP — Restraint  System  Evaluation  Project 

•Restraint  Use  and  Effectiveness  as  Estimated  from  U.S.  Accident  Files  and  Observational  Survey,  November  1982. 
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3.  There  should  be  an  interlock  of  the  belt  with  the 
ignition  so  the  car  will  not  start  unless  the  seat  belt 
is  fastened. 

4.  A fine  of  8500  should  be  assessed  for  disconnect- 
ing the  interlock  system. 

5.  A fine  of  $100  should  be  imposed  on  each  occu- 
pant found  without  the  fastened  seat  belt  for  the  first 
offense  and  $250  for  each  subsequent  offense.  This 
should  also  apply  to  the  driver  and  passengers  in 
taxicabs.  The  police  should  be  permitted  to  stop  ears 
for  seat  belt  cheeks.  These  are  strong  but  necessary 
penalties.  If  implemented  vigorously  by  the  police  and 
courts,  this  penalty  structure  would  insure  compliance 
with  the  laws.  These  penalties  are  tough  but  are  not 
cruel,  unjust,  or  draconian. 

6.  A driver  should  be  fined  $100  for  the  first  offense 
and  $250  for  any  subsequent  offenses  if  any  passenger 
is  restrained  inadequately  even  if  the  driver  has 
fastened  his  or  her  seat  belt.  This  includes  taxicab 
drivers  except  in  situations  in  which  the  passenger  is 
incapable  of  understanding  or  implementing  a request 
to  use  seat  belts. 

7.  All  school  buses  and  public  buses  should  have 
restraints  and  all  passengers  should  be  required  to  use 
the  restraints.  It  is  improper  for  a school  to  urge  auto 
safety  and  simultaneously  permit  its  students  to  travel 


State 

TABLE  5 

Seat  Belts 

Manual  Belt 
Effectiveness 

Automatic  Belt 
Effectiveness 

Colorado 

65% 

53% 

Maryland 

58% 

39% 

New  York 

53% 

48% 

North  Carolina 

61% 

48% 

Average  for 
4 States 

59% 

47% 

without  proper  restraints  to  and  from  school  on  a 
school  bus. 

8.  In  the  case  of  deaths  in  accidents  in  which  re- 
straints were  not  used,  only  50  to  75  percent  liability 
would  be  charged  to  the  defendant,  since  the  plain- 
tiffs) contributed  to  the  end  result  injury  and  death. 

9.  Liability  for  pain  and  suffering,  in  case  of  injuries, 
would  be  reduced  by  25  percent  if  the  plaintiff  did  not 
have  fastened  seat  belts  at  the  time  of  accident. 

10.  Liability  for  pain  and  suffering,  in  case  of  injury, 
would  be  reduced  by  50  percent  for  second  and  subse- 
quent accidents  in  which  the  plaintiff  did  not  use  seat 
belts. 

1 1 . Since  there  is  no  optimum  restraint  available  for 
front  center  occupants,  the  manufacturer  should 
change  the  front  seats  to  two  bucket-type  seats  or 
provide  a passive  air  bag  restraint  for  the  center  front 
seat  passenger. 

12.  If  a driver  is  found  guilty  of  not  using  a seat  belt 
on  three  occasions  or  permitting  car  occupants  to 
travel  without  proper  restraints  on  three  occasions, 
the  driver  should  be  subject  to  potential  loss  of  license 
for  a six-month  period. 

Additionally,  the  55-mile  speed  limit  should  be  en- 
forced vigorously  and  there  should  be  an  escalating 
societal  reaction  to  the  intoxicated  driver  with  a very 
stringent  penalty  structure  for  those  who  are  involved 
in  crashes,  or  those  who  injure  others  while  under  the 
influence  of  legal  or  illicit  intoxicants. 

New  Jersey,  the  second  state  in  the  nation  to  enact 
the  mandatory  seat  belt  legislation,  estimates  that 
more  than  300  lives  and  thousands  of  costly  and  dis- 
abling injuries  will  be  prevented.  Under  the  law.  the 
drivers  and  front  seat  passengers  who  fail  to  buckle 
up  each  will  face  a $20  fine,  but  drivers  will  not  be 
assessed  points  on  their  motor  vehicle  records.  This 
law  differs  from  the  New  York  statute  in  that  police  do 
not  have  the  power  to  stop  motorists  solely  on  the  basis 
of  suspected  seat  belt  violation.  Rather,  motorists  in 


System 

TABLE  6 

Restraint  Systems 

Increment  Cost 

Lifetime/ 
Energy  Cost 

Total  Cash 
Increase 

3 Point  Manual 

Base 

— 

— 

Automatic  3 Point 

$ 40 

$11 

$ 51 

Air  Bag  (driver  only) 

$220 

$12 

$232 

Air  Bag  (full  front) 

$320 

$44 

$364 

TABLE  7 

Summary  of  Effectiveness  Estimates** 


Manual 
Lap  Belt 

Manual 

Lap- 

Shoulder 

Belt 

Automatic 

Belt 

Air  Bag 
Alone 

Air  Bag 
with 

Lap  Belt 

Air  Bag 
with  Lap- 
Shoulder 
Belt 

Fatalities 

30-40% 

40-50% 

35-50% 

20-40% 

40-50% 

45-55% 

AIS*  2-5 

25-35% 

45-55% 

40-55% 

25-45% 

45-55% 

50-60% 

AIS*  I 

10% 

10% 

10% 

10% 

10% 

10% 

*AIS-Abbreviated  Injury  Scale 

* ’Restraint  Use  and  Effectiveness  as  Estimated  from  U.S.  Accident  Files  and  Observational  Survey.  November  1982. 
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New  Jersey  would  have  to  be  detained  for  some  other 
offense,  such  as  speeding,  in  order  to  be  charged  with 
a secondaiy  offense  of  failing  to  wear  seat  belts.  The 
New  Jersey  statute  does  not  cover  rear  seat  passengers 
or  school  buses.  The  New  Jersey  law  is  relatively  weak 
it  relies  on  the  good  faith  and  judgment  of  New  Jersey 
residents  to  comply  with  the  statute’s  provisions 
rather  than  active  enforcement.  It  is  unlikely  to  be 
conspicuously  effective. 

CONCLUSIONS 

There  is  no  doubt  that  seat  belt  use  reduces  both 
fatalities  and  serious  injuries.  Three  point  manual 
belts  provide  the  greatest  protection.  Air  bags  are  40 
percent  less  effective  and  are  beneficial  in  frontal  im- 
pact crashes  only  (air  bags  are  for  the  most  part  inef- 


fective in  side,  rear,  and  rollover  crashes).  Automatic 
3 point  belts  provide  protection  greater  than  that  of 
passive  air  bags  but  slightly  less  than  the  manual  3 
point  seat  belt.  The  effectiveness  of  manual  3 point; 
seat  belts  depends  upon  the  acceptance  and  use  by  the 
public— a serious  drawback.  In  contrast,  air  bags, 
though  not  as  effective  as  the  manual  belts,  provide 
passive  protection,  independent  of  the  driver  and  occu- 
pants’ motivation.  Furthermore,  air  bags  are  the  only! 
restraint  available  to  adequately  protect  front  center 
seat  occupants,  even  though  there  are  design  and  in-B 
stallation  problems  which  need  to  be  addressed.  Cost-  i 
benefit  analyses  show  that  the  manual  3 point  seat  belt  ; 
rather  than  air  bag  is  the  best  choice,  if  a single  ap- 
proach to  automobile  safety  is  employed.  Addition  of 
air  bags  to  the  lap-shoulder  belts  increases  the  overall 
effectiveness  by  a very  slight  margin. 
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The  Upjohn  Company 


Oral 

Suspension 
250  mg/5  ml 


500-mg  Pulvules 


I Oral 
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250-mg  Pulvules 


Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 
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A Review  of  Urologic  Medical  Malpractice 
Claims  in  New  Jersey,  1977  to  1984 

Richard  Milsten,  m.d.,  and  Margaret  Turner,  cherry  hill* 


A detailed  review  of  urologic  medical  malpractice  actions 
in  New  Jersey  was  undertaken  in  order  to  reduce  the  risk 
of  future  exposure . All  claims , since  the  inception  of  the 
physician-owned  insurance  company , were  reviewed  and  the 
results  are  presented. 


The  medical  professional  liability 
problem  continues  to  increase 
in  severity,  affecting  physicians, 
hospitals,  patients,  and  the  delivery  and  cost  of  health 
care.  The  specter  of  a professional  liability  action 
haunts  the  physician.  Claims  and  suits  against  phy- 
sicians and  hospitals  continue  to  proliferate.  This 
crisis  has  affected  physicians  in  many  ways,  including 
causing  some  practitioners  to  retire  early,  others  to 
change  specialties,  and  most  to  practice  "defensive 
medicine”  as  a step  to  protect  against  a future  charge 
of  omission. 

Historically,  medical  malpractice  claims  began  to 
make  their  appearance  in  meaningful  numbers  in  the 
1930s,  with  a steady  rise  until  World  War-  II,  after  which 
there  was  a slight  decline.  In  the  1960s  and  1970s, 
medical  liability  claims  began  to  increase.  Eighty  per- 
cent of  all  medical  malpractice  law  suits  filed  during 
1 the  40-year  period  between  1935  and  1975  were  in- 
itiated between  1970  and  1975. 

Surgical  subspecialists  are  at  the  greatest  risk.  The 
AMA  Socioeconomic  Monitoring  System  indicates  that 
these  physicians  experienced  claims  at  an  average  an- 
nual rate  of  4.4  claims  per  100  physicians  during  the 
last  five  years. 

In  addition  to  the  mental  anguish  which  results 
from  being  the  defendant  in  a lawsuit  in  which  one’s 
confidence  and  personal  integrity  is  attacked,  physi- 

I 


cians  can  incur  expenses  as  well  as  loss  of  income.  In 
the  past  five  years,  13.6  percent  of  physicians  hired  a 
lawyer  in  addition  to  the  attorney  provided  by  their 
insurance  firm.  This  resulted  in  an  average  cost  to  the 
physician  of  $9,100.  Physicians  noted  an  average  of  2.7 
work  days  lost  per  claim  in  time  spent  with  lawyers 
and/or  in  court.1 

The  following  review  is  a status  report  of  urologic 
professional  liability  claims  in  New  Jersey.  It  is  hoped 
that  the  data  and  findings  detailed  here  will  be  useful 
to  urologists  across  the  country  in  coping  with  the 
crisis. 

The  Risk  Prevention  Department  of  the  Medical 
Inter-Insurance  Exchange  of  New  Jersey  (MIIENJ),  a 
physician-owned  carrier,  was  established  on  February 
1,  1983,  by  its  Board  of  Governors.  One  of  the  objec- 
tives of  the  Risk  Prevention  Department  is  to  “prevent 
malpractice  and  reduce  its  impact.”  Thus,  a system 
was  developed  to  analyze  all  claim  files  maintained  by 
MIIENJ  in  order  to  identify  trends  to  facilitate  risk 
prevention  efforts. 

The  case  files  were  divided  into  three  categories: 
surgical,  nonsurgical,  and  anesthesia.  The  categories 
then  were  subdivided  into  specialties.  It  was  felt  that 


*From  the  Medical  Inter-Insurance  Exchange  of  New  Jersey. 
Correspondence  may  be  addressed  to  Dr.  Milsten,  122A  Had 
dontowne  Court,  Cherry  Hill,  NJ  08034. 
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the  specific  specialty  data  would  be  more  meaningful 
to  physicians. 

The  number  of  practicing  urologists  may  help  bring 
into  focus  the  loss  history  for  the  specialty  as  a whole. 
The  number  of  urologists  insured  from  February  1977 
through  February  1984  on  an  annual  basis  was:  99, 
121,  124,  127,  129,  156,  and  179,  respectively.  The 
average  number  of  urologists  insured  for  those  seven 
years  was  133. 

The  Risk  Prevention  Department  analyzes  and  codes 
all  cases  based  on  problem  areas  identified  by  the  peer 
review  process.  The  purpose  of  this  analysis  is  to 
provide  information  to  specific  specialties  based  on 
evaluation  undertaken  by  peers  and  to  determine  if 
there  are  any  specific  patterns  resulting  in  loss.  Since 
the  analysis  is  based  on  peer  review  evaluations,  va- 
lidity as  to  medical  facts  already  has  been  determined. 
Cases  were  divided  into  two  groups:  those  closed  with 
payment  and  those  closed  without  payment. 


CASES  CLOSED  WITH  PAYMENT 
TO  THE  PLAINTIFF 

All  eases  closed  with  payment  were  analyzed.  Since 
inception  of  MIIENJ  in  Feburaiy  1977  through  the  end 
of  February  1984,  there  were  41  cases  closed  with  a 
total  indemnity  payment  of  81,841,000.  Payments 
ranged  from  $750  to  $300,000.  The  average  indemnity 
was  $45,000. 

Three  patterns  appear;  problems  of  diagnosis,  un- 
necessary surgeiy,  and  unintentional  iatrogenic  in- 
jury. Of  the  41  cases,  6 were  identified  as  problems  of 
diagnosis.  The  average  indemnity  paid  was  $74,722. 
The  following  case  examples  illustrate  these  patterns: 

A 70-year-old  white  female  was  seen  by  the  insured 
urologist  for  recurrent  gross  and  microscopic 
hematuria,  frequency,  hesitancy,  and  dysuria.  Cysto- 
scopic  examination  and  subsequent  bladder  biopsy 
showed  chronic  cystitis  and  squamous  metaplasia 
After  a significant  time  lapse,  an  intravenous  pyelo- 
gram  (IVP)  was  obtained  which  showed  a nonfunction- 
ing right  kidney.  A right  ureteral  catheterization  was 
attempted  but  failed  and  no  attempt  was  made  to  do 
an  occlusive  retrograde  pyelogram.  A simple  right 
nephrectomy  was  performed  but  the  patient  continued 
with  intermittent  hematuria  Eventually  the  diagnosis 
of  a right  ureteral  tumor  was  made  almost  2 years  after 
the  patient’s  initial  presentation.  The  conclusion  of  the 
peer  review  was  an  inadequate  evaluation  of  the  upper 
urinary  tract  particularly  with  regard  to  the  nonfunc- 
tioning right  kidney.  The  final  pathology  report  was  a 
transitional  cell  carcinoma  of  the  ureter. 

Five  cases  involved  performance  of  an  unnecessary 
procedure;  the  average  payment  for  these  cases  was 
$28,000: 

A 58-year-old  male  was  evaluated  initially  for  com- 
plaints of  sexual  dysfunction  but  also  had  some  mild 
difficulty  with  urination.  A TURP  was  performed  and 
the  patient  did  not  void  well  postoperatively.  He  subse- 
quently developed  a stricture  and  underwent  a ure- 
throtomy. Ultimately,  he  had  very  poor  urinary  control. 
The  peer  review  concluded  that  the  patient’s  initial 
symptoms  were  not  severe  and  did  not  warrant  a 
TURP.  It  was  noted  that  only  7 gm  of  prostate  tissue 
was  resected. 


The  third  category  was  unintentional  iatrogenic  in- 
jury; there  were  seven  cases  with  an  average  indemnity 
of  $16,360: 

A 22-year-old  white  female  was  referred  by  a nephrol-* 1 2 3 
ogist  to  the  insured  urologist  for  an  open  renal  biopsy. 
Through  a right-sided  approach,  the  liver  was  inad-;| 
vertently  biopsied.  A repeat  biopsy  was  recommended 
and  the  patient  reluctantly  consented  with  the  as- 
surance that  a frozen  section  would  be  performed  to 
be  sure  that  kidney  tissue  was  obtained.  A biopsy  was 
performed  on  the  left  side  and  since  the  urologist  was 
sure  that  he  had  renal  tissue,  no  frozen  section  was 
carried  out.  The  final  pathology  report  showed  splenic) 
tissue.  The  patient  was  ultimately  explored  to  rule  out 
a significant  splenic  injury  and  to  obtain  renal  tissue.' 


Surgical  subspecialists  are 
at  the  greatest  risk , 
according  to  theAMA. 


The  remaining  23  cases  represented  a variety  oil 
causes  of  loss  and  no  specific  patterns  were  observed 
Examples  of  such  claims  include: 

1.  Cases  involving  utilization  of  the  wrong  proce-l 
dure.  The  patient  was  treated  for  recurrent  cystitis 
cystica  by  stripping  of  the  bladder  mucosa  The  blad- 
der contracted,  the  patient  developed  reflux  and  was 
incontinent.  Ultimately,  hydroureter  and  hydrone- 
phrosis ensued.  It  was  felt  that  a cystectomy  and  ure 
teral  diversion  would  be  necessary  in  the  future.  The 
case  was  settled  as  it  was  concluded  that  this  was  not 
a standard  procedure  nor  was  the  proper  informed 
consent  given  notifying  the  patient  of  this  relatively 
novel  approach. 

2.  Medical  errors.  A patient  with  a known  history  ol 
allergy  to  sulfa  was  treated  with  Bactrim*.  The  allergic 
reaction  that  followed  necessitated  treatment  by  a 
dermatologist. 

3.  Fall  on  premises  liability.  The  insured  performed 
a urethral  dilatation  of  the  patient,  a 50-year  old 
female.  Following  the  procedure,  the  patient  fell  in  the 
treatment  room  sustaining  a hairline  fracture  of  the! 
left  wrist.  There  was  no  issue  with  the  treatment 
rendered  by  the  insured. 

With  the  exception  of  one,  all  of  the  incidents  that 
prompted  litigation  occurred  while  the  patient  was  in 
a hospital  environment.  No  payment  arose  from  medi- 
cal treatment  rendered  in  an  office  setting,  except  for 
the  above-mentioned  ease.  With  the  exception  of  one;! 
all  of  the  individuals  were  regular  patients  of  the  urol-  Jjj 
ogist  and  the  care  rendered  was  on  a routine  basis. 

In  the  category  of  diagnosis-related  problems,  the 
treating  physician  made  an  initial  diagnosis.  The  tests 
ordered  did  not  provide  a definitive  diagnosis  or  iden- 
tify an  underlying  problem.  Additional  tests  were  in- 
dicated and/or  recommended.  However,  the  urologistf 
did  not  re-evaluate  the  situation  in  light  of  consistent 
repetitive  complaints  or  recommendations  from  an 
cillaiy  sources.  Little  improvement  was  noted  over  an 
extended  period  of  time.  It  was  felt  that  patients; , 
treated  over  a prolonged  period  of  time  with  unresolved 
complaints  and  symptomatology  required  continued 
evaluation  and  re-evaluation. 
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Shre  your  angina  patients 
ehat  they're  missing... 


CARDUEM:  FEW  SIDE  EFFECTS 

liltiazem  HCI/Morion 

Antianginal  action  includes  dilatation  of 
coronary  arteries,  a decrease  in  vascular  resis- 
tance/afterload, and  a reduction  in  heart  rate 


Proven  efficacy  when  used  alone  in  angina ' 

Compatible  with  otherantianginals2  3 

A safe  choice  for  angina  patients  with  coexisting 
hypertension,asthma,  COPD,  or  PVD45 


See  Warnings  and  Precautions . 

Please  see  brief  summary  of  prescribing  information  on  the  next  page. 


raorurcM  few  side  effects 

diltiazem  HCI/Marion  IN  AMTUUKIMAL  THERAPY 


; 


60  mg  fid  or  qid 

Brief  Summary 

Professional  Use  Information 

CARDIZEM’ 

(diltiazem  HCI)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  Is  contraindicated  in  (1)  patients  with  sick 
sinus  syndrome  except  in  the  presence  of  a functioning 
ventricular  pacemaker,  (2)  patients  with  second-  or 
third-degree  AV  block  except  in  the  presence  of  a func- 
tioning ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

I Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  patients  with 
sick  sinus  syndrome  This  effect  may  rarely  result 
in  abnormally  slow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  1,243  patients  for 
0 48% ).  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with 
Prinzmetal's  angina  developed  periods  of  asystole 
(2  to  5 seconds)  after  a single  dose  of  60  mg  of 
diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt). 

Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited  Caution  should  be  exercised  when  using 
the  drug  in  such  patients 

3.  Hypotension.  Decreases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase, CPK,  LDH,  SGOT,  SGPT,  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted.  These  reactions  have  been  reversible  upon 
discontinuation  of  drug  therapy  The  relationship  to 
CARDIZEM  is  uncertain  in  most  cases,  but  prob- 
able in  some  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile.  /4s  with  any  new  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be 
monitored  at  regular  intervals.  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function.  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem 
were  associated  with  hepatic  damage  In  special 
subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  drug  was 
discontinued  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  hepatic  changes,  however,  these 
changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM.  (See  WARNINGS.) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  is  usually  well  tolerated.  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  of  concomitant 
treatment,  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities.  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
serum  digoxin  levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility.  A 24-month  study  in  rats  and  a 21 -month  study 
in  mice  showed  no  evidence  of  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests  No  intrinsic  effect  on  fertility  was  observed  in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have 
been  conducted  in  mice,  rats,  and  rabbits  Administration 
of  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  fetal  lethality.  These 
doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies, 
there  was  some  reduction  in  early  individual  pup  weights 
and  survival  rates.  There  was  an  increased  incidence  of 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant 
women,  therefore,  use  CARDIZEM  in  pregnant  women 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk.  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels  If  use  of  CARDIZEM 
is  deemed  essential,  an  alternative  method  of  infant 
feeding  should  be  instituted 

Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
carried  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  of  calcium  influx  inhibition. 

In  many  cases,  the  relationship  to  CARDIZEM  has  not 
been  established.  The  most  common  occurrences  as  well 
as  their  frequency  of  presentation  are.  edema  (2.  4%), 
headache  (2  1 %),  nausea  (1  9%),  dizziness  (1.5%), 
rash  (13%),  asthenia  (1 .2%).  In  addition,  the  following 
events  were  reported  infrequently  (less  than  1 %). 

Angina,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree  — see  conduction  warning), 
bradycardia,  congestive  heart 
failure,  flushing,  hypotension,  palpi- 
tations, syncope 

Amnesia,  gait  abnormality,  halluci- 
nations, insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor 
Anorexia,  constipation,  diarrhea, 
dysgeusia,  dyspepsia,  miid 
elevations  of  alkaline  phosphatase, 
SGOT,  SGPT,  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase 

Petechiae,  pruritus,  photosensitivity, 
urticaria. 

Amblyopia,  dyspnea,  epistaxis,  eye 
irritation,  hyperglycemia,  nasal 
congestion,  nocturia,  osteoarticular 
pain,  polyuria,  sexual  difTiculties. 

The  following  postmarketing  events  have  been 
reported  infrequently  in  patients  receiving  CARDIZEM 
alopecia,  gingival  hyperplasia,  erythema  multiforme,  and 
leukopenia.  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be  : 
established.  Issued  7/86 

See  complete  Professional  Use  Information  before 
prescribing 
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State  of  the  Art:  Managing 
Menopause  and  Osteoporosis 


Jerome  Abrams,  m.d.,  north  Plainfield* 


Prophylaxis , starting  decades  before  menopause » will  anticipate 
and  ameliorate  many  of  the  problems  associated  with  aging- 
osteoporosis  in  particular . The  advantages  and  disadvantages  of 
estrogen  replacement  therapy  are  reviewed . 


T 


he  search  for  the  fountain  of 
youth  has  stimulated  man- 
kind's imagination  and  enthu- 
siasm since  Ponce  de  Leon’s  final  and  fatal  trip  to 
Florida  over  400  years  ago.  Today,  the  fountain  of 
youth  is  available  to  womankind  if  one  is  to  believe  all 
of  the  well-orchestrated  propaganda  of  the  manufac- 
turers of  estrogen  products — pills,  injectables,  creams, 
and  transdermal  patches.  A host  of  distinguished 
academicians  has  been  recruited  from  departments  of 
obstetrics  and  gynecology1 3 and  medicine4-6  to  per- 
suade clinicians  to  offer  estrogen  replacement  therapy 
(ERT)  to  practically  every  peri-  and  postmenopausal 
patient.  Primarily,  ERT  is  recommended  as  a preven- 
tive against  osteoporosis12-7 11  and  secondarily  for  the 
amelioration  of  vasomotor  and  genitourinary  com- 
plaints2-7-811  which  all  are  associated  with  estrogen 
deprivation  and  the  aging  process.  There  also  is 
evidence  to  suggest  that  ERT  may  reduce  the  risk  of 
cardiovascular  disease.3-6  On  the  basis  of  massive 
evidence  in  favor  of  ERT,  there  would  appear  to  be  little 
or  no  reason  to  deny  any  woman  the  opportunity  to 
live  and  enjoy  a longer  and  healthier  life  if  it  were  not 
for  the  potential  carcinogenic  effects  upon  the  en- 
dometrium and  the  breast8- 11-13  as  well  as  for  certain 
other  contraindications  of  ERT. 


imately  38,000  women  with  an  overall  survival  rate  ot 
about  80  percent.14-16  Although  excessive  estrogen 
stimulation,  whether  endogenous  or  exogenous,  has 
been  implicated  as  a significant  etiologic  factor,17  the 
survival  rate  for  those  women  under  medical 
surveillance  with  ERT  is  approximately  90  to  95  per- 
cent.81113 

There  are  over  30  million  women  in  the  United 
States  without  ovarian  function  and  their  numbers 
continue  to  increase.8101318  Eveiy  year,  more  than 

120.000  women  experience  hip  fractures,89  with 

50.000  deaths  occurring  as  a direct  result.9  Twenty-five 
percent  of  women  over  the  age  of  60  have  documented 
spinal  compression  fractures.9 18  The  50,000  annual 
deaths  related  to  hip  fractures  must  be  measured 
against  the  3,000  annual  deaths  from  endometrial 
cancer,7 14-16  many  of  which  are  not  associated  with 
ERT.11-13-17-19  Several  studies  of  prolonged  ERT  without 
added  progestins,  whether  prescribed  for  osteoporosis 
and/or  vasomotor  complaints,  suggest  an  increased 
risk  of  developing  endometrial  cancer.1319  During  the 
past  few  years  progestins  have  been  added  to  the  ERT 
regimen  as  a preventive  against  the  development  of 
endometrial  carcinoma.6811 18  Although  the  population 
of  elderly  women  has  continued  to  rise,  the  incidence 
of  endometrial  carcinoma  not  only  has  failed  to  in- 


PRECAUTIONS  AND  CONTRAINDICATIONS 

Eveiy  year  endometrial  carcinoma  occurs  in  approx- 
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crease  but  may  have  even  decreased  slightly,  while  the 
incidence  of  breast  cancer  and  ovarian  cancer  has  con- 
tinued to  rise.14  16  This  phenomenon  may  not  be  due 
entirely  to  the  addition  of  progestins  to  ERT,  because 
there  have  been  many  more  hysterectomies  for  benign 
and  premalignant  disease  and  the  use  of  oral  con- 
traceptives, which  increasingly  has  become  prevalent 
over  the  past  10  to  20  years,  seems  to  be  associated 
with  a decreased  risk  for  developing  endometrial 
carcinoma.19'21 


and  symptoms  of  estrogen  deprivation.81118  Peri- 
menopausal  women  seeking  medical  advice  are  recep- 
tive to  a discussion  of  the  importance  of  weight  con- 
trol, weight-bearing  exercises,  cessation  of  cigarette 
smoking,  and  increased  vitamin-mineral  supplemen- 
tation. Contraception  and  emotional  problems,  such  as 
the  “empty  nest  syndrome,”  should  be  discussed  with 
the  perimenopausal  patient  because  sexual,  social,  and 
psychological  problems  tend  to  aggravate  and  exag- 
gerate physical  symptoms.  Anticipating  and  address- 


Individualization  of  management  of  ERT,  the  hallmark  of  the 
successful  clinician,  usually  is  rewarded  with  patient  satisfaction. 


The  relationship  between  ERT  and  breast  cancer  is 
an  entirely  different  matter;  breast  cancer  represents 
a much  greater  threat  to  women  than  endometrial 
cancer.  The  latter  is  about  one-third  less  frequent  and 
has  not  had  the  increased  incidence  of  breast  cancer 
(from  109,000  in  1980  to  120,000  in  1 985). 1214-16  These 
disquieting  statistics,  together  with  a survival  rate  of 
only  67  percent,  have  prompted  greater  restraint  in 
prescribing  ERT  for  patients  at  high  risk  for  breast 
cancer,  even  though  most  but  not  all  ERT  studies  have 
failed  to  show  a direct  causal  relationship.818 

Other  precautions  and  absolute  and  relative  con- 
traindications include  unexplained  vaginal  bleeding, 
liver  disease,  gallbladder  disease,  hypertension,  and 
uterine  and  breast  cancer.28-911 

MANAGEMENT 

There  are  few  pathologic  conditions  that  respond 
more  readily  to  prophylactic  management  than 
menopausal  osteoporosis,  especially  if  started  very 
early.  Most  20-year-old  women  already  have  taken  or 
have  considered  taking  oral  contraceptives  and  prac- 
tically every  one  of  these  women  has  been  concerned 
about  the  possible  effect  of  cyclic  estrogen-progestin 
medication  upon  body  weight  and  contour.  An  excel- 
lent opportunity  is  presented  for  the  clinician  to  stress 
the  importance  of  a well-balanced  low-fat  diet  and  an 
exercise  program  for  its  obvious  cosmetic  value  as  well 
as  its  beneficial  effects  upon  the  cardiovascular  and 
musculo-skeletal  systems.22  At  the  same  time,  the 
young  woman  should  be  warned  of  the  harmful  effects 
of  cigarette  smoking  upon  the  circulatory  system, 
specifically  the  increased  risk  of  thromboembolic 
phenomena  in  association  with  oral  contraceptives,  as 
well  as  the  long-term  potential  for  the  increased  risk 
of  lung  cancer  and  osteoporosis.823  Also,  a daily  mul- 
tiple vitamin-mineral  compound,  including  1,000  to 
1,200  mg  of  calcium  and  at  least  400  I.U.  of  vitamin 
D should  be  recommended  with  the  expectation  that 
this  habit  may  be  carried  into  and  through  the 
climacteric.  The  rationale  for  early  weight-bearing  ex- 
ercises and  dietary  supplementation  is  that  bone  loss, 
which  occurs  in  pre-  and  postmenopausal  women,  will 
be  less  detrimental  if  the  overall  bone  mass  is  greater 
prior  to  menopause.2-9  This  is  especially  important  for 
petite  white  women,  who  are  at  greatest  risk  for  os- 
teoporosis.1011 

The  climacteric  frequently  requires  more  active  and 
more  specific  measures,  because  of  the  usual  signs 


ing  these  problems  frequently  insures  greater  patient 
cooperation  with  medical  management.24  The 
climacteric  is  a propitious  time  for  a thorough  medical 
evaluation,  including  gynecological  cytology,  blood 
studies,  EKG,  xeromammography,12  chest  x-ray,  and 
intravenous  pyelogram.  Any  potential  or  actual  medi- 
cal problems  such  as  liver  or  renal  dysfunction, 
cholelithiasis,11  urinary  lithiasis,  and  osteoporosis  will 
become  apparent  and  will  influence  the  decision  con- 
cerning ERT.  Urinary  lithiasis  certainly  would  favor 
decreasing  calcium  supplementation  and  promoting 
ERT.  Ongoing  medical  evaluation  must  take  into  ac- 
count gastrointestinal  disease,  hypertensive  cardiovas- 
cular disease,  and  other  conditions  which  may  ag- 
gravate the  tendency  toward  osteoporosis  or  which 
may  require  medication  interfering  with  calcium  and 
vitamin  D absorption. 

Photonabsorptiometiy,  a relatively  new  diagnostic 
modality,  has  become  available,  and  may  make  it  easier 
to  predict  which  of  the  more  than  30  million  women 
over  50  will  be  more  likely  to  develop  osteoporosis.925'27 
The  30  percent  who  pass  easily  through  the  climateric 
probably  will  resist  any  suggestion  of  ERT  and  it  would 
be  ill-advised  to  attempt  to  prescribe  ERT  unless  there 
is  significant  risk  of  osteoporosis  based  upon  habitus, 
lifestyle,  family  history,  and  suggestive  photonab- 
sorptiometry.  These  women  who  are  not  candidates  for 
ERT  may  embrace  more  enthusiastically  the  exercise 
programs  and  increase  their  intake  of  low-fat  dairy 
products  and  vitamin-mineral  supplementation.  Mod- 
erate exposure  to  sunlight  will  enhance  vitamin  D sup- 
plementation while  protective  creams  protect  the  face 
from  wrinkling  and  drying  9 10  All  but  the  most  celibate 
will  not  resist  the  suggestion  of  vaginal  estrogens  once 
or  twice  a week  for  its  obvious  effect  upon  vaginal  and 
bladder  tone  and  texture.  Measurements  of  height 
should  be  as  routine  as  determinations  of  weight  and 
blood  pressure  for  all  women  over  50  so  that  the 
earliest  evidence  of  spinal  compression  may  be  de- 
tected. 

For  the  60  or  70  percent  of  women  who  experience 
menopausal  signs  and  symptoms,  as  well  as  those  ex- 
periencing premature  menopause,  who  are  at  greater 
risk  for  osteoporosis  than  their  older  sisters,811  ERT 
should  be  offered  promptly  unless  there  exist  any  of 
the  aforementioned  cancer  risks,  contraindications,  or 
any  other  medical  conditions  that  might  be  aggravated 
by  ERT.  Every  candidate  for  ERT  must  be  warned  that 
she  probably  will  experience  cyclic  uterine  bleeding 
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which  carefully  and  continually  must  be  monitored, 
because  there  is  a risk  of  developing  endometrial 
carcinoma,  however  slight,  even  with  added  progestins. 
The  woman  with  a premature  menopause  still  in  her 
30s  or  40s  probably  will  not  object  to  cyclic  uterine 
bleeding  but  the  woman  in  her  50s  or  60s  may  find 
this  unacceptable.  Medical  surveillance  and  monitor- 
ing during  ERT  includes  endometrial  sampling  which 
entails  the  periodic  introduction  of  a thin  plastic 
aspirator  or  even  a tiny  euret  through  the  endocervical 
canal  and  the  removal  of  an  endometrial  sample  for 
cytologic  and/or  histologic  examination.  If  such  sam- 
pling is  not  feasible  in  the  office  or  clinic  with 
analgesia  then  curettage  under  anesthesia  in  an  inpa- 
tient facility  may  become  necessary.  Irregular,  un- 
scheduled bleeding  will  require  more  attention  and 
more  thorough  endometrial  sampling  than  regular, 
scheduled  withdrawal  bleeding,  plus  interruption  of 
ERT  until  resolution  of  the  uterine  status.78  Hys- 
terectomy may  be  recommended  for  the  bleeding  pa- 
tient on  ERT  who  is  at  high  risk  for  osteoporosis  and 
unresponsive  to  more  conservative  measures.  Hys- 
terectomy will  allow  ERT  to  be  resumed  with  greater 
impunity  and  without  cyclic  progestins  which  may 
neutralize  the  cardiovascular  benefits  of  estrogen 
alone.  The  majority  of  women  with  vasomotor  com- 
plaints and  with  risk  factors  for  osteoporosis  will  ac- 
cept medical  surveillance  and  the  following  regimen: 
1)  conjugated  estrogen  tablets:  0.625  mg,  daily  except 
the  first  week  of  each  month;  2)  progestin  tablets:  10 
mg,  daily  during  the  last  ten  days  of  each  month;  3) 
estrogen  cream  instilled  once  or  twice  weekly  (one-half 
application).8,1  U8-28 

Rarely  is  there  one  regimen  that  fits  all  patients 
throughout  all  seasons  of  the  year.  Summer  may  re- 
quire a slightly  increased  dosage.  Mastalgia  may  de- 
mand a slightly  decreased  dosage.  Individualization  of 
management  is  the  hallmark  of  the  successful  clini- 
cian and  usually  is  rewarded  with  personal  satisfac- 
tion and  patient  cooperation. 

The  final  question,  which  concerns  duration  of  ERT, 
cannot  be  answered  unequivocally  even  by  the  aca- 
demic chorus  of  enthused  sponsors  and  promoters. 
This  decision  depends  upon  the  individual  risk  factors 
for  osteoporosis  and  for  other  potential  and  real  com- 
plications, as  well  as  individual  acceptance  of  and 
response  to  ERT.  There  are  many  patients  who  may 
be  intimidated  sufficiently  by  one  or  more  episodes  of 
irregular,  unscheduled  withdrawal  bleeding  followed 
by  an  uncomfortable  endometrial  biopsy  that  a con- 
tinuation of  ERT  would  be  out  of  the  question.  Short- 
term ERT  primarily  for  the  amelioration  of  vasomotor 
complaints  creates  fewer  side  effects  and  complica- 
tions and  much  less  carcinogenic  risk  than  long-term 
ERT.  The  latter,  however,  is  significantly  more  protec- 
tive of  the  skeletal  system.  Most  authorities  avoid  an 
exact  definition  of  long-term  ERT,  probably  because  it 
is  too  soon  to  determine  the  long-term  effect  and/or 
benefit  of  progestins  with  ERT  since  certain  cardio- 
vascular benefits  of  ERT  may  be  neutralized  or  de- 
creased by  the  added  progestins.  Furthermore,  it  prob- 
ably is  too  soon  to  evaluate  photonabsorptiometry  as 


a diagnostic  and  prognostic  modality.  For  the  present, 
the  answer  to  this  question  of  duration  of  ERT  lies 
between  indefinite  long-term  ERT  for  the  sedentaiy 
smoker  with  osteoporosis  and  a gradual  tapering  off 
after  five  to  seven  years  for  the  active  nonsmoker 
without  actual  evidence  of  osteoporosis.6 
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IMAGING:  Urinary  Tract  Infections* 


| 


Michael  J.  Solomon,  m.d.,  Sherwin  Leiman,  m.d.,  David  L.  Rosenfeld,  m.d.,  M.  Stanley  Kron,  m.d., 
John  L.  Nosher,  m.d.,  new  Brunswick** 


The  significance  ofbacteriuria  in  adult  females,  males , and 
children  is  discussed . The  best  methods  of  obtaining  urine 
specimens  are  suggested . The  indications  for  the  common 
imaging  procedures  and  alternatives  are  analyzed . 


The  appropriate  evaluation  and 
treatment  of  patients  with  docu- 
mented urinaiy  tract  infection 
remains  an  area  of  controversy  due  to  our  technologi- 
cal improvements  in  imaging  modalities  and  due  to 
changing  concepts  in  our  understanding  of  the 
pathophysiology  of  baeteriuria  Evaluation  of  children, 
adult  females,  and  adult  males  must  be  considered  as 
three  separate  groups. 

The  single  most  important  factor  in  appropriate  in- 
vestigation remains  the  method  of  collecting  the  urine 
for  culture.  A fresh  urine  specimen  free  of  contamina- 
tion by  skin  bacteria  remains  the  cornerstone  upon 
which  diagnosis  is  based.  When  this  is  not  available, 
a catheterized  specimen  or  a suprapubic  aspirate  of 
bladder  urine  is  appropriate.  Bagged  urine  specimens 
in  infants  are  of  no  benefit  unless  they  show  absolutely 
no  growth. 

It  must  be  remembered  that  as  many  as  30  percent 
of  significant  bacteriuric  cultures  from  adult  women 
will  contain  less  than  105  colonies  per  milliliter.  A new- 
born infant  with  baeteriuria  represents  a unique  situ- 
ation: males  outnumber  females  10  to  1 and  bacteria 
enter  the  system  in  an  antegrade  fashion  through  the 
kidneys  rather  than  in  a retrograde  fashion  from  the 
lower  tract. 

Epidemiologic  studies  show  that  about  2 percent  of 
schoolgirls  will  have  significant  baeteriuria  at  any 
given  time.  There  is  an  increased  incidence  of  about 


1 percent  per  decade  thereafter  with  an  aggregate  risk 
of  about  3 percent  in  girls  and  0.9  percent  in  boys  by 
the  age  of  puberty.  Forty  percent  of  bacteriuric  epi- 
sodes are  asymptomatic:  correlation  between  pyuria 
and  baeteriuria  is  only  50  percent.  A child  with  three 
positive  urine  cultures  has  an  80  percent  risk  of 
having  additional  urinary  infections;  therefore,  it  is  the 
same  2 to  3 percent  of  little  girls  who  have  bacteriuric 
episodes.  Whether  the  commonly  taught  concept  that 
obstruction  or  stasis  within  the  urinary  tract  leads  to 
infection  is  factual  or  not  currently  is  debatable.  The 
fact  that  stasis  in  the  presence  of  infection  impedes 
resolution  of  the  infection  and  increases  the  risk  of 
sepsis  or  renal  scarring  certainly  is  the  case. 

About  8 percent  of  adult  women  in  the  childbearing 
age  suffer  with  irritative  voiding,  but  only  half  of  these 
patients  are  symptomatic  because  ofbacteriuria.  This 
4 percent  of  women  have  a biologic  predisposition  to 
recurrent  urinary  infection  and  should  be  identified 


‘IMAGING  is  presented  in  NEW  JERSEY  MEDICINE  under 
the  direction  of  Judith  K.  Amorosa,  M.D.,  Department  of 
Radiology,  UMDNJ-Robert  Wood  Johnson  Medical  School. 

**Dr.  Solomon  is  Clinical  Assistant  Professor  of  Surgery,  and 
Drs.  Leiman,  Rosenfeld,  Kron,  and  Nosher  are  Clinical  As- 
sociate Professors  of  Radiology,  UMDNJ-Robert  Wood  John- 
son Medical  School,  New  Brunswick.  Dr.  Nosher  is  Director 
of  Radiology  at  Middlesex  General-University  Hospital.  Cor- 
respondence may  be  addressed  to  Dr.  Solomon.  585  Cranbuiy 
Road,  East  Brunswick,  NJ  08816. 
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on  the  basis  of  urine  culture  to  allow  appropriate  long- 
term management.  We  believe  the  biologic  predispos- 
ing factor  is  an  immunologic  one  related  to  antigenic 
sites  on  the  pili  of  their  enteric  bacteria  and  the  speci- 
ficity of  their  IgA  in  the  vaginal  scretions  towards  these 
bacteria,  that  allows  colonization  of  the  vaginal  ves- 
tibule with  colon  bacteria  in  those  women  susceptible 
to  recurrent  infections.  Similarly,  there  is  a biologic 
predisposition  for  those  adult  men  who  have  bac- 
teriuria  The  bacteria  usually  are  from  the  prostate  and 
occur  in  men  who  are  deficient  in  prostatie  anti- 
bacterial factor,  a zinc-eontaining  substance  iden- 
tifiable in  the  research  laboraboiy.  Baeteriuria  in  the 
older-age  male  population  usually  is  related  to  in- 
strumentation done  to  evaluate  symptoms  of  obstruc- 
tive uropathy. 

IMAGING  MODALITIES 

Recognizing  these  biologic  predisposing  factors  for 
urinary  tract  infection  allows  logical  selection  of  imag- 
ing modalities  for  evaluation.  We  must  remember  that 
imaging  procedures  are  done  to  identify  that  group  of 
patients  with  baeteriuria  who  are  at  risk  of  upper  tract 
involvement  leading  to  episodes  of  sepsis  and/or  renal 
scarring. 

For  children  who  present  with  the  first  documented 
episode  of  baeteriuria  the  first  uroradiologie  examina- 
tion to  be  performed  is  a voiding  cystourethrogram 
(VCUG)  done  with  fluoroscopic  monitoring  without 
anesthesia  The  bladder  is  filled  by  gravity  through  an 
aseptieally  placed  feeding  tube  or  catheter.  This  study 
complements  the  intravenous  pyelogram  (IVP)  or  ultra- 
sonogram which  should  be  done  later.  The  voiding 
cystourethrogram  is  done  to  evaluate  the  presence  or 
absence  of  reflux,  bladder  capacity,  bladder  emptying, 
and  structural  abnormalities  in  the  bladder  and 
urethra  It  also  is  indicated  in  boys  with  significant 
voiding  problems  from  posterior  urethral  valves,  and 
in  children  with  previously  recognized  hydrouretero- 
nephrosis.  Although  the  intravenous  pyelogram  pre- 
viously was  the  preferred  method  for  visualizing  the 
urinary  tract  in  children,  ultrasound  has  replaced  the 
IVP  as  a screening  procedure.  Ultrasound  studies 
should  be  performed  in  children  with  associated  extra- 
urinary  tract  congenital  anomalies  including  im- 
perforate anus  or  Vater  syndrome,  congenital  scoliosis. 
Faneoni  anemia,  anomalies  of  the  ear  and  face,  Turner 
and  other  chromosomal  syndromes,  girls  with  genital 
anomalies,  and  children  with  congenital  heart  disease. 
Ultrasound  or  IVP  shows  no  increased  incidence  of 
renal  anomalies  in  children  with  hypospadias,  un- 
descended testicles,  low-set  ears,  single  umbilical  ar- 
tery, urethral  meatal  stenosis,  or  pure  enuresis. 

Ultrasound  also  is  indicated  to  evaluate  children 
with  nonspecific  abdominal  pain,  an  abdominal  or 
pelvic  mass,  staging  Wilms’  tumor,  localizing  the  site 
of  obstruction  in  poorly  functioning  hydronephrotic 
kidneys,  and  evaluation  of  infants  suspected  of  con- 
genital anomalies  on  the  basis  of  in  utero  ultrasound 
study  of  the  mother.  Ultrasound  is  a safe  and  effective 
means  of  following  children  who  have  had  previous 
urologic  surgery.  Ultrasound  also  is  useful  in  screening 
patients  at  risk  for  renal  tumor,  such  as  those  with 
aniridia  hemihypertrophy,  or  Beekwith-Wiedemann 
syndrome.  Ultrasound  complements  the  evaluation  of 


Figure  1 — Supine  abdominal  film  on  Case  1 shows  air  in  the 
left  collecting  system  (arrows).  Air  in  the  stomach  is  super- 
imposed over  the  left  upper  abdomen. 


Figure  2 — CT  scan  on  Case  1 at  the  midrenal  level  reveals  air 
in  an  abnormally  dilated  collecting  system  (a)  in  the  perirenal ; 
space  and  in  the  renal  parenchyma  Mass  involving  the  right 
kidney  was  a renal  cortical  cyst. 

little  girls  with  urinary  dribbling  who  are  suspected  of 
having  duplicated  systems,  of  boys  with  epididymitis, 
of  patients  with  hematuria  after  minor  trauma  of  new- 
borns with  pneumothorax  or  pneumomediastinum  or 
with  abdominal  masses,  or  of  a child  suspected  of  ( 
having  appendicitis  who  has  an  abnormal  urine 
analysis.  Ultrasound  of  the  kidneys  also  is  useful  for 
patients  with  colonic  malposition,  and  for  selected  pa-  ! 
tients  with  failure  to  thrive  or  fever  of  undetermined 
origin. 

The  IVP  remains  the  imaging  technique  of  choice  for 
children  who  have  had  a urinaiy  infection  in  whom 
reflux  is  documented  by  voiding  cystourethrography. 
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Figure  3— Longitudinal  ultrasound  of  the  right  kidney  on 
Case  2 shows  dilated  calyces  (arrows)  which  indicate 
hydronephrosis. 


Figure  4 — Supine  film  from  a voiding  eystourethrogram  on 
Case  3 shows  reflux  into  a markedly  dilated  collecting  system, 
trabeculated  urinary  bladder,  and  posterior  urethral  valves 
(arrows). 


An  IVP  is  indicated  for  children  with  hematuria  unless 
a strong  suspicion  of  glomerulonephritis  is  present  in 
which  case  an  ultrasound  study  is  appropriate.  IVP, 
not  ultrasound,  is  the  initial  study  of  choice  for  pa- 
tients suspected  of  having  urinary  calculi  and  to  iden- 
tify girls  suspected  of  having  duplicated  systems  with 


ectopic  ureters  as  a basis  for  urinary  incontinence. 
Lastly,  IVP  is  recommended  for  the  initial  evaluation 
of  children  with  neurogenic  bladder  dysfunction  in- 
cluding those  with  myelodysplasia.  A baseline  IVP  also 
is  appropriate  for  children  with  prune  belly  syndrome 
or  exstrophy. 

EXPANDED  ROLE  OF  NUCLEAR  IMAGING 

The  role  of  nuclear  medicine  studies  with  radio- 
isotopes is  expanding.  At  present,  a diuretic  renogram 
with  diethylene  triamine-pentaacetie  acid  (DTPA)  is 
the  best  means  of  distinguishing  obstructive  from 
nonobstructive  urinary  tract  dilatation.  Nuclear  stud- 
ies are  indicated  to  evaluate  renal  blood  flow  in  pa- 
tients with  hypertension  or  with  acute  renal  failure. 
Nuclear  medicine  will  help  determine  split  renal  func- 
tion in  patients  after  unilateral  nephrectomy  or  partial 
nephrectomy.  The  radionuclide  voiding  cystourethro- 
gram  affords  a lower  radiation  dose  to  the  child,  and 
therefore  is  useful  in  monitoring  children  for  spon- 
taneous resolution  of  low-grade  reflux,  to  be  sure  that 
reflux  is  resolved  after  ureteral  reimplantation,  and 
possibly  to  detect  reflux  in  siblings  of  children  with 
reflux.  Radionuclide  voiding  cystography  is  not  ap- 
propriate for  initial  evaluation  of  the  child  with  infec- 
tion because  of  poor  anatomic  detail.  Computerized 
tomography  allows  a superior  evaluation  of  anatomic 
detail  during  evaluation  for  abdominal  mass,  pyelo- 
calyceal  diverticula  renal  and  perirenal  abscess,  retro- 
peritoneal mass,  adrenal  anatomy,  or  suspected 
anomalies  of  the  urachus,  prostate,  or  seminal  vesicles. 
Because  it  does  not  give  sequential  images,  CT  may  be 
less  useful  than  IVP  where  both  anatomy  and  function 
need  evaluation.  CT  and  ultrasound  are  very  useful  in 
patients  with  renal  failure. 

Considerations  for  urinary  tract  imaging  in  adults 
are  quite  different.  Adult  women  with  urinaiy  tract 
infection  without  flank  pain  or  fever,  only  very  rarely 
have  significant  findings  on  IVP  or  VCUG,  so  these 
studies  are  not  recommended.  Adult  men  with  lower 
tract  symptoms  will  benefit  most  by  evaluation  of  post- 
void residual  by  either  ultrasound  or  catheter  as  an 
initial  study. 

PERIODIC  IMAGING  OF  THE  URINARY  TRACT 

Patients  who  require  periodic  imaging  of  the  urinary 
tract  include  those  with  neurogenic  bladder  dys- 
function (including  myelodysplasia),  those  treated 
with  urinaiy  diversion  with  bowel  conduits,  those  with 
ureterosigmoidostomies  (patients  with  uretero- 
sigmoidostomies  should  have  sigmoidoscopy  at  least 
every  slx  months  to  detect  colon  carcinomas),  and 
those  with  inflammatory  bowel  disease  who  are  at  risk 
of  stone  formation.  Patients  with  decreased  overall 
renal  function,  those  with  a solitary  kidney,  or  those 
who  have  undergone  major  reconstructive  surgery  will 
benefit  from  lifelong  monitoring.  Depending  on  the 
clinical  situation,  this  can  involve  periodic  ultrasound 
studies,  IVPs,  loopograms,  cystograms,  or  radionuclide 
studies,  alone  or  in  combination. 

CASE  REPORT  1 

A diabetic  female  was  referred  from  a nursing  home 
with  sepsis.  She  had  several  episodes  of  pyelonephrit  is 
and  an  elevated  BUN  and  creatine.  Plain  abdominal 
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film  (Figure  1)  shows  calcification  in  the  right  kidney 
region  and  air  in  the  left  collecting  system  (arrows)  and 
around  the  left  kidney.  A left  renal  abscess  was 
suspected.  CT  scan  (Figure  2)  defined  the  extent  of  air 
and  inflammatory  mass  in  the  collecting  system,  renal 
parenchyma  and  perinephric  space.  Percutaneous 
drainage  of  this  infectious  process  was  accomplished. 
Patient’s  urosepsis  improved.  A mass  involving  the 
right  kidney  was  thought  to  be  a cyst  on  renal  ultra- 
sound study. 

CASE  REPORT  2 

A black  female  was  seen  in  a clinic  with  acute  flank 
pain.  Renal  ultrasound  (Figure  3)  showed  bilateral 
hydronephrosis  (arrows  point  to  calyces  on  the  right 
side  distended  with  fluid).  Etiology  of  her  obstruction 
proved  to  be  retroperitoneal  sarcoidosis. 

CASE  REPORT  3 

A newborn  male  was  noted  to  have  an  abdominal 


mass.  Initial  ultrasound  showed  left  hydronephrosis. 
Voiding  cystourethrogram  (Figure  4)  defined  the 
etiology  of  this  obstructive  uropathy:  posterior 

urethral  valves,  irregular  trabeculated  urinary  bladder, 
reflux  of  contrast  into  a markedly  dilated  left  ureter,  i 
and  calyces. 
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Every  day  more  and  more 
physicians  are  hearing 
something  remarkable 
from  some  of  their 
hypertensive  patients... 


from  the  ones  on  once-daily 

INDERAL  LA 


(PROPRANOLOL  HCI) 


with  a side-effect  profile  unsurpassed 
by  atenolol  or  metoprolol. 


As  seen  in  this  double-blind, 
crossover,  placebo-controlled 
study.1 

Which  shows  you  how  truly 
well  tolerated  once-daily 
INDERAL  LA  can  be. 

What  comes  as  no  surprise, 
of  course,  is  that  it  gives  you 
the  antihypertensive 
effectiveness  you’ve  come  to 
expect  from  INDERAL. 


Selected  Side  Effects 


INDERAL  LA  as  well  tolerated  as  atenolol  and  metoprolol  in  a 
double-blind,  crossover,  placebo-controlled  study  of  138  hypertensives1 
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Impotence 

Men  (n 


Weakness 
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Weakness 


Nightmares 
Women  (n  = 72) 


Dizziness 


INDERAL®  LA.  For  control. 
Comfortable  control.  Once  a day. 
It’s  the  last  word. 


Hypertensives:  Feeling  well  and 
doing  well,  all  in  one. 

INDERAL  LA 


LONG  ACTING 
CAPSULES 


or 

INDEMDE  LA 


(PROPRANOLOL  HCI  I INDERAL  LA]/ 
HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 


LONG  ACTING 
CAPSULES 


INDERAL  LA  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


Feeling  well  and  doing  well,  all  in  one 


ONCE" DAILY  LONG  ACTING  CAPSULES 


INDERAL*  LA 

IFROFRWOLDLHCI) 


80  mg  120  mg  160  mg 


0 MCE” DAILY  LONG  ACTING  CAPSULES 

Inderide*  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL®  LA),  80  mg,  120  mg,  or  160  mg, 
and  hydrochlorothiazide,  50  mg 


80/50  120/50  160/50 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULARS.) 
INDERAL  ' LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE " LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg 
substitutes  for  INDERAL  and  INDERIDE  Tablets.  Please  see  package  circulars. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL'  LA):  Propranolol  is  contraindicated  in 

1)  cardiogenic  shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block;  3)  bron- 
chial asthma;  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary 
to  a tachyarrhythmia  treatable  with  propranolol. 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 
WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE;  Sympathetic 
stimulation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  con- 
gestive heart  failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  fail- 
ure. Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  if 
necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated,  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking 
agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible). 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of 
propranolol  therapy.  Therefore,  when  discontinuance  of  propranolol  is  planned  the 
dosage  should  be  gradually  reduced  and  the  patient  carefully  monitored.  In  addition, 
when  propranolol  is  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If  pro- 
pranolol therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  for  the 
management  of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at 
risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 


THYROTOXICOSIS;  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism. 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm.  Propranolol  does  not  distort  thyroid 
function  tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability 
of  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anes- 
thesia and  surgical  procedures. 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE 
BETA  BLOCKERS.  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
recsptors. 

DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be 
more  difficult  to  adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure. 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease. 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia.  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs.  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function.  Propranolol  is  not  indicated 
for  the  treatment  of  hypertensive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test.  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catechol- 
amine-blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity,  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal 
attacks,  or  orthostatic  hypotension. 


CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  I 
in  animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18- ; ,! 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  '1 
evidence  of  significant  drug-induced  toxicity.  There  were  no  drug-related  tumorigenic  .l 
effects  at  any  of  the  dosage  levels.  Reproductive  studies  in  animals  did  not  show  any;l 
impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  Propranolol  has  been  shown  to  be  embryotoxic  1 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  il 
dose.  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  jl 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  '1 
the  fetus 

NURSING  MOTHERS:  Propranolol  is  excreted  in  human  milk.  Caution  should  be  exer-;l 
cised  when  propranolol  is  administered  to  a nursing  mother. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to  1 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or  II 
electrolyte  imbalance,  namely-  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale-  i I 
mia.  Serum  and  urine  electrolyte  determinations  are  particularly  important  when  theJ 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids.  Medication  such  as  digitalis  jl 
may  also  influence  serum  electrolytes.  Warning  signs  irrespective  of  cause  are:  Dryness  of  1 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  I 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances!! 
such  as  nausea  and  vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  isjl 
present,  or  during  concomitant  use  of  corticosteroids  or  ACTH, 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia  J 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  1 
digitalis  (eg,  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  1 
use  of  potassium  supplements,  such  as  foods  with  a high  potassium  content. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  1 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease).  Dilutional  hypona- 1| 
tremia  may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water  j| 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre-  I 
mia  is  life-threatening.  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  I 
of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  I 
thiazide  therapy. 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged  I 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide  I 
administration 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance. 

Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
on  prolonged  thiazide  therapy.  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis,  bone  resorption,  and  peptic  ulceration,  have  not  been  seen.  Thiazides 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function. 

DRUG  INTERACTIONS:  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocurarine. 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy  , 
patient.  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine.  This  diminu- 
tion is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use. 

PREGNANCY  Pregnancy  Category  C.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  jl 
weighed  against  possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal  || 
jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  || 
the  adult 

NURSING  MOTHERS:  Thiazides  appear  in  human  milk.  If  use  of  the  drug  is  deemed  iji 
essential,  the  patient  should  stop  nursing. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild  j 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypo-  j 
tension;  paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  I j 
the  Raynaud  type. 

Central  Nervous  System.  Lightheadedness;  mental  depression  manifested  by  insomnia,  i 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  vi- 
sual disturbances;  hallucinations;  an  acute  reversible  syndrome  characterized  by  disori-  j 
entation  for  time  and  place;  short-term  memory  loss;  emotional  lability;  slightly  clouded  'j 
sensorium;  and  decreased  performance  on  neuropsychometrics. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  j 
constipation;  mesenteric  arterial  thrombosis;  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis;  erythematous  rash;  fever  combined  with  ach- 
ing and  sore  throat;  laryngospasm  and  respiratory  distress. 

Respiratory  Bronchospasm. 

Hematologic  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura. 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been *  1 
reported 

Miscellaneous:  Alopecia;  LE-like  reactions;  psoriasiform  rashes;  dry  eyes;  male  impo-  j 
tence;  and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  i 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (prac-  1 
tolol)  have  not  been  associated  with  propranolol. 

Hydrochlorothiazide: 

Gastrointestinal:  Anorexia;  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti-  .; 
pation;  jaundice  (intrahepatic  cholestatic  jaundice);  pancreatitis;  sialadenitis  ,j 

Central  Nervous  System:  Dizziness,  vertigo;  paresthesias;  headache;  xanthopsia. 

Hematologic:  Leukopenia;  agranulocytosis;  thrombocytopenia;  aplastic  anemia. 

Cardiovascular:  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics) 

Hypersensitivity:  Purpura;  photosensitivity;  rash;  urticaria;  necrotizing  angiitis  (vascu- 
litis, cutaneous  vasculitis);  fever;  respiratory  distress,  including  pneumonitis;  anaphylac- 
tic reactions. 

Other:  Hyperglycemia;  glycosuria;  hyperuricemia;  muscle  spasm;  weakness;  restless- 
ness; transient  blurred  vision. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn 

* The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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Case  Report:  Systemic  Amyloidosis  with 
Pulmonary  Involvement  in  IgD  Myeloma 


Arthur  A.  Topilow,  m.d.,  Indu  Gopal,  m.d.,  Pauline  Rock,  m.d.,  neptune* 


A patient  with  IgD  multiple  myeloma  developed  pulmonary 
infiltrates  caused  by  alveolar-septal  pulmonary  amyloidosis . A 
minimally  elevated  IgD  serum  protein  with  abnormal 
electrophoretic  mobility  was  noted . The  association  of  pulmonary 
amyloidosis  and  IgD  myeloma  has  not  been  described.  Biopsy  of 
nonresolving  pulmonary  infiltrates  in  myeloma  is  recommended. 


Pulmonary  involvement  oc- 
casionally is  seen  in  systemic 
amyloidosis,  but  its  association 
with  the  rare  IgD  myeloma  to  our  knowledge  has  not 
been  described  previously.  Our  experience  with  a pa- 
tient with  these  findings  follows.  The  clinical  classi- 
fications of  pulmonary  and  systemic  amyloidosis  are 
reviewed  and  the  common  clinical  presentation  of  IgD 
myeloma  is  discussed. 

CASE  REPORT 

In  May  1977,  a 68-year  old  male  complained  of  a 
painful  left  shoulder  of  one  year’s  duration.  X-ray  of  a 
palpable  mass  at  the  left  acromioclavicular  joint  dis- 
closed an  expansile  lesion  involving  the  distal  end  of 
the  left  clavicle  (Figure  1 ).  An  incisional  biopsy  showed 
the  lesion  to  be  a plasmacytoma.  The  past  medical 
history  and  the  rest  of  the  physical  examination  were 
noncontributory. 

The  hemoglobin  was  13.7  gm/dl,  the  hematocrit  39.2 
percent,  and  the  white  blood  count  8,700  per  mm3 
with  a normal  differential.  Blood  chemistries  were  nor- 
mal. A bone  survey  suggested  the  presence  of  small 
lucent  areas  in  the  calvarium.  Examination  of  a sternal 
bone  marrow  aspirate  showed  30  percent  plasma  cells. 
Serum  protein  electrophoresis  revealed  mild  hypogam- 
maglobulinemia and  no  M-protein  spike.  Immunoelec- 
trophoresis showed  decreased  IgG  and  IgA,  increased 
IgD  of  abnormal  mobility,  and  free  lambda  light  chains 


(Figure  2).  The  urine  showed  markedly  increased  con- 
centrations of  lambda  light  chains.  A diagnosis  of  IgD 
lambda  myeloma  was  made. 

Cobalt  60  teletherapy  was  administered  to  the 
clavicular  mass.  Intermittent  melphalan  and  pred- 
nisone were  given:  12  mg  of  oral  melphalan  and  80  mg 
of  oral  prednisone  daily  for  four  days  eveiy  five  weeks. 
An  excellent  clinical  response  to  therapy  was  noted  by 
the  patient  with  resolution  of  pain  and  disappearance 
of  the  mass.  A repeat  sternal  bone  marrow  after  three 
years  of  treatment  showed  markedly  decreased 
cellularity  with  minimal  plasmaeytosis.  The  treatment 
interval  was  extended  to  every  ten  weeks. 

In  April  1982,  anemia  and  hepatomegaly  developed. 
In  July  1982,  intravenous  adriamycin,  oral  cyclophos- 
phamide, and  prednisone  were  started.  Transfusions 
were  given.  In  October  1982,  the  patient  was  admitted 
to  the  Jersey  Shore  Medical  Center  because  of  weak- 
ness, fever,  leukopenia,  and  basilar  chest  rales.  Pro- 
gressive pulmonaiy  infiltrates  were  noted  on  chest 
radiographs.  A transbronchial  biopsy  was  done  be- 
cause of  continued  deterioration  in  spite  of  in- 
travenous ticarcillin  and  tobramycin.  The  biopsy  re- 
vealed interstitial  amyloid  disease  without  evidence  of 

*From  the  Jersey  Shore  Medical  Center,  where  Dr.  Topilow 
is  Director  of  the  Section  of  Hematology/Oncology,  Dr.  Gopal 
was  a Resident  in  the  Department  of  Medicine,  and  Dr.  Rock 
is  Attending  Physician  in  the  Department  of  Pathology.  Cor- 
respondence may  be  addressed  to  Dr.  Topilow,  Jersey  Shore 
Medical  Center,  1945  Corlies  Ave.,  Neptune.  NJ  07753. 
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Figure  1 — An  x-ray  film  of  the  shoulder  shows  an  expansile 
lesion  of  the  left  clavicle. 
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Figure  2— The  immunoeleetrophoresis  shows  an  IgD  protein 
of  abnormal  motility,  along  with  increased  levels  of  lambda 
chains.  The  large  arrow  points  to  the  IgD  precipitate;  the 
small  arrow  points  to  the  monoclonal  lambda  chain  precipi- 
tate. The  antiserums  are  in  the  trough;  the  patient  and  con- 
trol serums  are  in  the  wells. 

pneumonia  (Figure  3).  Immunoelectrophoresis  showed 
an  IgD  lambda  monoclonal  protein  with  a serum  con- 
centration of  101  mg/dl  (normal  0 to  40  mg/dl).  Severe 
hand  numbness  led  to  bilateral  carpal  tunnel  surgery 
in  March  1983.  Histology  of  the  synovium  revealed  the 
metaehromatic  crystal  violet  staining  of  amyloidosis. 
The  patient  was  readmitted  for  the  final  time  later  that 
month  with  weakness,  chest  pain,  fever,  and  rales  in 
the  right  chest.  Broad  spectrum  antibiotics  were  ad- 
ministered but  the  fever  persisted.  A bronehoscopic 
lung  biopsy  again  showed  pulmonary  parenchymal 
amyloidosis.  Deafness  and  renal  failure  developed.  De- 
spite peritoneal  dialysis,  the  patient  expired,  six  years 
after  the  initial  diagnosis. 

Postmortem  examination  revealed  a plasma  cell  in- 
filtrate consistent  with  multiple  myeloma  in  the 
spleen,  pericardium,  and  bone  marrow  from  four  skel- 


Figure  3 — This  photomicrograph  of  the  bronehoscopic 
biopsy  demonstrates  interstitial  and  vascular  amyloid  in- 
filtrates. 


Figure  4 — A Congo  red  stain  under  polarized  light  demon- 
strates the  apple-green  birefringence  of  amyloid  in  the 
myocardium,  as  well  as  in  the  intramyocardial  blood  vessels.  [ 
The  areas  of  birefringence  are  seen  as  bright  white  patches  ! 
in  the  black-and-white  photomicrograph. 

- 

etal  sites.  Congo  red  stain  using  transmitted  polarized 
light  revealed  birefringent  apple-green-colored  amyloid  : 
in  the  carpal  ligaments,  heart,  alveolar  septae  of  the 
lungs,  intrapulmonary  and  intramyocardial  arterioles 
(Figure  4),  skeletal  muscles,  spleen,  and  muscularis 
extemis  of  the  stomach.  The  liver  and  adrenals  did  not 
stain  for  amyloid.  A “myeloma  kidney”  pattern  was 
noted  owing  to  the  presence  of  tubular  casts, 
presumably  of  immunoglobulin  origin.  No  plasma  cell 
infiltrates  were  seen  in  the  renal  parenchyma 
DISCUSSION 


The  common  monelonal  proteins  seen  in  multiple 
myeloma  are  IgG  and  IgA  The  light  chain  components 
of  the  whole  immunoglobulin  molecule,  i.e.  the  kappa 
and  lambda  chains,  are  monoclonal  also,  so  that  a 
myeloma  protein  usually  is  characterized  by  both  a 
specific  immunoglobulin  and  a specific  light  chain. 
Some  myelomas  may  show  only  the  kappa  or  the 
lambda  light  chains  as  the  monoclonal  protein.  IgD 
multiple  myeloma  is  a plasma  cell  neoplasm  associated 
with  an  IgD  monoclonal  protein. 

A serum  protein  M-spike  (tall  narrow  peak  in  the 
gamma  region  on  serum  protein  electrophoresis)  may 
be  benign  or  malignant.  Some  are  associated  with 
myeloma  and  others  with  nonmalignant  disorders. 
Jancelewiez,  in  a worldwide  review  of  6,744  benign  and 
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malignant  M-components,  counted  55  or  0.8  percent 
that  were  to  do  IgD.1 

Multiple  myeloma  associated  with  a monoclonal  IgD 
protein  is  an  uncommon  entity.  Of  2,726  patients  with 
myeloma,  only  56  or  2.1  percent  had  IgD  myeloma.1 
Based  on  a literature  review  and  the  addition  of  9 
personal  cases,  Janeelewicz  also  reported  on  the 
clinical  features  of  IgD  myeloma  in  133  patients.  As  a 
group,  there  were  distinct  differences  as  compared  to 
the  more  common  IgG,  IgA,  and  light  chain  myelomas. 
The  mean  age  seen  at  the  time  of  diagnosis  of  IgD 
myeloma  was  56.2  years  as  compared  to  63  years  in 
non-IgD  myelomas.  The  male  to  female  ratio  in  IgD 
myeloma  was  seen  to  be  3:1  as  compared  to  1:1  in  all 
other  subgroups.  Lambda  monoclonal  light  chains 
were  very  commonly  seen  in  IgD  myeloma,  at  a ratio 
of  9:1  lambda  to  kappa  in  contrast  to  non-IgD 
myeloma  where  two-thirds  of  the  patients  had  kappa 
light  chains.2  Mean  survival  was  9 months  in  IgD 
myeloma  in  contrast  to  35  months  in  IgG  kappa  25 
months  in  IgG  lambda  22  months  in  IgA  kappa  and 
19  months  in  IgA  lambda  Myeloma  patients  showing 
only  monoclonal  light  chains  had  a mean  survival  of 
28  months  with  kappa  chain  disease,  and  1 1 months 
in  lambda  chain  disease.  Patients  with  IgD  myeloma 
had  lymphadenopathy,  hepatomegaly,  or  splenomegaly 
in  more  than  half  the  cases,  which  were  uncommon 
findings  in  non-IgD  myeloma.  Amyloidosis  was  quite 
common  in  IgD  myeloma,1  occurring  in  10  out  of  23 
or  44  percent  of  autopsied  cases  (no  sites  given).  In 
contrast,  between  7 and  12  percent  of  patients  with 
non-IgD  myeloma  developed  amyloidosis.3  Treatment 
with  melphalan  or  cyclophosphamide  alone  was  found 
to  be  more  successful  than  melphalan  combined  with 
steroids.1 

Our  patient  was  older  at  diagnosis  than  most  pa- 
tients with  IgD  myeloma  He  was  a male  with  a lambda 
monoclonal  light  chain.  He  had  no  lymphadenopathy 
or  organomegaly  at  the  time  of  his  diagnosis.  His 
prolonged  survival  was  unusual.  He  was  treated  with 
steroids  and  melphalan,  to  which  he  made  a good 
response,  as  demonstrated  by  lack  of  clinical  pro- 
gression of  his  systemic  disease  and  decreased 
plasmacytosis  in  a repeat  bone  marrow  aspirate. 

In  87  of  133  cases  of  IgD  myeloma  where  the  M-spike 
in  the  serum  protein  electrophoresis  was  reported,  74 
had  one  spike,  1 1 had  two  or  three  spikes,  and  12  had 
no  spike.  The  reported  range  of  monoclonal  IgD  protein 
was  from  80  to  6,600  mg/dl.1  Our  patient  demon- 
strated no  M-spike  and  had  a quantitative  im- 
munoglobulin assay  showing  a relatively  low  IgD  level 
of  101  mg/dl.  Bence-Jones  proteinemia  (the  presence 
of  light  chains  in  serum)  was  reported  in  29  of  41  and 
Bence-Jones  proteinuria  (light  chains  in  the  urine)  in 
109  of  119  cases.1  In  our  patient,  Bence-Jones  proteins 
were  present  in  both  serum  and  urine  as  light  chains 
on  immunoelectrophoresis. 

The  IgD  in  our  patient  was  noted  to  have  an  atypical 
mobility  on  immunoelectrophoresis  (Figure  2).  DeWaal 
described  four  additional  cases  of  IgD  myeloma  and 
re-emphasized  that  the  serum  and  urinary  elec- 
trophoreses may  vary  considerably  in  the  quantity  and 
the  mobility  of  the  paraprotein.4  Variability  of  both  the 
electrophoretic  and  immunochemical  findings  is  typi- 
cal in  IgD  myeloma. 


TABLE 

Clinical  Classification  of  Amyloidosis2 


Amyloid 

Protein 

Classification 

Type(a) 

Component161 

1.  Primary  amyloidosis:  no 

AL 

Ig-Vl 

evidence  of  preceding  or 

coexisting  disease 

2.  Amyloidosis  with  myeloma 

AL 

Ig-Vl 

3.  Secondary  amyloidosis:  seen 

AA 

Protein  A 

with  rheumatoid  arthritis  and 

other  conditions 

4.  Localized  amyloid:  A single 

AL 

Ig-Vl 

organ  only 

5.  Familial  amyloid: 

AFp 

Prealbumin 

Portuguese 

(al  AL  = amyloid  light  chain:  may  be  kappa  or  lambda 
,b)  Ig-Vl  = variable  portion  of  immunoglobulin 


Amyloidosis  and  its  relationship  to  myeloma  was 
reviewed  by  Kyle  in  1961 5 and  Cohen  in  1967.6  7 Recent 
updates  are  available.811  Amyloidosis  is  a condition 
characterized  by  the  deposition  in  various  tissues  of 
a homogeneous  amorphous  proteinaceous  material 
that  stains  pink  with  hematoxylin-eosin,  metachro- 
matieally  with  methyl  violet,  and  red  with  Congo  red. 
Under  polarized  light,  the  Congo  red  staining  of 
amyloid  produces  an  apple-green  birefringence.  Cur- 
rent clinical  classifications  include  the  biochemistry  of 
the  amyloid,  now  considered  to  be  a beta-pleated  pro- 
tein fibril.  Fibrils  consist  of  immunoglobulin  light 
chains  (AL)  or  of  non-immunoglobul  in  protein  (AA). 
The  Table  shows  a classification  described  by  Kyle.2 

Primary  amyloid  (AL)  commonly  had  been  con- 
sidered a disease  of  the  tongue,  heart,  carpal  ligaments, 
nerves,  and  muscle  with  secondary  amyloidosis  (AA)  a 
disease  of  the  liver,  spleen,  adrenals,  and  kidney.  The 
large  reviews  of  Kyle2  and  Cohen,6  however,  failed  to 
reveal  consistent  patterns  of  organ  distribution  of 
amyloid.  In  contrast,  Isobe  and  Osserman  classified  the 
sites  of  organ  involvement  in  amyloid  syndromes  into 
patterns."  Pattern  I (that  associated  with  multiple 
myeloma)  consisted  of  involvement  of  carpal  ligaments, 
nerves,  and  skin.  Pattern  II  (that  associated  with 
rheumatoid  arthritis)  showed  involvement  of  the  liver, 
spleen,  kidney,  and  adrenals.  Pattern  III,  where  our 
patients  fits,  was  a mixture  of  I and  II. 

Of  interest  in  the  pathogenesis  of  amyloidosis,  is  the 
association  described  by  Bersagel  of  the  lamda  light 
chain  with  the  occurrence  of  amyloid.12  The  ratio  of 
patients  with  the  M-protein  kappa  to  lambda  is  3:5  in 
myeloma  associated  amyloid,  but  3:2  in  nonamyloid 
associated  myeloma  patients.  Our  patient's  lambda 
IgD  protein  is  consistent  with  this  pattern. 

Pulmonaiy  amyloid  involvement  is  mentioned  only 
in  the  more  recent  reviews  of  amyloidosis.2  Spencer 
classified  pulmonary  amyloidosis  into  four  subtypes: 
localized  bronchial:  multiple  or  diffuse  bronchial;  lo- 
calized or  multiple  parenchymal  (nodules);  and  diffuse 
parenchymal  involving  alveolar  septa  and  vessels.13 

Spencer’s  localized  (nodular)  and  diffuse  bronchial 
cases  were  unassociated  with  coexistent  disease,  while 
his  alveolar  septal  cases  were  associated  with  multiple 
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myeloma  primary  systemic  amyloid,  and  senile  cardiac 
amyloid.  In  cases  associated  with  myeloma  the  mono- 
clonal protein  subtype  was  not  given. 

Celli  reviewed  22  patients  with  pulmonary  amyloi- 
dosis.14 Twelve  eases  with  amyloidosis  unassoeiated 
with  myeloma  or  other  underlying  disease  had  promi- 
nent interalveolar  amyloid  deposits.  Two  eases  were 
associated  with  myeloma  (non-IgD)  and  1 ease  with 
Waldenstrom’s  maeroglobulinemia  The  same  was 
found  for  7 cases  of  amyloidosis  associated  with  dis- 
eases other  than  myeloma.  Kanada’s  review  of  12  eases 
from  the  literature  of  pulmonary  amyloidosis  had 
alveolar  septal  involvement.15  Four  involved  the  lung 
only.  All  were  unassoeiated  with  myeloma  or  other  dis- 
eases. 

Our  patient  developed  systemic  amyloidosis  with 
pulmonary  alveolar  septal  involvement  associated  with 
IgD  lambda  multiple  myeloma  diagnosed  antemortem. 
With  the  use  of  flexible  fiberoptic  bronchoscopic 
biopsy,  the  diagnosis  of  pulmonary  amyloidosis  can  be 
made  to  aid  in  management.  We  recommend  that  all 
patients  with  unresolving  pulmonary  infiltrates  who 
are  being  treated  for  myeloma  and/or  amyloidosis  be 
considered  for  diagnostic  fiberoptic  bronchoscopic 
biopsy. 
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Medical 

Banking 


A full  range 
of  business 
and  personal 

financial  services 

United  Jersey’s  Medical  Banking  Group 
was  created  to  meet  the  needs  of  today’s 
medical,  dental  and  other  health  care  pro- 
fessionals. 

Our  lending  officers  provide 
expertise  and  counseling  in  all 
financial  services,  including: 

• Initial  practice 

• Equipment  financing 

• Expansion  and  relocation 

• Insurance 

• Investment  and  trust  services 

• Personal  Banking 

For  further  information,  contact: 

Norman  V.  Buttaci,  Vice  President 

(609)  987-3561 

or 

Richard  H.  Mady,  Vice  President 

(201)  646-5859 


(Member  F.D.I.C.) 

■United  Jersey 

The  fast-moving  bank  . 

United  Jersey  is  a $5  8 billion  financial  services  organization  with  offices  throughout  New  Jersey. 
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(MAGNETIC  RESONANCE  IMAGING) 
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ECHNIQUE 


PATIENT: 


SAFETY 
& COMFORT 


No  preparation  or 
contrast  media. 

Prompt  scheduling,  Monday 
through  Saturday. 

Non-invasive  testing. 

Pleasant  testing  environment. 
Radiologic  imaging  without  X-rays. 


featuring . . 

SIEMENS  MAGNETOM® 

MR  SYSTEM  capable  of  operating 
at  high  field  strength,  1.5  Tesla 
[Now  operating  at  0.5  Tesla] 


PHYSICIAN:  gFfK'.i 

■ Individualized  scanning  to  meet 
physician  specifications. 

■ Early  diagnosis  of  diseases  and 
conditions  including  multiple  sclerosis, 
tumors  of  the  brain,  spinal  cord, 
central  nervous  system,  chest  and 
abdomen,  and  extremities. 

■ Replaces  need  for  cervical 
myelogram,  in  most  cases. 

■ Optimum  image  quality,  utilizing  a 
magnetic  field  and  radio  waves. 

■ Personalized  reporting  to 
referring  physician. 


CT  SCANNING 
PEDIATRIC  RADIOLOGY  ■ REALTIME  ULTRASOUND 
RARE  EARTH  X-RAY  ■ LOW  DOSE  MAMMOGRAPHY 


(201)  836-2500 


TEANECK  RADIOLOGY  CENTER:  THE  FUTURE  IN  RADIOLOGY 

699  TEANECK  ROAD,  TEANECK,  NEW  JERSEY  07666 
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Opinion:  HMO-IPA  Proposal 


Albert  Minzter,  m.d.,  roselle  park* 


It  is  the  author's  position  that  the  HMO-IPA  system  of  medical 
insurance  is  capable  of  totally  regulating  the  medical  practice  of 
its  physician  providers  both  professionally  and  economically. 
MSNJ  should  reject  the  statewide  HMO-IPA  proposal. 


The  HMO-IPA  system  of  medical 
practice  means  the  total  regu- 
lation of  the  private  office  prac- 
tice of  medicine,  both  professionally  and  economically. 

The  private  office  practice  will  be  controlled  pro- 
fessionally because  all  government  qualified  HMO-IPA 
insurance  companies  have  the  authority  to  set  stan- 
dards of  utilization  of  diagnostic  and  treatment  ser- 
vices rendered  to  its  subscribers  by  its  health  pro- 
viders (formerly,  “doctors”).  These  conditions  are  ac- 
cepted by  all  providers  who  voluntarily  sign  contracts 
with  the  HMO-IPA  to  provide  services  for  their  sub- 
scribers. In  other  words,  it  imposes  the  equivalent  of 
a PRO  organization  upon  your  office. 

The  standards  of  medical  practice  which  are  promul- 
gated by  the  HMO-IPA  are  set  within  the  context  of 
actuarial  considerations. 

The  medical  practitioners  will  be  controlled  econom- 
ically because  all  government-qualified  HMOs  are  re- 
i quired  to  retain  a portion  of  the  doctor’s  fees  in  an 
escrow  account  in  order  to  create  an  economic  “at  risk” 
factor  to  restrain  the  health  provider.  In  addition,  all 
federally  qualified  HMOs  are  required  to  reimburse  the 
health  provider  under  a capitation  system  paid  directly 
to  the  IPA  or  to  the  provider.  In  many  advertisements 
we  read  that  these  HMO-IPAs  have  a fee-for-service 
“style”  of  payment.  This  is  not  really  a true  fee-for- 
service  payment,  but  rather  a superficial  imitation  of 
the  real  thing. 

I 


Taken  together,  the  economic  “at  risk”  concept  and 
the  capitation  medical  payment,  which  are  mandatory 
in  a government  qualified  HMO-IPA,  create  an  econom- 
ic strait-jacket  for  the  formerly  independent  practi- 
tioner who  services  the  HMO-IPA 

We  have  been  presented  with  a new  wrinkle  to  the 
equation:  a “free-standing  IPA”  which  will  be  con- 
trolled by  its  doctor  members  and  will  intend  to  uphold 
the  doctor’s  interests.  We  have  heard  repeatedly  that 
no  doctor  wants  to  practice  under  an  HMO-IPA  system. 
Therefore,  the  free-standing  IPA  will  be  used  to  ob- 
struct the  formation  of  an  HMO-IPA  by  setting  up 
negotiating  conditions  which  would  be  unacceptable 
to  the  HMO.  Indeed,  some  of  the  free-standing  IPA 
proponents  claim  that  its  true  function  is  really  to 
prevent  the  formation  of  an  HMO-IPA.  I call  this  or- 
ganizational schizophrenia. 

The  fallacy  to  this  plan  is  that  the  IPA  never  was 
intended  to  benefit  the  doctors.  Its  responsibilities  are 
to  set  standards  regulating  the  utilization  of  medical 
services  and  to  monitor  its  members  to  see  that  they 
comply  with  the  fiscal  restraints  imposed  by  the  HMO. 
The  IPA  is  empowered  to  punish  the  errant  health 
provider  who  exceeds  those  medical  standards  and 
economic  projections. 


*Dr.  Minzter  is  an  internist.  Correspondence  may  be  ad- 
dressed to  Dr.  Minzter,  236  East  Westfield  Avenue,  Roselle 
Park,  NJ  07204. 
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An  indication  of  this  is  that  regardless  of  whether 
the  IPA  is  free-standing  or  sponsored  by  the  HMO,  the 
contract  is  the  same  for  both.  The  conditions  are  the 
same.  The  IPA  is  responsible  to  the  HMO  to  see  that 
the  contract  is  carried  out  and  its  fiscal  projections  are 
protected. 

The  nature  and  purpose  of  the  IPA  cannot  be  re- 
structured by  the  wishful  and  well-intentioned  at- 
titudes of  the  free-standing  IPA  promoters. 

Vincent  Maressa  wrote  an  essay  in  the  Februaiy 
1986  issue  of  NEW  JERSEY  MEDICINE  concerning 
practical  and  legal  considerations  of  collective  bargain- 
ing, based  upon  the  National  Labor  Relations  Act.  He 
presented  two  points.  First,  that  a negotiating  agent 
would  be  in  violation  of  the  law  if  he  did  not  bargain 
constructively,  in  an  effort  to  bring  about  a contract. 
In  other  words,  to  conduct  negotiations  for  the 
purpose  of  obstructing  a contract  is  against  the  law. 

Secondly,  he  maintains  that  a union,  by  definition, 
must  be  comprised  of  employees.  An  IPA  is  comprised 
of  independent  contractors  and  not  of  employees. 
Hence,  the  IPA  is  not  granted  the  protective  cloak  of 
a “union,”  and  its  legal  rights  to  bargain  as  a union 
have  yet  to  be  defined. 

The  practicing  physician  must  judge  an  HMO-IPA 
contract  in  terms  of  what  he  is  giving  up  and  not  by 
the  fees  it  may  pay.  The  fee  structure  is  transitory  and 
variable;  the  liberties  lost  may  be  forever. 

As  independent  practitioners  we  have  two  choices: 
either  to  join  an  HMO-IPA  or  to  resist,  as  individuals, 
and  not  join.  We  physicians,  and  we  alone,  are  licensed 
to  practice  medicine.  If  enough  of  us  do  join,  it  will 


impose  the  system  on  all  of  us.  If  we  all  resist,  then  > 
the  HMO-IPA  system  will  fail,  since  it  requires  our 
services  and  our  offices  to  distribute  conveniently  the 
medical  product  it  sells  the  public. 

The  Medical  Society  of  New  Jersey  soon  will  be  pre- 
sented with  the  decision  whether  or  not  to  promote  its 
own  HMO-IPA  insurance  company.  I believe  it  will  be 
no  different  from  any  other  HMO.  It  will  be  governed 
under  state  and  federal  regulations.  It  will  be  just 
another  HMO-IPA  that  will  hire  its  own  actuarians  to 
project  the  cost  of  its  medical  insurance  policy.  It  will 
have  to  market  this  product  with  the  same  business 
considerations  that  govern  all  other  HMO-IPA  in- 
surance companies. 

I believe  that  this  project,  if  carried  out,  will  cause 
a serious  fracture  among  the  membership  which  will 
have  delayed  healing.  It  will  advance  the  HMO-IPA  sys- 
tem significantly  in  New  Jersey  and  cause  a further 
weakening  of  the  independent  private  practice  of  medi- 
cine. It  will  not  add  to  the  strength  of  the  Medical 
Society  of  New  Jersey  or  its  membership.  It  will  not 
benefit  the  subscribers  nor  will  it  benefit  its  health 
providers. 

It  should  be  rejected. 

“If  a nation  values  anything  more 
than  freedom  it  will  lose  its 
freedom;  and  the  irony  of  it  is 
that  if  it  is  comfort  or  money  it 
values  more,  it  will  lose  that  too.” 

— William  Somerset  Maugham 
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Americana  Host  Farm  Resort 

HOUSING  APPLICATION 
221st  ANNUAL  MEETING 
THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

THURSDAY,  APRIL  30,  TO  SUNDAY,  MAY  3,  1987 


;| 


wgE  FOLLOWING  ARE  ALL-INCLUSIVE  PACKAGE  PLANS  BASED  ON 
DDIFIED  AMERICAN  PLAN,  INCLUDING  DINNER  AND  BREAKFAST 
inhlLY  STARTING  WITH  DINNER  ON  THE  DAY  OF  ARRIVAL,  THE  SAT- 
UDAY  NIGHT  BANQUET,  LIVE  CABARET  SHOWS  EACH  EVENING 
M ATURING  A DIFFERENT  SHOW  EVERY  NIGHT,  STATE  SALES  TAX, 


JD  ALL  GRATUITIES  COVERING  BELLMEN  FOR  IN/OUT  LUGGAGE 
iRVICE,  CHAMBERMAIDS,  AND  ALL  MEAL  SERVICE  AS  OUTLINED: 


)UR-NIGHT  PACKAGE 

< 41.00  PER  PERSON,  SINGLE  OCCUPANCY 
l0|  26.85  PER  PERSON,  DOUBLE  OCCUPANCY 
J 44.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 

'HREE-NIGHT  PACKAGE 

! 145.00  PER  PERSON,  SINGLE  OCCUPANCY 
! .’55.00  PER  PERSON,  DOUBLE  OCCUPANCY 
I 08.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 

VO-NIGHT  PACKAGE 

M49.00  PER  PERSON,  SINGLE  OCCUPANCY 
: 83.65  PER  PERSON,  DOUBLE  OCCUPANCY 
i 72.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 


• Forms  received  after  April  1,  1987, 
will  be  confirmed  on  an  “if  available” 
basis. 

9 Fill  out  only  one  form  for  each  room 
required. 

9 DEPOSIT  OF  $100  PER  ROOM 
MUST  ACCOMPANY  FORM  TO 
CONFIRM  RESERVATIONS. 

9 Please  make  check  payable  to  HOST 
FARM.  Major  credit  cards  accepted 
at  hotel,  but  not  for  deposit. 

9 Hotel  confirmation  is  required  for 
check-in. 

9 Send  form  and  deposit  to: 

Host  Reservations 
2300  Lincoln  Highway  East 
Lancaster,  PA  17602 
717-299-5500 


HECK  TYPE  OF  ROOM  REQUIRED:  □ SINGLE  OCCUPANCY  □ DOUBLE  OCCUPANCY 


-EASE  NOTE:  Number  of  persons  attending  the  Inaugural  Dinner-Dance  honoring  President-Elect  and  Mrs.  Harry 

M.  Carnes  on  Saturday,  May  2,  1987 

^ ———————— ————————— — — — — — — — — — — — — — — — — — — ^ — — — — — — — ^ - 

ItEASE  PRINT  OR  TYPE  THE  FOLLOWING  INFORMATION: 

4ME: NO.  of  CHILDREN: 

HARING  ROOM  WITH: CHILDREN’S  AGES: 


DDRESS: 

ITY: STATE: ZIP: 

USINESS  PHONE  NO HOME  PHONE  NO * 


HECK  IF  OFFICIAL  DELEGATE  □ COUNTY: 


RRIVAL  DATE  DAY, 

EPARTURE  DATE  DAY 

CHECK-IN:  AFTER  4 PM 
CHECK-OUT:  BY  12  NOON 

MEDICAL  SOCIETY  OF 

NEW  JERSEY— 221st  ANNUAL  MEETING 

#13242 
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LOCATION  MAP 


Americana 
Host  Farm  Resort 

2300  Lincoln  Highway  East  (Route  30),  Lancaster.  Pennsylvania  17602  (717)  299-5500 


FROM  NEW  YORK 
Take  New  Jersey  Turnpike 
South  to  Pa  Turnpike  Take  Pf 
Turnpike  West  to  Interchange  No 
21  Travel  South  on  U S Rte  222 
to  U S Route  30  Travel  East  on 
U S Route  30,  approximately  5 
miles  to  Americana  Host  Farm 
Resort 


FROM  PITTSBURGH 
& POINTS  WEST 
Travel  East  on  Pa.  Turnpike  to 
Int.  19  Go  South  on  1-283  for  30 
miles  into  Route  30  East  tor  6 
miles  to  Americana  Host  Farm 
Resort 


FROM  PHILADELPHIA 
Take  Pa.  Turnpike  West  to  Inter- 
change No  21  Travel  South  on 
U S Rte  222  to  U S Route  30 
Travel  East  on  U S Route  30,  ap- 
proximately 5 miles  to  Americana 
Host  Farm  Resort 


FROM  BALTIMORE 
& WASHINGTON 
Go  North  on  Interstate  Route 
83  to  York,  Pa  Turn  East  on  U S 
Route  30  for  32  miles  to  Ameri- 
cana Host  Farm  Resort 


BY  AIR 

Harrisburg  International  Airport 
(just  35  minutes  from  Host  by  lim- 
ousine or  car)  via  TWA  and  U S 
Air,  and  Lancaster  Airport  only 
minutes  away  with  daily  flights  via 
U S Air. 

BY  RAILROAD 
Amtrak  to  Lancaster  Station 
Taxi  and  Rent-a-Car  Service 
available 
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I 

MARKETING 
MEDICAL 
SERVICES 
REQU I RES 
A SPECIALIST. 


A PROVEN 
TRACK  RECORD  OF 
SUCCESSFUL  MARKETING  FOR 
SOLO  AND  GROUP  PRACTICES, 
SINGLE  AND  MULTISPECIALTY 
GROUPS,  IMMEDIATE  CARE 
CENTERS,  AND  AMBULATORY 
SURGICAL  CENTERS. 

MARKET  ANALYSIS 
DIRECT  MAIL  • NEWSLETTERS 
BROCHURES  • ADVERTISING  • PUBLIC  RELATIONS 


Creative  Public  Relations 

21 1 Essex  Street 
Suite  405 

Hackensack.  New  Jersey  07601 

Call  for  a free  consultation  ( 201)342-9111 


ARE  YOU  PROPERLY  CLASSIFIED? 
PROFESSIONAL  MALPRACTICE  LIABILITY 


OCCURRENCE 

PLUS 

—1/3,000,000 

L8MSTS 

50% 

of 

New  Doctors 

Prem. 

Urology-Surg. 

16,621 

GP— No  Surgery 

4,927 

Neurosurgery 

36,400 

Orthopedic  Surg. 

30,418 

Obst-Gynec. 

24,534 

Internal  Medicine 

6,325 

Abdominal  Surg. 

11,475 

General  Surgery 
Colon  & Rectal 

22,005 

GP— Minor  Surg. 

6,325 

Surgery 

11,475 

Cardiology 

4,927 

OVER  100  OTHER 
CLASSIFICATIONS 


■QOYNTON 

BOYNTON,  INC. 

42  MONMOUTH  ST. 

P.O.  BOX  887 
RED  BANK,  N.J.  07701 

MEDICAL  HOTLINE  201-747-0800 


Practicing  medicine 
and  managing  a 
medical  practice  can 
be  tough  these  days. 
We  know  because  we 
help  doctors  do  both. 
As  authorized  repre- 
sentatives for  AT8LT, 
NCR  and  Altos,  we  offer 
simple  solutions  and 
systems  to  help  you 
take  control.  Our  soft- 
ware written  in  “C”  runs 
on  the  UNIX™  operating 
system.  We  offer  true 


multi -user/multi-tasking 
systems  that  can  speed 
cash  flow,  simplify  third 
party  billing  and  provide 
instant  access  to  patient 
records.  And  our  flexible 
software  programs 
adapt  to  your  office 
procedures.  So,  ifyou're 
looking  for  a system 
that  will  help  you  take 
control  now  and  grow 
with  your  practice  in 
the  future,  call  us  today: 


FBL  Medical  Computer  Specialists,  Inc. 

(201)  692-8103 
90  Dayton  Avenue 
Passaic,  New  Jersey  07055 
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DOCTORS’ 

NOTEBOOK 


Trustees’  Minutes 
September  21,  1986 

A regular  meeting  of  the  Board  of 
Trustees  was  held  on  Sunday,  Sep- 
tember 21,  1986,  at  the  Executive 
Offices  in  Lawreneeville.  Detailed 
minutes  are  on  file  with  the  sec- 
retary of  your  county  society.  A sum- 
mary of  significant  actions  follows: 

Charles  H.  Calvin,  M.D.  . . , Ob- 
served a moment  of  silence  in  trib- 
ute to  the  memory  of  Dr.  Calvin,  Fel- 
low of  MSNJ,  who  died  on  July  16, 
1986.  Noted  that  the  customary  con- 
tribution to  the  Medical  Student 
Loan  Fund  was  made  in  Dr.  Calvin’s 
memory. 

Report  of  the  President  . . . Ac- 
cepted Dr.  Schauer’s  report  of  his 
attendance  at  meetings  throughout 
the  state. 

Report  of  Executive  Director  . . , 

(1)  MSNJ  1986  Paid  Membership 

. . . Noted  that  paid  memberships 
total  7,404,  24  less  than  last  year  at 
this  time.  Claims  of  financial  hard- 
ship for  reasons  other  than  illness 
or  disability  are  increasing. 

(2)  MSNJ  Financial  Statements 
. . . Approved  financial  statements 
for  periods  ending  June  30,  and  July 
31,  1986. 


(3)  Legislative  Report  . . . 

(a)  Tort  Reform /Professional  Lia- 
bility . . . Noted  that  liability  reform 
legislative  package  passed  the  As- 
sembly; passage  in  the  Senate  is 
pending.  Doctor  Riggs,  member  of 
the  Insurance  Commissioner’s  Task 
Force  on  Medical  Malpractice,  re- 
ported that  14  recommendations 
were  presented  by  the  Task  Force  to 
the  Senate  Judiciary  Committee  in 
October  1985,  and  action  on  them 
still  is  pending. 

(b)  Mandatory  Medicare  Partici- 
pation (A-2511)  . . . Noted  that  this 
bill  and  a companion  bill,  S-2473, 
are  opposed  by  physicians.  (The  for- 
mer is  not  recognized  as  a legitimate 
licensing  criterion  by  the  State 
Board  of  Medical  Examiners;  the  lat- 
ter is  opposed  by  MSNJ  as  being  il- 
legal and  unfair.  Mr.  Maressa  will 
testily  at  a hearing  on  the  latter  bill.) 

(c)  Physical  Therapy  (A-2647)  . . . 
Noted  that  physical  therapists  op- 
pose amendments  to  bill  which 
would  allow  physicians  to  have  an 
ownership  interest  in  a physical 
therapy  practice  or  employ  physical 
therapists;  bill  has  been  cross-re- 
ferred to  another  committee;  further 
action  pending. 

(d)  No-Fault  Legislation  . . . 

Learned  that  written  copy  of  the  bill 
was  not  available;  Council  on  Legis- 
lation will  consider  the  bill  at  its 
next  meeting  and  recommend  ap- 
propriate Society  position. 

(4)  Regulatory  Matters  . . . 

(a)  Nurse  Anesthetists  . . . Noted 
that  the  Society  is  awaiting  opinion 
from  insurance  carrier  concerning 
increased  malpractice  exposure  for 
surgeons  and  anesthesiologists  if 
the  ruling  proposed  by  SBME  is 
passed. 

(b)  Physical  Therapy  . . . Was  in- 
formed of  hearing  on  October  14, 
1986,  by  the  State  Board  of  Physical 
Therapists  concerning  right  of 
physical  therapists  to  perform  elec- 
tromyography; MSNJ,  SBME,  and  all 
specialty  societies  oppose  the  con- 
cept. 

(c)  Advertising  Regulation  Pro- 
posal . . . Voted  to  support  SBME’s 
proposed  amendment  requiring  the 
posting  of  the  name  of  every  licensee 
employed  by  any  ambulatory  health 
care  facility  licensed  by  the  NJ  De- 
partment of  Health;  also,ruling  that 
the  licensee  providing  professional 
services  be  identified  on  statement 
and  insurance  claim  form. 

(5)  Mandatory  CME  Program  . . . 


Agreed  to  cooperate  with  SBME  on 
their  proposed  mandatory  CME  rul- 
ing and  assist  in  the  administration 
of  the  program  for  MSNJ  members 
or  physicians  wishing  to  comply 
through  MSNJ. 

UMDNJ  . . . Received  August  and 
September  reports  from  President 
Stanley  S.  Bergen,  Jr.,  M.D.,  and 
noted  the  following  items:  1)  Dr. 
Bergen  urged  those  present  to  read 
a report  on  physicians’  assistants  in 
current  issue  of  The  Journal  oj 
Medical  Education ; 2)  Dr.  Bergen 
confirmed  his  agreement  with 
MSNJ  in  disapproving  Senate  bill 
S-3064  (1985),  reintroduced  in  1986 
as  S-670 — Financial  Assistance  for 
Organ  Transplants. 

NJ  Hospital  Association  . . . Re- 
ceived verbal  report  from  Mr.  Louis 
P.  Scibetta,  President,  covering 
many  topics,  including;  1)  Dr.  Paul 
J.  Hirsch  representing  MSNJ  on  the 
Board  of  NJHA;  2)  Appointment  of 
Dr.  Frank  Y.  Watson  to  the  Regional 
Advisory  Board  of  the  American  Hos- 
pital Association. 

Council  on  Public  Relations  . . . Ap- 
proved the  1986-1987  schedule  of 
individual  projects  carried  out  on  a 
continuing  basis  by  the  Council. 

Committee  on  Annual  Meeting  . . . 
(1)  Annual  Meetings  . . . Approved 
the  following  recommendations: 

(1)  That  the  222nd  Annual  Meeting  be 
held  at  the  Resorts  Taj  Mahal  Casino 
Hotel,  in  Atlantic  City,  New  Jersey,  Thurs- 
day, April  28  to  Sunday,  May  1,  1988. 

(2)  That  the  223rd  Annual  Meeting  be 
held  at  the  Resorts  Taj  Mahal  Casino 
Hotel,  in  Atlantic  City,  New  Jersey,  Thurs- 
day, May  18  to  Sunday,  May  21,  1989. 

(3)  That  the  224th  Annual  Meeting  be 
held  at  the  Resorts  Taj  Mahal  Casino 
Hotel,  in  Atlantic  City,  New  Jersey,  Thurs- 
day, May  17  to  Sunday,  May  20,  1990. 

(2)  Interim  Meeting  of  MSNJ 
House  of  Delegates  . . . Voted  to 
postpone  action  on  the  following 
recommendation  until  the  January 
1987  meeting: 

That  the  Committee  on  Annual  Meeting 
receive  guidance  from  the  Board  of 
Trustees  as  to  its  function  in  providing 
the  mechanism  for  coordinating  the  in- 
terim meetings  of  the  House  of  Delegates. 

(3)  Daily  Schedule  . . . Approved 
the  proposed  daily  schedule  for  the 
1987  Annual  Meeting  (page  752). 
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Audit  Review  Committee  ...  Ap 

proved  the  following  recommen- 
dation: 

That  the  audited  financial  statements  be 
; accepted  and  a copy  thereof  forwarded  to 
each  component  society. 

I Committee  on  Impaired  Physicians 

. . . Approved  the  following  recom- 
mendation: 

That  the  Board  ofTrustees  of  the  Medical 
Society  of  New  Jersey  approve  and  en- 
dorse the  Protocol  for  Dealing  with  Com- 
pulsive Gamblers  as  an  official  policy  of 
the  Impaired  Physicians  Program. 

Task  Force  Coalition  with  Senior 
Citizens  . . . Was  informed  by  Dr. 
Kristeller,  chairman  of  the  Task 
Force  Coalition  with  Senior  Citi- 
zens, that  a symposium  will  be  held 
on  April  9,  1987. 

Unfinished  Business  . . . Noted  that 
Mr.  Maressa’s  letter  to  the  President 
of  the  State  Board  of  Medical  Exam- 
iners on  the  subject  of  preadmission 
certification  has  been  referred  to  a 
subcommittee. 

New  Business  . . . 

(1)  Proposed  Date  for  November 
Board  Meeting  . . . Approved  the 
date  for  the  November  Board  of 
Trustees  meeting,  to  be  held  on  Sun- 
day, November  9,  1986,  immediately 
following  the  Interim  Meeting  of  the 
House  of  Delegates. 

( 2 )  Resolutions  for  1 986  MSN  J In- 
terim Meeting  . . . 

(a)  Verification  and  Claim  Form 
Statements  Required  by  New  Jer- 
sey Department  of  Insurance  . . . 
Voted  to  adopt  a resolution  on  this 
topic  and  to  present  a followup  re- 
port at  the  Interim  Meeting. 

(b)  Third-Party  Review  by  Li- 
censed Physician  . . . Noted  that 
this  resolution  was  withdrawn  as 
State  Board  of  Medical  Examiners  is 
addressing  this  topic. 

(c)  Geriatric  Generic  Prescribing 
. . . Noted  that  this  resolution  was 
not  accepted  for  consideration  at  the 
Interim  Meeting  since  it  is  not  of  an 
urgent  or  critical  nature. 

(3)  Request  for  Reconsideration 

. . . Defeated  a request  for  re- 
consideration of  the  resolution 
which  would  limit  the  number  of  in- 
dividual resolutions  which  an  indi- 
vidual delegate  may  submit  to  the 
House  of  Delegates. 


UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 
President 

New  Jersey  has  the  ninth  largest 
population  among  the  states,  and 
the  third  highest  per  capita  income. 
Based  on  those  figures  alone,  one 
would  expect  that  virtually  any  form 
of  specialized  medical  care  available 
anywhere  in  the  country  would  be 
available  in  New  Jersey. 

That’s  not  the  ease,  of  course,  and 
the  reason  is  no  secret.  Roughly  two- 
thirds  of  the  state’s  population  lives 
within  30  miles  of  either  New  York 
City  or  Philadelphia,  each  of  which 
is  home  to  some  of  the  finest 
academic  medical  centers  in  the 
country.  Because  of  this  proximity, 
it  was  not  until  the  second  half  of 
the  20th  century  that  New  Jersey 
saw  the  need  to  train  physicians 
within  its  own  borders.  By  that  time 
a pattern  had  developed.  Prospective 
physicians  left  New  Jersey  to  attend 
medical  school,  many  of  them  never 
to  return.  Patients  seeking  special- 
ized care  left  New  Jersey,  taking 
their  health  care  dollars  with  them. 
And  as  new  medical  procedures  and 
equipment  were  developed,  they 
came  first  to  New  York  and  Philadel- 
phia and  other  cities,  and  later,  if  at 
all,  to  New  Jersey. 

Since  its  founding  16  years  ago, 
the  top  priority  of  UMDNJ  has  been 
to  change  all  that.  There  is  still  a 
long  way  to  go,  but  progress  has 
been  made,  with  the  active  support 
of  the  state  Legislature  and  the 
medical  community.  Our  six  schools 
and  three  campuses  now  graduate 
physicians,  dentists,  and  other 
health  care  professionals,  many  of 
whom  build  their  careers  in  the  Gar- 
den State.  University-affiliated  hos- 
pitals now  attract  an  increasing 
number  of  patients  from  other 
states,  as  well  as  serve  the  needs  of 
our  own  population.  And  with  in- 
creasing frequency  one  more  mile- 
stone is  passed  when  another  form 
of  specialized  medical  care  becomes 
available  for  the  first  time. 

One  such  milestone  was  reached 
this  summer,  when  the  cystic  fibro- 
sis (CF)  program  at  UMDNJ-New 
Jersey  Medical  School  and  Univer- 
sity Hospital  in  Newark  was  ac- 
credited as  a Level  III  Cystic  Fibrosis 
Center — the  highest  designation  as- 
signed by  the  National  Cystic 
Fibrosis  Foundation.  Before  that 
designation  on  July  1,  there  were 


some  80  level-III  centers  throughout 
the  United  States,  but  none  in  New 
Jersey. 

The  accreditation  recognizes  that 
the  UMDNJ  center  provides  the 
most  sophisticated  care  available  for 
victims  of  the  lethal  disease,  along 
with  education  and  research  pro- 
grams. The  accreditation  comes 
with  annual  grant  support  to  bolster 
clinical  and  research  efforts;  the 
first-year  allocation  to  the  UMDNJ 
center  was  $10,000. 

After  just  a year  in  operation,  the 
Center  now  is  treating  more  than  70 
patients  from  five  counties.  That 
number  should  continue  to  climb, 
as  patients  learn  that  they  no  longer 
need  to  leave  the  state  for  top-quality 
care. 

Cystic  fibrosis,  which  attacks  the 
lungs  and  digestive  system,  is  the 
most  common  fatal  ailment  among 
Caucasian  children  and  young 
adults.  There  are  more  than  30,000 
known  sufferers  in  the  United 
States,  and  perhaps  another  14,000 
who  have  yet  to  be  diagnosed,  ac- 
cording to  Nelson  Turcios,  M.D.,  di- 
rector of  pediatric  pulmonary  medi- 
cine at  UMDNJ-New  Jersey  Medical 
School,  and  co-director  of  the  CF 
center.  The  other  co-director  is 
Hugh  Evans,  M.D.,  chairman  of  the 
pediatrics  department. 

The  disease  remains  incurable, 
but  Dr.  Turcios  points  to  progress  in 
extending  the  lives  and  improving 
the  overall  health  of  patients.  “Thirty 
years  ago  a CF  patient  was  lucky  to 
reach  first  grade.  Today  the  average 
life  expectancy  is  21  years,  and  some 
patients  are  living  into  their  30s  and 
40s.” 

The  fight  against  cystic  fibrosis 
would  have  continued  whether  or 
not  UMDNJ  had  ever  become  in- 
volved. The  difference  now  is  that 
New  Jersey  CF  patients  will  have 
readier  access  to  cutting-edge  medi- 
cal research  and  patient  care. 

MSNJ  Auxiliary 

Mrs.  John  W.  Holdcraft 
President 

Does  your  spouse  belong  to  this 
select  organization?  Did  you  know 
that  in  the  past  year  the  MSNJ  Aux- 
iliary: 

• Raised  $40,000  for  52  scholar- 
ships, grants,  and  the  Medical  Stu- 
dent Loan  Fund. 

• Earned  and  recruited  $34,000 
for  the  AMA-Education  and  Re- 
search Foundation;  and  returned 
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822,938  to  the  University  of  Medi- 
cine and  Dentistry  of  New  Jersey. 

• Purchased  infant  safety  ear 
seats  for  local  hospitals. 

• Drew  community  cooperation 
in  10K  race  to  raise  funds  to  combat 
teenage  drug  abuse. 

• Held  health  forums  and  sem- 
inars on  subjects  of  interest  to  all 
ages,  including  arthritis,  osteporo- 
sis,  breast  cancer,  smoking,  drug, 
and  alcohol  abuse. 

• Published  and  sold  cookbooks 
for  all  types  of  philanthropy  such  as 
mental  health  clinics.  Red  Cross, 
and  schools  for  the  retarded  and 
handicapped. 

• Distributed  Medi-File  cards  to 
senior  citizens  to  monitor  medica- 
tion. 

• Worked  to  register  physicians 
for  Med-Vote. 

• Acted  as  key  contact  person  in 
writing  to  legislators  advocating  or 
urging  defeat  of  bills  affecting  the 
medical  community. 

• Assisted  in  the  Glaucoma  Eye 
Screening  Program. 


• Volunteered  services  in  Hospice 
Program. 

• Cosponsored  a program  to  deal 
with  AIDS  victims. 

• Worked  to  identify  and  reach 
the  impaired  physician,  the  im- 
paired spouse,  and  their  families. 

• Advocated  self-help  support 
groups  for  physician’s  families  un- 
dergoing stress  due  to  medical  lia- 
bility litigation. 

• Purchased  and  showed  films  to 
children  and  parents  on  prevention 
of  child  molestation. 

• Distributed  pamphlets  on  col- 
orectal cancer  to  physicians’  offices. 

• Made  war  on  the  TV  media  by 
watching,  rating,  and  alerting  net- 
work executives  and  sponsors  that 
they  are  being  monitored  on  what  is 
being  aired  to  children. 

• Volunteered  for  lobbyist  certifi- 
cation training. 

• Sat  on  voluntary  boards  of  Visit- 
ing Homemaker  Services,  Red  Cross, 
Health  Systems  Agencies,  and  were 
visible  in  their  communities  acting 
on  behalf  of  their  spouses. 


1 

There  are  9,600  doctor  members 
of  the  Medical  Society  of  New  Jersey 
but  there  are  only  2,000  spouses 
who  belong  to  the  Auxiliary.  Those 
members  have  accomplished  so 
much!  The  Auxiliary  might  have 
done  more  had  your  spouse  been 
there  to  help.  It  is  important  to  both 
of  you! 

Physicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  oppor- 
tunities for  practice  in  New  Jersey. 
The  information  listed  below  has  been  ; 
supplied  by  the  physicians.  If  you  are 
interested  in  any  further  information 
concerning  these  physicians,  we  sug- 
gest you  make  inquiries  directly  to 
them. 

ALLERGY— Vijay  Vijh,  M.D.,  Society  Hill 
of  Piscataway,  337  Lancaster  Ct„ 
Piscataway,  NJ  08554.  Govt.  Med.  Col- 
lege (India)  1975.  Board  eligible.  Also, 
pediatric  anesthesiology.  Group,  part- 
nership, solo.  Available. 

ANESTHESIOLOGY— Jeffrey  Weinstein, 
M.D.,  28  Park  Ave.,  Cresskill,  NJ  07626. 
Johns  Hopkins  1983.  Board  eligible. 
Available  July  1987. 

ENDOCRINOLOGY— John  Hodge,  M.D., 
Naval  Hospital,  Endocrine  Branch, 
P.O.  566,  San  Diego,  CA  02134. 
UMDNJ  1979.  Board  certified  (IM). 
Board  eligible  (ENDOCRIN).  Group 
with  academic  association.  Available 
May  1987. 

FAMILY  MEDICINE — Richard  Anthony 
E.  Soboil,  M.D.,  52  Main  Rd.,  Wynberg, 
South  Africa  University  of  Cape  Town 
(South  Africa)  1966.  Group,  partner- 
ship, solo.  Available  December  1986. 
Malini  Sridharan,  M.D.,  P.O.  Box  538, 
Faulkton,  SD  57438.  Mysore  Med.  Col- 
lege (India)  1971.  Group,  partnership, 
solo.  Available. 

INTERNAL  MEDICINE— Thomas  E. 
Jackson,  M.D.,  251 -A  Leveland  Ln., 
Modesto,  CA  95350.  Guadalajara 

1981.  Board  eligible.  Group,  partner- 
ship, solo.  Available. 

Robert  Lesser,  M.D.,  7560  Woodcrest  1 
Ave.,  Philadelphia  PA  19151.  Chicago 

1982.  Also,  rheumatology.  Board 
certified.  Board  eligible  (RHEU). 
Group,  partnership,  hospital  based. 
Available  July  1987. 

Joseph  Minieri,  M.D.,  2200  Osborne 
2nd  River  Rd„  Point  Pleasant,  NJ 
08742.  Buenos  Aires  1958.  Board 
eligible.  Solo.  Available. 

Mark  Reyn,  M.D.,  99-40  63rd  Rd„  Apt. 
3AA,  Rego  Park  NY  11374.  Moscow 
Med.  Institute  1974.  Hospital  based, 
nursing  home,  solo.  Available. 

Michael  F.  Scharle,  M.D.,  1754  E.  2nd 
St.,  Long  Beach,  CA  90802.  Guadala- 
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DAILY  SCHEDULE 
221st  MSNJ  ANNUAL  MEETING 
Americana  Host  Farm  Resort 
Lancaster,  Pennsylvania 
April  30-May  3,  1987 

Wednesday,  April  29,  1987 

3:30  p.m— Board  of  Trustees’  Meeting 

Thursday,  April  30,  1987 

9:00  am. — Registration  Opens 
9:00  A.M.— Message  Center  Opens 
2:00  p.m. — House  of  Delegates 
4:00  p.m.— Reference  Committees 

Friday,  May  1,  1987 

8:00  am. — Registration  Opens 

9:00  am.— Message  Center  and  Exhibits  Open 

9:00  a.m.— House  of  Delegates  (election) 

12:00  noon — Golden  Merit  Award  Ceremony  followed  by  Reception 
2:30  p.m.— Reference  Committees 
5:00  p.m. — JEMPAC  Political  Forum 
5:45  p.m. — JEMPAC  Wine  and  Cheese  Reception 

Saturday,  May  2,  1987 

8.00  am.— Registration  Opens 

9:00  am. — Message  Center  and  Exhibits  Open 

8:30  am. — House  of  Delegates 

1:30  p.m. — House  of  Delegates 

6:30  p.m —Inaugural  Reception  followed  by  Inaugural  Dinner 
Sunday,  May  3,  1987 

8:00  am. —Registration  Opens 
9:00  am.— Message  Center  Opens 

8:30  am. — Program  on  one  topic  of  major  interest  to  the  physician 
1:00  p.m— Board  of  Trustees’  Meeting 
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jara  1979.  Also,  pediatrics.  Board 
eligible.  Solo  or  partnership.  Available. 
Aijinderpal  Singh  Sekhon,  M.D.,  4207 
Fox  Cr.,  Mount  Vernon,  1L  62864. 
Glaney  Med.  College  (India)  1972.  Also, 
pulmonary.  Board  certified.  Group, 
partnership,  solo.  Available  January 
1987. 

John  A.  Stankoski,  M.D.,  10  Overlook 
Rd.,  Apt.  4H,  Summit,  NJ  07901.  Uni- 
versity of  Bologna  (Italy)  1984.  Part- 
nership, solo,  group.  Available  July 
1987. 

Kevin  E.  Vitting,  M.D.,  100  East  77th 
St.,  New  York,  NY  10021.  UMDNJ 
1982.  Also,  nephrology.  Board  certi- 
fied. Partnership  or  group.  Available 
July  1987. 

NEPHROLOGY— Kevin  E.  Vitting,  M.D., 
100  East  77th  St.,  New  York,  NY 
10021.  UMDNJ  1982.  Also,  internal 
medicine.  Board  certified  (IM).  Part- 
nership or  group.  Available  July  1987. 

OBSTETRICS/GYNECOLOGY— Bernard 
Greisman,  M.D.,  14  Twin  Circle  Ct„ 
Willowdale,  Ontario  M2R  3L4.  Ottawa 
1967.  Board  eligible.  Group  or  part- 
nership. Available. 

Michael  H.  Minoff,  M.D.,  2200  Ben 
Franklin  Pkwy.,  East  212,  Philadel- 
phia, PA  19130.  LSU-New  Orleans 
1982.  Group  or  partnership.  Available 
July  1987. 

Michael  Molina  M.D.,  4 Howard  Ct„ 
Staten  Island,  NY  10310.  Guadalajara 
(Mexico)  1981.  Board  eligible.  Partner- 
ship. Available  July  1987. 

Michael  A Schiavone,  M.D.,  447 

Linwood  Ave.,  Buffalo,  NY  14209.  Pitts- 
burgh 1982.  Group,  partnership,  solo. 
Available  July  1987. 

PEDIATRICS— Michael  F.  Scharle,  M.D., 
1754  E.  2nd  St.,  Long  Beach,  CA 
90802.  Guadalajara  1979.  Also,  inter- 
nal medicine.  Board  eligible.  Solo, 
partnership.  Available. 

PULMONARY — Anjinderpal  Singh 
Sekhon,  M.D.,  4207  Fox  Ck.,  Mount 
Vernon,  IL  62864.  Glaney  Med.  College 
(India)  1972.  Also,  internal  medicine. 
Board  certified.  Group,  partnership, 
solo.  Available. 

RHEUMATOLOGY— Robert  Lesser,  M.D., 
7560  Woodcrest  Ave.,  Philadelphia  PA 
19151.  Chicago  1982.  Also,  internal 
medicine.  Board  eligible.  Board  certi- 
fied (IM).  Group,  partnership,  hospital 
based.  Available  July  1987. 

SURGERY — John  W.  Frankfort,  M.D., 
215  E.  Chicago  Ave.,  Apt.  2312,  Chi- 
cago, IL  60611.  UMDNJ  1980.  Also, 
vascular.  Group.  Available  August 
1987. 

Patrick  P.  Montefusco,  M.D.,  4 Mont- 
fort  Dr.,  Huntington,  NY  11743. 
Georgetown  1977.  Board  certified. 
Partnership.  Available. 

Dorian  J.  Wilson,  M.D.,  28  Diana  Dr., 
South  Plainfield,  NJ  07080.  UMDNJ 
1982.  Board  eligible.  Hospital  staff, 
medical  school  affiliate.  Available  July 
1987. 


A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 

3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


Immediate  Release 

LIPO-NICIN®/250  mg. 


Each  yellow  tablet  contains. 


Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25mg. 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6)  10  mg 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid 100  mg 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B  2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 


DOSE:  1 to  5 tablets  daily 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation  Also  provides 
concomitant  administration  of 
the  listed  vitamins  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  Idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding 


Write  for  literature  and  samples 

( BRolVJJl)  the  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057  iPDR 


NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 

Problems  of  Human  Infertility 

The  Foundation  provides  a complete 
diagnostic  and  consultation  service  for  in- 
fertile couples.  Investigations  are  con- 
ducted by  well-known  specialists  in  con- 
junction with  consultants  in  the  various 
fields  of  medicine  related  to  infertility. 

The  Foundation  is  supported  by  an  in- 
house  modern  laboratory  equipped  to  do 
most  tests  required  for  diagnosis  and 
treatment.  Literature  on  request. 


1430  Second  Avenue,  Suite  103 
New  York,  N.Y.  10021 
Phone:  (212)  744-5500 


HEALTHY  COVERAGE 

through  the 

MSNJ  GROUP! 


MSNJ  offers  doctors  the  comprehensive  protection  most  patients  enjoy, 
with  the  service  and  efficiencies  inherent  to  large,  well-run  group  plans. 
MSNJ  Group  insurance  is  flexible.  You  prescribe  the  plan  that  will 
provide  healthy  coverage  for  yourself,  your  family,  and  your  practice. 
Take  advantage  of  MSNJ  Group  Blue  Cross/Blue  Shield,  Major 
Medical  and  Dental  insurance...  it’s  good  preventive  medicine! 

Donald  F.  Smith  & Associates 
One  Airport  Place,  Route  206  North 
P.O.  Box  2197 


Princeton,  New  Jersey  08540 
(609)924  8700  (800)227-6484 
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The  Mid-Atlantic 
Kidney  Stone  Center 
announces  an  important 
conference  on: 

Urinary 

Calculus 

Disease: 

the  Metabolic  Aspects  of 
its  Pathogenesis,  Diagnosis 
and  Treatment 

Lecturer: 

Charles  Y.  C.  Pak,  M.D. 

Professor  of  Internal  Medicine 
Chief,  Section  on  Mineral  Metabolism 
University  of  Texas 
Health  Science  Center  at  Dallas 

Wednesday,  November  19,  1986 
4:30  p.m.  to  7:00  p.m. 
(Refreshments  to  follow) 

The  Mt.  Laurel  Hilton 
Mt.  Laurel,  New  Jersey 

CME  pending 


m 


THE  MID-ATLANTIC 
KIDNEY  STONE  CENTER 

A LITHOTRIPTER  SERVICE 
One  Brick  Road,  Mar  I ton,  NJ  08053 


Managed  by  MCDIQ  Incorporated 
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CME  Calendar 

I H 


The  following  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  for 
further  information. 


This  list  is  compiled  through  the  coop- 
eration of  the  Committee  on  Medical 
Education  of  the  Medical  Society  of  New 
Jersey,  The  Academy  of  Medicine  of 
New  Jersey,  the  New  Jersey  Chapter  of 
the  American  Academy  of  Family  Physi- 
cians, and  the  Office  of  Continuing 
Medical  Education  of  the  UMDNJ.  For 
information  on  accreditation,  please 
contact  the  sponsoring  organizadon(s), 
indicated  by  italics— last  line  of  each 
item. 


ANESTHESIOLOGY 

January 

7  Anesthesiology  Case  Presentation 

7: 1 5 am.— Robert  Wood  Johnson 
Medical  School,  Rm.  593, 

New  Brunswick 
(UMDNJ) 

1 5 Anesthesiology  Pain  Therapy 

1 1 am. — St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 
(AMNJ) 

20  Intraoperative  Hemodilution 

6-9  p.m  — Ramada  Inn,  Clark 
(NJ  State  Society  of 
Anesthesiologists  and  AMNJ) 

CARDIOLOGY 

December 

16  Streptokinase  and  Transluminal 
Coronary  Angioplasty 

12  noon — St.  Mary’s  Hospital, 
Orange 

(SL  Mary's  Hospital  and  AMNJ) 

18  Cardiology — Anti  arrhythmic 
Therapy 

3  p.m  — Ancora  Psychiatric  Hospital 
(AMNJ) 

January 

30  Echocardiography 

12  noon- 1:1 5 p.m  — Bridgeton 
Hospital 

(Bridgeton  Hospital  and  AMNJ) 


MEDICINE 

December 

2 The  Impaired  Physician 

8:30-9:30  am.— Newark  Beth  Israel 
Medical  Center 
(Newark  Beth  Israel  Medical 
Center  and  AMNJ) 

2 AIDS 

9  Functional  Assessment  of  the 
Elderly 

12  noon— The  Hospital  Center  at 

Orange 

(AMNJ) 

3 Medical  Grand  Rounds 

1 1 :00  a.m.-  1 :00  p.m.— VA  Medical 
Center,  East  Orange 
(Endocrine  Section,  AMNJ) 

3 1986  Clinical  Abstract  Meeting 

1 -5  p.m— The  Manor,  West  Orange 
(Oncology  Society  of  NJ  and 
AMNJ) 

3 Dinner  Meeting 

6  p.m.— Holiday  Inn,  Newark  Airport 
(Endocrine  Section,  AMNJ) 

3 Annual  Meeting  and 

4 Critical  Care  Fair 

The  Hyatt,  Cherry  Hill 
(NJ  Society  of  Critical  Care 
Medicine  and  AMNJ) 

3 Pathogenesis  of  Gouty  Arthritis 
10  Pathogenesis  of  Osteoarthritis 

12  noon-1  p.m. — Robert  Wood 
Johnson  Medical  School,  Med. 
Educ.  Bldg.,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

3 GI  Update 
10  GI  Update 

8:30-10  p.m. — Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(Alexian  Brothers  Hospital  and 
AMNJ) 

3 Medical  Lecture  Series 

10  10:30  am  - 12  noon — Christ 

17  Hospital,  Jersey  City 
24  (Christ  Hospital  and  AMNJ) 

31 

3 Endocrine  Conferences 

10  3:30-5  p.m. — Rotates  between 

17  Newark  Beth  Israel  Medical  Center, 
24  United  Hospitals,  University 
31  Hospital,  Newark,  and  VA  Medical 
Center,  E.  Orange 
(Endocrine  Section,  AMNJ) 

5 Postmenopausal  Osteoporosis 
1 2 Physiology  and  Management  of 

Angina  Pectoris 

8:30  am. — United  Hospitals  Medical 
Center,  Annex  Aud.,  Newark 
(United  Hospitals  Medical  Center 
and  AMNJ) 

5 Dept,  of  Medicine  Grand  Rounds 

19  9-10am. — St.  Francis  Medical 

Center,  Trenton 

(St.  Francis  Medical  Center  and 
AMNJ) 

5 Multidisciplinary  Cancer 
12  Conferences 

19  11  am  - 1 2 noon — Wallkill  Valley 

General  Hospital,  Annex,  Sussex 
(Wallkill  Valley  General  Hospital 
and  AMNJ) 

7 Fourth  Annual  Garden  State 

8 Sports  Medicine  Symposium 

9 Hyatt  Regency,  New  Brunswick 
(Mid-Atlantic  Chapter,  American 


College  of  Sports  Medicine,  and 
Institute for  Medicine  i n Sports, 
Hamilton  Hospital) 

8 Management  of  Esophageal  Reflu 

7 p.m— Wallkill  Valley  General 
Hospital,  Sussex 

(Wallkill  Valley  General  Hospital 
and  AMNJ) 

9 Urinary  Tract  Infection 

8:30  am  — Palisades  General 
Hospital,  North  Bergen 
(Palisades  General  Hospital  and 
AMNJ) 

9 Delivery  Systems  in  Concepts  of 
Providing  Therapeutic  Agents 

9:30-10:30  am  — Elizabeth  General 
Medical  Center 
(Newark  Beth  Israel  Medical 
Center  and  AMNJ) 

1 0  Topic  To  Be  Announced 

2-5  p.m .— Mountainside  Hospital, 
Montclair 

(NJ  Society  of  Gastroendoscopy 
and  AMNJ) 

1 0  Management  of  Hepatitis 

1 :30  p.m. — Essex  County  Hospital 
Center,  Cedar  Grove 
(Essex  County  Hospital  Center 
and  AMNJ) 

1 0 Tumor  Board  Conference 

I 1:30  a.m. — Community  Memorial 
Hospital,  Toms  River 
(Community  Memorial  Hospital 
and  AMNJ) 

1 1 Food  Allergy:  Fad  or  Fact 

I I am  — St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 
(AMNJ) 

1 1 Infections  in  the 
Immunocompromised  Host 

5-6:30  p.m. — Somerset  Medical 
Center,  Somerville 
(Somerset  Medical  Center  and 
AMNJ) 

1 2 Anemia 

10:45  am  — Greystone  Park 
Psychiatric  Hospital 
(Greystone  Park  Psychiatric 
Hospital  and  AMNJ) 

1 2  Rationale  for  Conservation 
Management  of  Breast  Cancer 

12  noon — Warren  Hospital, 
Phillipsburg 

(Warren  Hospital  and  AMNJ) 

1 2 The  Aging  Heart 

19  Hypercoagulibility  States 

1 2 noon- 1:15  p.m— Bridgeton 
Hospital 

(Bridgeton  Hospital  and  AMNJ) 

13  Common  Tumors  of  the  Skin 

8 am  — Newcomb  Medical  Center, 
Vineland 

(AMNJ) 

1 5 State  of  the  Art  in  Antibiotic 
Therapy 

7:1 5-8: 1 5 p.m. — The  Stony  Hill  Inn, 
Hackensack 

(General  Hospital  Center  at 
Passaic,  Merck,  Sharp  & Dohme, 
and  AMNJ) 

1 6 Mechanism  of  Antibiotic  Action 
and  Resistance 

9 am  — Holy  Name  Hospital, 

Teaneek 

(Holy  Name  Hospital  and  AMNJ) 

; 
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FOR  SURVIVAL 

SYMPOSIUM  & EXPOSITION 

“MEDICAL  PRACTICE  STRATEGIES: 
ALTERNATIVE  METHODS  OF  DELIVERY 
& REIMBURSEMENT  OF  HEALTH  CARE” 

The  Philadelphia  County  Medical  Society 
invites  YOU  to  attend  . . . 

ALL  PHYSICIANS  & THEIR  STAFF 

Friday,  Dec.  5th— 9 am-6  pm 
Saturday,  Dec.  6th— 9 am-4  pm 
VALLEY  FORGE  CONVENTION  & EXHIBIT  CENTER 
(adjacent  to  Sheraton  in  King  of  Prussia,  PA) 


SYMPOSIUM 


Friday,  Dec.  5th 

10-11:30  am  “Point/Counterpoint” 

Individual  Fee  for  Service  Practice  of  Medicine: 
Harry  Schwartz,  Ph.D.;  Sylvan  Eisman,  M.D. 
John  Helwig,  Jr.,  M.D.;  Victor  Zachian,  M.D. 
Alternative  Methods  of  Practice  of  Medicine: 
Paul  Ellwood,  M.D.;  Irwin  Becker,  M.D. 
James  Couch,  M.D.;  Robert  Pressman,  M.D. 

2:15-3:30  pm  “Purchaser/Provider  Colloquy” 
James  Redmond— Institutional  Provider 
Wallace  McCune,  M.D. — Physician  Provider 
Donald  Mazziotti— Business  Purchaser 
Carl  Moore— Consumer  Purchaser 


Saturday,  Dec.  6th 

10-11:30  am  “Point/Counterpoint” 

Individual  Fee  for  Service  Practice  of  Medicine: 
Harry  Schwartz,  Ph.D.;  Sylvan  Eisman,  M.D.; 
John  Helwig,  Jr.,  M.D.;  Victor  Zachian,  M.D. 
Alternative  Methods  of  Practice  of  Medicine: 
Paul  Ellwood,  M.D.;  Irwin  Becker,  M.D.; 
James  Couch,  M.D.;  Robert  Pressman,  M.D. 

2-3  pm  “Colloquy  on  Joint  Ventures” 

James  Couch,  M.D. —Physician 
David  Nash,  M.D. —Scholar 
Joseph  Falkson,  Ph.D.— HMO  Rep 
Anthony  Gigliotti— Hospital  Rep 


★CME  Category  I Applied  ForVk- 


LUNCHEONS 


Friday,  12:30-2  pm  Presented  by  Blue  Cross  of  PA,  Cigna  Health  of  PA,  Doctor  Care  of  PA, 
Freedom  Healthcare,  Keystone  Health,  Partners  National  Health,  1st  PA  Bank 
Saturday,  12-1:15  pm  Presented  by  PCMS  and  DeKalb  Laboratories 

Keynote  Speaker:  Kevin  Moley,  Office  of  Pre-paid  Healthcare,  H.C.F.A. 

★ LIMITED  NUMBER  OF  RESERVATIONS— Call  PCMS  now  215/563-5343^ 


EXHIBITS 


Over  150  displays  of  the  newest  products  and  services  available 


RECEPTION 


Wine  & Cheese  following  Friday’s  seminars,  sponsored  by  Oppenheimer  & Company 

★ FREE  ADMISSION  ★FREE  PARKING 

For  tickets  and  information  call  Robert  Donnell  Productions  1-800-243-9774  or  PCMS  215/563-5343 
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16  Interaction  of  Prostaglandins  and 
Platelet-Activating  Factor  in  the 
Glomerulus 

4-5  p.m. — Robert  Wood  Johnson 
Medical  School,  Rm.  393, 

New  Brunswick 
(UMDNJ) 

January 

2  Dept,  of  Medicine  Grand  Rounds 

16  9-10  A.M.— St.  Francis  Medical 

Center,  Trenton 

(St.  Francis  Medical  Center  and 
AMNJ) 

2 Multidisciplinary  Cancer 
9 Conferences 

16  11  A.M.  1 2 noon — Wallkill  Valley 

23  General  Hospital,  Annex,  Sussex 
30  (Wallkill  Valley  General  Hospital 
and  AMNJ) 

6 Functional  Assessment  of  Elderly 

20  Urinary  Incontinence  of  the 
Elderly 

8:30  a.m. — Palisades  General 
Hospital,  North  Bergen 
(Palisades  General  Hospital  and 
AMNJ) 

7 Medical  Ground  Rounds 

1 1 :30  A.M.  1 :00  p.m  — VA  Medical 
Center,  East  Orange 
(Endocrine  Section.  AMNJ) 

7 Dinner  Meeting 

6 p.m  — Holiday  Inn,  Newark  Airport 
(Endocrine  Section.  AMNJ) 

7 The  Obesity-Diabetes  Connection 
1 4 Clinical  Applications  of  Drug 
Pharmacokinetics 

12  noon-1  p.m  — Robert  Wood 
Johnson  Medical  School  Med. 
Educ.  Bldg.,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

7 Update  on  Antimicrobial  Agents 
14  AIDS 

2 1 Update  on  Antiviral  Therapy 
28  Infection  in  the  Immuno- 

Suppressed  Patient 

8:30-10  A.M.— Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(Alexian  Brothers  Hospital  and 
AMNJ) 

7 Medical  Lecture  Series 

14  10:30  a.m.  12  noon— Christ 

21  Hospital,  Jersey  City 


28  (Christ  Hospital  and  AMNJ) 

7 Endocrine  Conferences 

14  3:30-5  p.m  — Rotates  between 

21  Newark  Beth  Israel  Medical  Center, 

28  United  Hospitals,  University 
Hospital,  Newark,  and  VA  Medical 
Center,  E.  Orange 
(Endocrine  Section,  AMNJ) 

9  Gallbladder  Imaging 
23  AIDS  Update 

1 2 noon- 1:15  p.m  — Bridgeton 
Hospital 

(Bridgeton  Hospital  and  AMNJ) 

9 Treating  Hypertension  in  the 
Diabetic  and  Renal  Impaired 
Patient 

16  Clinical  Cardiac  Pacing 
23  Diabetic  Foot  Infections 
30  Medical  Mortality  Conference 

8:30  a.m. — United  Hospitals  Medical 
Center 

(United  Hospitals  Medical  Center 
and  AMNJ) 

1 0  Tough  Decisions  in  Critical  Care 

9 a.m  -4  p.m. — Viscount  Hotel,  Mount 
Laurel 

(Cooper  Hospital/University 
Medical  Center.  NJ  Society  oj 
Critical  Care  Medicine,  and  AMNJ) 

13  Septic  Shock 

1 2 noon — The  Hospital  Center  at 

Orange 

(AMNJ) 

13  Dermatology  Program 

8-10  p.m — Sehering  Corp., 
Kenilworth 

(NJ  Dermatological  Society  and 
AMNJ) 

15  Management  of  Common 
Gastrointestinal  Problems  in  the 
Elderly  Patient 

5-6:30  p.m. — Somerset  Medical 
Center,  Somerville 
(Somerset  Medical  Center  and 
AMNJ) 

15  Common  Dermatoses 

29  Drug  Addiction:  Chronic  Pain 
Management  and  Issues  Related 
to  Iatrogenic  Addiction 

3  p.m. — Ancora  Psychiatric  Hospital 
(AMNJ) 

1 6 Calcium  Absorption  / CA  and 
Vitamin  D 


9- 10  a m. — St.  Francis  Medical 

Center,  Trenton 

(AMNJ) 

20  Industrial  Medicine— Chemicals 
and  Health 

12  noon— St.  Maiy's  Hospital, 

Orange 

(AMNJ) 

20  Atrial  Natriurectic  Factor 

4-5  p m — Robert  Wood  Johnson 
Medical  School,  Rm.  393, 

New  Brunswick 
(UMDNJ) 

21  Pulmonary  Function  Testing  and 
Arterial  Blood  Gases 

1 2: 1 5- 1 : 1 5 p.m— Gateway  Hilton, 
Newark 

(NJ  Disability  Determinations 
Division  and  AMNJ) 

21  Dermatology  Conferences 

6-9  pm  — Rutgers  Community 
Health  Plan,  57  U.S.  Hwy.  1, 

New  Brunswick 

(Rutgers  Community  Health  Plan 
and  AMNJ) 

22  Laser  Treatment  of  Massive  GI 
Hemorrhage 

I 1:30a.m.— Christ  Hospital, 

Jersey  City 

(AMNJ) 

23  Antibiotic  Treatment  of  Urinary 
Tract  Infections,  Pneumonia,  and 
Cellulitis 

10:45  a.m  — Greystone  Park 
Psychiatric  Hospital 
(AMNJ) 

27  CT  Evaluation  of  Abdominal 
Trauma 

8:30- 1 0:30  am— St.  Joseph’s 
Hospital  and  Medical  Center, 
Paterson 

(St  Joseph's  Hospital  and  Medical 
Center) 

29  Management  of  Post  GI  Disorders 

I I A.M.— St,  Joseph’s  Hospital  and 
Medical  Center,  Paterson 
(AMNJ) 

NEUROLOGY/PSYCHIATRY 

December 

4  The  Psychobiology  of  Anniversary 
Reactions 

1 1 Use  of  Countertransference 
Reactions  in  Testing  Patients 
1 8 Cognitive  Therapy  for  Depression: 
An  Update 

12  noon-1  p.m.— Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

4 Case  Seminars  and  Supervision 
18  To  Improve  Psychotherapeutic 
Technique 

8-10  p.m.3  1 2 Harding  Drive, 

So.  Orange 

(Advanced  Psychiatric  Study 
Group  and  AMNJ) 

4 Neurology  Grand  Rounds 

11  3-5p.m.— Robert  Wood  Johnson 

18  Medical  School,  Med.  Ed.  Bldg., 

Rm.  108A  New  Brunswick 
(UMDNJ) 

1 7 Overview  of  Psychopharmacology 
of  Mental  Disorders 

12:15-1:15  p.m.— Gateway  Hilton, 
Newark 

(NJ  Disability  Determinations 
Division  and  AMNJ) 


ARE  YOU  MOVING? 


If  so,  please  send  a change  of  address  to  NEW  JERSEY 
MEDICINE,  Medical  Society  of  New  Jersey,  Two  Princess 
Road,  Lawrenceville,  NJ  08648,  at  least  six  weeks  before 
you  move. 

Name 

Address 

City State Zip 
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THE  PHILADELPHIA  HEART  INSTITUTE 


of  Presbyterian-University  of  Pennsylvania  Medical  Center 


CARDIOLOGY  UPDATE  . . . 


is  designed  for  the  Physician  and  provides  an  intensive  survey  of  the 
current  status  of  Clinical  Cardiology  . . . 

WEDNESDAY 
DECEMBER  3,  1986 
3:00  to  5:30  PM 


DIAGNOSIS  AND  MANAGEMENT  OF 
ACUTE  MYOCARDIAL  INFARCTION 


MODERATOR:  RICHARD  HELFANT,  M.D. 


Clinical,  Electrocardiographic  and  Imaging  Observations 


Case  Presentations 


Conventional  versus  Aggressive  Management 


Thrombolysis  and  Angioplasty:  Indications  and  Results 
Questions  and  Answers 

• No  Registration  Fee 

• No  Advance  Registration  Required 

• CME  Credits* 


Norman  Feinsmith,  AI  D. 
Michael  Herlich,  M.D. 
Terry  Langer,  M.D. 
Jai  Agarwal,  M.D. 
The  Audience 


* * Wine  and  Cheese  Served  Following  Each  Session  * * 

Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania 
Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

Parking  Available  (at  discount  rate.) 


*The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor 
continuing  education  for  physicians.  The  University  of  Pennsylvania  School  of  Medicine  designates  this  continuing  medical  activity  for  22.5 
credit  hours  of  Category  I of  the  Physicians  Recognition  Award  of  the  AMA  (2.5  credit  hours  each  lecture). 
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19  Update  on  Parkinson’s  Disease 

8:30  a.m. — United  Hospitals  Medical 
Center  Annex.  Aud.,  Newark 
(United  Hospitals  Medical  Center 
and  AMNJ) 

January 

8  Neurology  Grand  Rounds 

15  3-5  p.m. — Robert  Wood  Johnson 
22  Medical  School,  Med.  Ed.  Bldg., 

29  Rm.  108A,  New  Brunswick 

(UMDNJ) 

OBSTETRICS/GYNECOLOGY 

January 

21  Gene  Antenatal  Diagnosis 

12  noon-1  p.m  — Robert  Wood 
Johnson  Medical  School,  Med. 
Educ.  Bldg.  Rm.  102, 

New  Brunswick 
(UMDNJ) 

PATHOLOGY 

December 

17  Clinical  Pathological  Conference 

12  noon-1  p.m  — Robert  Wood 
Johnson  Medical  School,  Med. 
Educ.  Bldg.,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

PEDIATRICS 

December 

12  Pediatric  Lecture  Series 

8-9  a.m.— Overlook  Hospital, 
Summit 

(Overlook  Hospital  and  AMNJ) 

January 

8 Pediatrics— Congenital  Disease 

1 1 A.M.— St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 
(AMNJ) 

9 Pediatric  Lecture  Series 

8-9  A.M.— Overlook  Hospital, 
Summit 

(Overlook  Hospital  and  AMNJ) 

16  The  Misunderstood  Child 

1 2 noon- 1:15  p.m  — Bridgeton 
Hospital 

(Bridgeton  Hospital  and  AMNJ) 

RADIOLOGY 

December 

18  Radiology  Meeting 

7:30  p.m.— Saint  Barnabas  Medical 
Center,  Livingston 
(Radiological  Societu  of  NJ  and 
AMNJ) 

January 

8 Ultrasound  of  the  Parathyroid 
Gland 

7:30  p.m.— St.  Barnabas  Medical 
Center,  Livingston 
(NJ  Institute  of  Ultrasound  in 
Medicine  and  AMNJ) 

15  Monthly  Meeting 

7:30  p.m. — St.  Barnabas  Medical 
Center,  Livingston 
(Radiological  Society  of  NJ  and 
AMNJ) 

2 1 Current  Management  of 
Endometrial  Carcinoma 

6:30  p.m. — The  Manor,  West  Orange 
(Radiotherapy  Sectiori  AlMNJ) 

SURGERY 

2  Surgery:  Visiting  Professor 
Program 

5-6  p.m  — Robert  Wood  Johnson 


Medical  School,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

3  Surgical  Grand  Rounds 

10  8:30- 10:30  a.m. — Robert  Wood 

17  Johnson  Medical  School,  Rm.  102, 
24  New  Brunswick 

31  (UMDNJ) 

3 Selective  Surgical  Management  of 
Crohn’s  Disease 

I 0:30a.m. — St.  Mary’s  Hospital, 
Passaic 

(AMNJ) 

6  Annual  Clinical  Meeting 

8 a.m.-5  p.m. — Parsippany  Hilton 
Hotel,  Parsippany-Troy  Hills 
(NJ  Chapter,  American  College  of 
Surgeons,  and  AlMNJ) 

18  Selective  Surgical  Management  of 
Crohn’s  Disease 

I I a.m  — St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 
(AMNJ) 

January 

6 Surgery:  Visiting  Professor 
Program 

5-6  p.m. — Robert  Wood  Johnson 
Medical  School,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

7 Surgical  Grand  Rounds 

14  8:30-  10:30  a.m. — Robert  Wood 

21  Johnson  Medical  School,  Rm.  102, 
28  New  Brunswick 
(UMDNJ) 

7 In-and-Out  Surgery 

10:30  a.m.- 12  noon— Christ 
Hospital,  Jersey  City 
(AMNJ) 

8 Modem  Surgical  Treatment  of 
Peptic  Ulcer  Disease 

7:30  a.m. — West  Jersey  Health 
System,  North  Division,  Camden 
(AMNJ) 

27  Exercise  and  Vascular  Disease 

8- 10  p.m.— The  Englewood  Club, 


Englewood 

(Englewood  Surgical  Society  and 
AMNJ) 

SURGICAL  SPECIALTIES 
December 

4 Vascular  Surgery  Conference 
1 1 Rounds 

4-5  p.m. — Robert  Wood  Johnson 
Medical  School,  Med.  Educ.  Bldg., 
New  Brunswick 
(UMDNJ) 

5 Risks  and  Benefits  of  Ocular 
Procedures 

1 2  noon- 1:15  p.m. — Bridgeton 
Hospital 

(Bridgeton  Hospital  and  AMNJ) 

6 Surgery  for  Combined  Coronary 
and  Peripheral  Vascular  Lesions 

9 A.M.- 1 0:30  a.m. — St.  Joseph’s 
Hospital  and  Medical  Center, 
Paterson 

(St  Joseph's  Hospital  and  Medical i 
Center  and  AMNJ) 

January 

8  Vascular  Surgery  Conference 
15  Rounds 

22  4-5  p.m. — Robert  Wood  Johnson 

29  Medical  School,  Med.  Educ.  Bldg., 
New  Brunswick 
(UMDNJ) 

MISCELLANEOUS 

January 

7 Physical  Medicine  and 
Rehabilitation:  Amputee 
Rehabilitation  and  Prevention 

1 4 Artificial  Replacement  of  Limbs 
and  Tendons 

10:30  a.m.— St.  Mary's  Hospital, 

Passaic 

(AMNJ) 

27  Where  Is  Professional  Liability 
Heading? 

1 2 noon — West  Jersey  Health 
Systems,  North  Division,  Camden 
(AMNJ) 


NEW  JERSEY  MEDICINE 


221st  Annual  Meeting 
Medical  Society 
of  New  Jersey 

The  Annual  Meeting  of  the  Medical  Society  of 
New  Jersey  is  the  most  prestigious  event  the  Society 
undertakes  each  year.  The  221st  Annual  Meeting 
will  be  held  at  the  Americana  Host  Farm  Resort  in 
Lancaster,  Pennsylvania  April  30  to  May  3,  1987. 

The  schedule  appears  on  page  752. 
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MARY  ANN  HAMBURGER, 

ASSOCIATES 


A STATEWIDE  COMPREHENSIVE  SERVICE  AT  EVERY 
LEVEL  OF  OFFICE  PRACTICE.  EXPERT  OFFICE 
MANAGEMENT  CONSULTATION  FOR  PHYSICIANS  IN  ALL 
SPECIALTIES. 


74  Hudson  Avenue 
Maplewood,  New  Jersey  07040 
(201)  763-7394 


E 


INT€RNf=mONRL  CONF€R€NC€5T' 


1987  CME  CRUISE/CONFERENCES  ON  SELECTED 
MEDICAL  TOPICS— Caribbean,  Mexico,  Hawaii,  Alas- 
ka, China/Orient,  Scandinavia/Russia.  7-14  days  year 
round.  Approved  for  20-24  CME  Cat.  1 credits 
(AMA/PRA)  and  AAFP  prescribed  credits.  Dis- 
tinguished professors.  FLY  ROUNDTRIP  FREE  ON 
CARIBBEAN,  MEXICAN  & ALASKAN  CRUISES.  Excel- 
lent group  fares  on  finest  ships.  Registration  limited. 
Pre-scheduled  in  compliance  with  present  IRS  require- 
ments. 

Information:  International  Conferences,  189  Lodge 
Ave.,  Huntington  Station,  NY  11746.  (516)  549-0869. 


8.10% 

TAX  DEFERRED 

— GUARANTEED  — 

Three  Year  Annual  Yield 


For  more  information  and  complete 
details,  call  EARL  MAITLAND  at: 
Janney  Montgomery  Scott,  Inc. 

(609)  428-5600 


The  Academy  of  Medicine 
of  New  Jersey 

in  cooperation  with 

UMDNJ-Robert  Wood  Johnson  Medical  School 
& Robert  Wood  Johnson  University  Hospital 

presents 

AN  INTENSIVE  REVIEW  OF 
INTERNAL  MEDICINE 

January  14,  1987-May  27,  1987 
4:00  P.M.-7:00  P.M. 


at 

ROBERT  WOOD  JOHNSON  UNIVERSITY  HOSPITAL 
NEW  BRUNSWICK,  NEW  JERSEY 

The  course  is  designed  to  provide  a comprehensive  review  of  contem- 
porary concepts  in  Internal  Medicine.  It  is  designed  for  practicing  in- 
ternists and  family  practitioners.  The  review  will  also  be  useful  for 
residents.  Syllabus  material  will  be  distributed  during  the  course  which 
will,  when  compiled,  provide  an  extremely  useful  reference. 

COURSE  CHAIRMAN:  Robert  Eisinger,  M.D. 

For  Further  Information  on  Registration,  Faculty,  and  Fees, 
Please  Contact: 

Dana  R.  Davies 

Academy  of  Medicine  of  New  Jersey 
Two  Princess  Road 
Lawrenceville,  New  Jersey  08648 
Phone:  (609)  896-1717 


of  New  Jersey 


EIGHTH  ANNUAL”- 
MINIRESIDENCY 
IN  OCCUPATIONAL  MEDICINE 


UNIVERSITY  OF  MEDICINE  AND 
DENTISTRY  OF  NEW  JERSEY 


DEPT.  OF  ENVIRONMENTAL  AND  COMMUNITY  MEDICINE 
ROBERT  WOOD  JOHNSON  MEDICAL  SCHOOL 

(formerly  Rutgers  Medical  School) 

PISCATAWAY,  NEW  JERSEY  08854 

DATE: 

May  26-June  12,  1987/14  weekdays/8:30  a. m. -4:30  p.m., 
6 evening  classes/ 6:30-8:30  p.m. 

PURPOSE: 

To  provide  a comprehensive  review  of  key  concepts  in  Occupa- 
tional Medicine  given  by  eminent  specialists  from  university, 
government  and  industry.  To  aid  in  obtaining  board  eligibility 
and  certification. 

ACCREDITATION: 

The  University  of  Medicine  and  Dentistry  of  New  Jersey-Office  of 
Continuing  Education  certifies  that  this  continuing  medical  educa- 
tion activity  meets  the  criteria  for  90  hours  of  credit  in  Category  I 
for  the  Physician's  Recognition  Award  of  the  American  Medical 
Association,  provided  the  program  is  completed  as  designed. 

SUBJECTS: 

Industrial  Hygiene,  Occupational  Disease,  Toxicology,  Practice 
of  Occupational  Medicine,  Epidemiology  and  Biostatistics,  Ergo- 
nomics, Public  Health  Administration. 

INQUIRIES:  Patricia  Reid  (201)  463-4707 

UMDNJ-Office  of  Continuing  Education 
675  Hoes  Lane,  Piscataway,  N.J,  08854-5635 
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LETTERS  TO  THE 

Editor 


1 Blood  Glucose 
Determinations;  Medicare 

Claims  Problems 


Blood  Glucose 
Determinations 

July  28,  1986 

Dear  Dr.  Krosnick; 

The  Annual  Meeting  of  the  House 
of  Delegates  of  the  Medical  Society  of 
New  Jersey  adopted  Resolution 
#44E  that  asks  the  Society  to  rec- 
ommend to  the  New  Jersey  Depart- 
ment of  Health  that  physicians 
“should  be  permitted  the  reagent 
strip  blood  glucose  determinations 
outside  the  laboratory  of  the  hospi- 
tal and  use  the  results  to  manage 
their  patients;  and  be  it  further  re- 
solved, that  the  New  Jersey  Depart- 
ment of  Health  modify  current  regu- 
lations” to  allow  use  of  the  reagent 
strip  blood  glucose  determinations 
in  specialized  units  such  as  ER  and 
ICU  since  such  results  are  “essential 
to  good  and  safe  medical  practice.” 
On  the  contrary,  such  tests  per- 
formed outside  the  . laboratory  by 
personnel  unskilled  in  instrumenta- 
tion are  unsafe,  dangerous  to  good 
medical  practice,  and  a menace  to 
patients.  Strip  tests  by  instrument 
are  highly  technique-dependent. 
Results  can  vary  as  a result  of: 

® Strips  improperly  inserted. 

® Smudge  or  dirt  on  the  lense. 

® Improper  maintenance  of  the 
instrument. 


• Failure  to  calibrate  and  keep  a 
calibration  log. 

• Failure  to  use  control  sera. 

• Failure  to  get  a drop  of  blood 
distributed  evenly  on  the  strip.  (It 
can  be  veiy  difficult  to  get  a good 
drop  of  blood  from  the  finger  of  a 
shock  patient  in  the  unit,  or  from  an 
elderly  person  who  is  hypotensive  or 
slightly  dehydrated,  or  who  has 
wrinkled  fingers.  Milking  the  finger 
causes  a mixture  of  blood  and  tissue 
juices.) 

In  1984,  such  instruments  were 
distributed  throughout  a hospital  in 
Ocean  County  and  used  for  control 
of  insulin  orders.  Aware  of  the  short- 
comings of  the  technique  in  im- 
proper hands,  I doublechecked  the 
results  in  the  laboratory  and  found 
errors  of  200  percent  or  more.  I com- 
municated this  documented  infor- 
mation to  the  Department  of  Health, 
and  the  instruments  were  removed. 

If  bedside  monitoring  must  be 
done,  more  accuracy  (believe  it  or 
not)  would  be  obtained  visually, 
without  the  interposition  of  an  in- 
strument that  can  introduce  so 
many  errors.  When  the  test  is  per- 
formed visually,  the  observer  will  not 
read  an  improperly  prepared  strip, 
whereas  all  kinds  of  stippled,  blotchy 
strips  are  inserted  into  the  instru- 
ment, in  the  blind  faith  that  it  will 
sort  everything  out. 

As  a urine  strip  reveals  blood,  a 
visual  glucose  determination  of 
blood  on  a strip  will  reveal  trouble. 
It  will  be  much  less  misleading, 
much  less  fraught  with  danger  to 
the  patient  than  distributing  the  in- 
strument to  personnel  unskilled  in 
laboratory  technique. 

I am  sure  that  MSNJ  will  take 
these  remarks  into  consideration 
before  making  any  recommenda- 
tions. 

(signed)  Charles  Harris,  M.D. 

August  13,  1986 
Dear  Dr.  Krosnick; 

I would  agree  with  Dr.  Harris  that 
“tests  performed  outside  the  labora- 
tory by  personnel  unskilled  in  in- 
strumentation are  unsafe.” 

However,  the  key  word  here  is  "un- 
skilled.” No  test  at  any  site  (labora- 
tory or  bedside)  is  any  good  if  per- 
formed improperly.  A bad  test  is  clin- 
ically worse  than  no  test. 

But  the  diabetes  literature  is 
replete  with  data  showing  that  glu- 
cose determinations  using  glucose 
oxidase  impregnated  strips  and 


well-calibrated  and  standardized  re- 
flectance meters  by  trained  person- 
nel are  an  accurate  test  procedure. 

Therefore,  rigid  criteria  must  be 
adopted  for  the  use  of  these  tests: 

• The  meters  must  be  calibrated 
properly  and  standardized. 

• The  person  doing  the  test  must 
be  well  trained  in  technique— ini- 
tially and  at  intervals. 

• Medical  electronics  engineers 
should  monitor  the  hardware. 

• External  comparisons  with  lab- 
oratory-performed  glucose  determi-; 
nations  by  standard  procedures 
should  be  conducted  in  an  ongoing 
fashion  with  the  understanding  of 
the  specific  differences  in  results  ex- 
pected because  of  venous  versus 
capillary  and  plasma  versus  whole 
blood. 

If  the  above  safeguards  are  in 
place,  then  this  technique  will  prove 
to  be  cost  effective  and  highly  useful 
in  managing  diabetics  subjected  to 
rapidly  changing  metabolic  pertur- 
bations. 

(signed)  Bernard  Robins,  M.D. 

Medicare  Claims 

July  31,  1986 

Dear  Dr.  Krosnick; 

The  lead  item  in  the  “Membership 
Newsletter”  in  the  July  issue  of  NEW 
JERSEY  MEDICINE  was  of  particu- 
lar interest  to  Prudential  Insurance  1 
Company  of  America  The  item  re- 
ported that  some  physicians  had  re- 
ceived requests  from  a commercial  i 
supplier  to  sign  authorizations  for 
various  items  of  durable  medical 
equipment  which  would  be  fur- 
nished to  Medicare  beneficiaries.  It 
is  a tribute  to  the  integrity  and  dedi- 
cation to  patient  care  of  many  New 
Jersey  physicians  that  they  prompt- 
ly recognized  the  potential  for  inap- 
propriate or  over-utilization  of  high- 
cost  equipment  and  the  hazard  to 
patient  welfare.  Many  physicians 
not  only  refused  to  sign  such 
prescriptions  but  promptly  notified 
the  medical  carrier,  their  county  and 
state  societies,  and  their  patients. 

Paragraph  two  in  this  article  is 
correct.  The  item,  however,  did  not 
fully  indicate  that  such  prompt  and 
professional  concern  of  New  Jersey  ! 
physicians,  and  their  professional 
organizations,  confirmed  once  again 
that  patient  welfare  remained  their 
foremost  concern. 

(signed)  James  E.  D.  Gardam,  M.D. 

Vice  President,  Medical  Services 
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book  Reviews 


Getting  Rid  of  Patients: 
Contradictions  in  the 
Socialization  of 
Physicians 

Terry  Mizrahi.  New  Brunswick.  NJ. 
Rutgers  University  Press,  1986.  Pp. 
222.  ($27) 

This  small  book  is  about  the 
socialization  of  a cohort  of  internal 
medicine  residents  at  a southern 
American  medical  school  as  they  ro- 
tate through  various  specialty  de- 
partments and  serve  in  several  local 
hospitals.  It  is  written  by  a sociol- 
ogist under  a grant  from  City  Uni- 
versity of  New  York.  The  residents 
are  followed  closely  and  interviewed 
annually  through  their  three  years 
of  residency  and  again  at  the  fifth 
and  sixth  year  after  their  start  to 
follow  up  on  their  ideas  and  at- 
titudes. 

The  author’s  conclusions  sound 
like  another  criticism  of  callous,  un- 
feeling, inhuman  doctors  that  we’ve 
all  heard  so  much  about  in  the 
media  The  residents  learn  the  over- 
riding principles  they  live  by  as  they 
become  internists:  get  rid  of  patients 
(GROP)  and  no  time  is  the  right  time 
to  learn  how  to  interact  with  pa- 
tients. I don’t  know  enough  about 
sociology  to  judge  the  methodology 
used  here,  but  the  book  is  well  writ- 
ten and  easily  understood  by  lay- 


men; it  is  not  like  a Ph.D.  thesis.  The 
ideas  deduced  are  developed  careful 
ly  in  eight  chapters  and  generously 
illustrated  by  interviews  of  the  sub- 
jects. Conclusions  are  summarized 
in  the  ninth  and  last  chapter  and 
the  research  methodology  is  ex- 
plained in  an  appendix. 

Ms.  Mizrahi  studied  only  30  per- 
cent of  the  cohort  of  102  at  this 
medical  university  and  we  may  won- 
der if  this  sample  is  enough  to  rep- 
resent all  of  the  thousands  of  medi- 
cal residents  in  the  United  States. 

Ms.  Mizrahi  lays  the  blame  on  the 
academic  and  practicing  internists 
who  train  the  residents  and,  by  ex- 
ample, socialize  their  trainees  to 
GROP  and  avoid  human  interaction 
with  their  patients:  not  nearly 

enough  time,  too  much  to  learn,  and 
too  formal  educational  activities. 

The  book  is  an  indictment  against 
our  current  state  of  medical  prac- 
tice: too  expensive,  too  much  tech- 
nology, and  too  empty  of  human  em- 
pathy. All  of  us,  who  would  like  to 
think  about  how  we  got  this  way  and 
how  far  we  have  fallen,  can  learn 
much  from  this  book.  Those  in- 
volved in  training  programs  should 
read  this  to  learn  how  we  may  im- 
prove residencies  so  as  to  encourage 
our  trainees  to  develop  that  natural 
empathy  and  humanity  they 
brought  to  medical  school. 

I hope  this  review  will  influence 
many  of  us  to  read  this  worthy  book. 

Norman  Riegel,  M.D. 

Making  Choices : Ethics 
Issues  for  Health  Care 
Professionals 

Emily  Friedman  (ed).  Chicago,  IL, 
American  Hospital  Publishing,  Inc., 
1986.  Pp.  234. 

A new  entry  in  the  burgeoning 
literature  of  bioethics  is  Making 
Choices:  Ethics  Issues  for  Health 
Care  Professionals,  edited  by  Emily 
Friedman  and  published  by  the 
American  Hospital  Association.  This 
collection  of  26  articles  is  divided 
into  four  sections  that  address  the 
theory  and  practice  of  medical  ethics 
from  the  perspectives,  respectively, 
of  the  hospital  within  society  and  of 
the  patient  within  the  hospital. 

The  selections  are  scholarly  and 
the  authors  include  many  of  the 
most  prominent  ethicists,  phy- 
sicians, and  legal  scholars  who 
either  have  participated  on  (he 
President’s  Commission  for  the 


Study  of  Ethical  Problems  in  Medi- 
cine and  Biomedical  and  Behavioral 
Research  or  who  have  contributed  to 
the  published  literature.  Indeed,  the 
articles  include  many  near  classics 
such  as  the  late  Franz  Ingelfinger’s 
1980  essay  about  arrogance  as  a vir- 
tue and  the  1980  Harvard  phy- 
sician’s guidelines,  “The  Physician’s 
Responsibility  toward  Hopelessly  111 
Patients.”  Some  articles  are  of  rela- 
tively early  vintage,  from  1970  to 
1975,  but  most  were  originally  pub- 
lished in  1984.  Perhaps  the  most 
challenging  piece  is  the  foreword  by 
Governor  Richard  D.  Lamm  of  Colo- 
rado who  deplores  the  notion  that 
“expense  is  no  consideration  when 
a life  is  at  stake.”  Lamm  notes  that 
the  unthinkable  must  eventually 
meet  the  inevitable  and  that  as  a 
responsible  society  we  not  only  must 
begin  to  ask  the  hard  questions,  but 
also  to  formulate  fair  solutions  that 
are  pragmatic. 

Most  of  the  familiar  themes  on  the 
contemporary  bioethical  agenda  are 
sounded,  particularly  those  dealing 
with  allocation  of  scarce  resources. 
DNR  orders,  physician  paternalism, 
and,  of  particular  interest  for  New 
Jersey  physicians,  the  promise  or 
peril  of  hospital  ethics  committees. 

This  collection  may  prove  to  be  of 
greatest  use  for  the  novice  who  is 
unfamiliar  with  many  of  these  is- 
sues and,  as  such,  is  a welcome  com- 
pendium of  some  of  the  most 
thoughtful  articles  that  have  been 
published  in  recent  years.  For  those 
who  have  been  attempting  to  keep 
abreast  of  the  field,  the  book  can  be 
recommended  as  a ready  reference 
source  as  well  as  an  opportunity  to 
reaequaint  oneself  with  old  friends. 
What  the  book  does  not  pretend  to 
do  is  to  be  a practical  guide  for  the 
perplexed  clinician. 

New  Jersey  has  been  thrust  into  a 
national  leadership  position  by  the 
accidents  of  history  and  in  1 985  and 
1986  we  have  had  a plethora  of  court 
cases  that  have  addressed  the  issue 
of  artificial  feeding  of  the  hopelessly 
ill  and  dying.  This  collection  con- 
tains no  detailed  analysis  of  these 
"right-to-die"  cases  and  although  for 
New  Jersey  doctors  it  provides  good 
background  reading,  it  is  not  suffi- 
ciently current  to  be  a definitive 
work  in  this  fast-paced  field  in 
which  new  cases  have  continued  to 
appear  with  startling  and  disturb 
ing  frequency. 

Michael  A.  Nevins,  M.D. 
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Obituaries 


Dr.  Arthur  A.  Allen 

A retired  general  surgeon,  Arthur 
Andrew  Allen,  M.D.,  died  at  his  home 
in  Port  St.  Lucie,  Florida,  on  June 
15,  1986,  at  the  age  of  79.  Bom  in 
Burlington,  Vermont,  Dr.  Allen  was 
graduated  from  the  University  of 
Vermont’s  College  of  Medicine  in 
1930.  He  became  a member  of  our 
Passaic  County  component,  and  es- 
tablished his  practice  in  Paterson. 
Dr.  Allen  had  been  a member  of  the 
American  Medical  Association  and 
was  a Fellow  of  the  International  Col- 
lege of  Surgeons.  While  in  New  Jer- 
sey, he  had  been  on  the  staffs  of  St. 
Joseph’s  Hospital  and  Medical  Cen- 
ter, Paterson,  Bamert  Memorial 
Hospital,  Paterson,  Passaic  General 
Hospital,  and  The  Valley  Hospital, 
Ridgewood.  Prior  to  his  move  to 
Florida,  and  after  leaving  New  Jer- 
sey, Dr.  Allen  had  been  affiliated 
with  the  Department  of  Human  Re- 
sources, State  of  North  Carolina,  as 
a consultant  to  their  disability  de- 
termination section. 

Dr.  Raymond  A.  Davis 

A retired  anesthesiologist,  living 
in  Stuart,  Florida  Raymond  Alfred 
Davis,  M.D.,  died  on  April  7,  1986. 
Bom  in  Mahanoy  Plane,  Pennsylva- 


nia in  1912,  Dr.  Davis  was  gradu- 
ated from  Temple  University’s 
School  of  Medicine,  Philadelphia  in 
1939.  He  was  a member  of  our 
Camden  County  component  and  of 
the  American  Medical  Association. 
Dr.  Davis  had  been  affiliated  with 
West  Jersey  Hospital,  Camden.  He 
was  a Diplomate  in  anesthesiology 
and  was  a Fellow  of  the  American 
College  of  Anesthesiologists. 

Dr.  Tennant  E.  Fenton 

At  the  advanced  age  of  82,  Ten- 
nant Edward  Fenton,  M.D.,  died  on 
May  30,  1986.  Bom  in  Lincroft,  Dr. 
Fenton  received  his  medical  degree 
from  Hahnemann  Medical  College, 
Philadelphia,  in  1928.  For  over  30 
years  he  lived  and  practiced  as  an 
anesthesiologist  in  Spring  Lake.  Dr. 
Fenton  was  a member  of  our  Mon- 
mouth County  component  and  of 
the  American  Medical  Association. 
He  had  been  affiliated  with  Point 
Pleasant  Hospital  and  the  Jersey 
Shore  Medical  Center,  Neptune,  and 
was  chief  of  the  anesthesia  depart- 
ment at  the  latter  facility.  During 
World  War  II,  Dr.  Fenton  served  in 
the  medical  corps  of  the  Army  of  the 
United  States,  emerging  with  the 
rank  of  major.  In  1978,  MSNJ  be- 
stowed its  Golden  Merit  Award  upon 
Dr.  Fenton,  in  recognition  of  his  50 
years  as  a physician. 

Dr.  George  H.  Marts 

We  just  have  learned  of  the  death 
on  December  8,  1985,  of  George  Har- 
rison Marts,  M.D.,  a retired  ortho- 
pedic surgeon  living  in  Boca  Raton, 
Florida.  Bom  in  1906  in  Hasbrouck 
Heights,  Dr.  Marts  was  graduated 
from  the  University  of  Kansas 
School  of  Medicine  in  1934.  He  was 
a member  of  our  Union  County  com- 
ponent and  of  the  American  Medical 
Association.  Dr.  Marts  was  affiliated 
with  Muhlenberg  Hospital,  Plain- 
field.  During  World  War  II,  he  served 
in  the  medical  corps  of  the  United 
States  Navy,  attaining  the  rank  of 
lieutenant  commander.  In  1984,  Dr. 
Marts  was  a recipient  of  MSNJ’s 
Golden  Merit  Award,  honoring  his 
50  years  as  a physician. 

Dr.  Harry  R.  McPhee 

The  widow  of  Harry  Roemer 
McPhee,  M.D.,  has  informed  us  of 
the  death  of  her  husband  in  Sykes- 
ville,  Maryland.  Dr.  McPhee  was  89 


years  old  at  the  time  of  his  death. 
Bom  in  Youngstown,  Ohio,  he  was< 
graduated  from  Western  Reserve 
University  School  of  Medicine  in 
1924.  Dr.  McPhee  served  as  a stu- 
dent health  physician  at  Princeton 
University  for  many  years.  He  had 
been  a member  of  our  Mercer  Coun- 
ty component  and  of  the  American 
Medical  Association.  In  1974,  in  rec- 
ognition of  his  50  years  of  service  to 
medicine.  Dr.  McPhee  received 
MSNJ’s  Golden  Merit  Award. 
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Dr.  William  C.  Meineke 

A retired  ophthalmologist,  living 
in  Franklin,  Maine,  William  Charles 
Meineke,  M.D.,  died  over  a year  ago, 
at  the  age  of  75.  Bom  in  Bayonne,  , 
Dr.  Meineke  received  his  medical 
degree  from  Hahnemann  Medical 
College,  Philadelphia,  in  1934.  He 
was  a member  of  our  Union  County 
component  and  of  the  American 
Medical  Association.  Dr.  Meineke 
had  practiced  in  the  community  of 
Toms  River  and  was  a Fellow  of  the 
American  College  of  Surgeons.  He 
had  been  affiliated  with  East  Orange 
General  Hospital  and  Elizabeth  Gen- 
eral Medical  Center.  Dr.  Meineke 
was  a recipient  of  MSNJ’s  Golden ! 
Merit  Award  in  1984  in  honor  of  his 
50th  year  as  a physician. 

Dr.  William  H.  Miller 

William  H.  Miller,  M.D.,  family 
physician  in  Woodstown,  died  on 
June  1 1,  1986,  at  Graduate  Hospital, 
Philadelphia.  Dr.  Miller,  who  was  73 
at  the  time  of  his  death,  was  the  sec- 
ond generation  of  his  family  to  serve 
the  community  of  Woodstown  as  a 
physician.  He  received  his  medical 
degree  from  the  University  of  Penn- 
sylvania’s School  of  Medicine  in 
1938.  Dr.  Miller  was  a member  of  our 
Salem  County  component  (in  1947 
serving  as  their  president),  and  of 
the  American  Medical  Association. 
He  was  a Fellow  of  the  American 
Academy  of  Family  Practice,  and  had 
been  affiliated  with  Salem  County 
Memorial  Hospital.  Dr.  Miller  was 
consultant  to  Woodstown’s  board  of 
health,  served  as  their  school  phy- 
sician for  many  years,  and  until  his 
final  illness,  made  house  calls  to 
elderly  and  housebound  patients. 
During  World  War  II,  he  served  in  the 
medical  corps  of  the  Third  Army  of 
the  United  States  in  the  North 
African  and  Italian  campaigns,  at- 
taining the  rank  of  major. 
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Dr.  Muse  A.  Sheppard 

Word  just  has  reached  us  of  the 
death  of  Muse  Alfred  Sheppard, 
M.D.,  a retired  general  practitioner 
living  in  Boynton  Beach,  Florida. 
Bom  in  1907,  in  Baltimore,  Mary- 
land, Dr.  Sheppard  received  his 
medical  degree  from  Hahnemann 
Medical  College,  Philadelphia,  in 
1932.  He  became  a member  of  our 
Salem  County  component  and  of  the 
American  Medical  Association.  Dr. 
Sheppard  established  a practice  in 
Elmer  where  he  remained  for  over 
30  years.  He  had  been  affiliated  with 
Elmer  Community  Hospital.  In 
1982,  Dr.  Sheppard  was  among 
those  receiving  MSNJ's  Golden 
Merit  Award,  bestowed  on  those  who 
celebrate  their  50th  anniversary  in 
medicine.  His  father  and  an  uncle 


had  preceded  him  with  careers  as 
physicians. 

Dr.  Matthew  F.  Urbanski 

At  the  venerable  age  of  94,  Mat- 
thew Frank  Urbanski,  M.D.,  died  on 
April  17,  1986.  A general  surgeon, 
whose  practice  was  located  in  Perth 
Amboy,  where  Dr.  Urbanski  was 
bom,  he  was  graduated  from  New 
York  University’s  School  of  Medicine 
in  1914.  He  was  a member  of  our 
Middlesex  County  component  and  of 
the  American  Medical  Association. 
Dr.  Urbanski  was  a Fellow  of  the 
American  and  International  Colleges 
of  Surgeons,  and  had  been  affiliated 
with  Perth  Amboy  Hospital  and 
Roosevelt  Hospital,  Edison.  In  1964, 
he  received  MSNJ’s  Golden  Merit 
Award. 
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Dr.  Ira  B.  Wiesenfeld 

At  only  40  years  of  age,  Ira 
Bertram  Wiesenfeld,  M.D.,  died  on 
July  4,  1986,  at  Kimball  Medical 
Center,  Lakewood.  An  internist.  Dr. 
Wiesenfeld  was  bom  in  Huntington, 
West  Virginia,  and  received  his 
medical  degree  from  Far  Eastern 
University,  Manila,  in  the  Philip- 
pines, in  1974.  He  was  a member  of 
our  Monmouth  County  component 
and  of  the  American  Medical  As- 
sociation, and  had  been  affiliated 
with  the  hospital  where  he  died.  Dr. 
Wiesenfeld  had  been  voted  Doctor  of 
the  Year  by  the  nursing  staff  at  Kim- 
ball Medical  Center  in  1985.  He  had 
been  an  avid  skier,  and  while  study- 
ing at  the  University  of  Antwerp, 
Belgium,  he  had  played  on  the 
Belgian  national  rugby  team. 
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Author  Information 


New  Jersey  Medicine  is  the 
official  organ  of  the 
Medical  Society  of  New 
Jersey.  The  goals  are 
educational  and 
informational.  All  material 
published  in  New  Jersey 
Medicine  is  copyrighted  by 
MSNJ. 


CONTENT 

The  educational  content  of  each 
issue  appears  as  scientific  articles, 
based  on  research,  original  concepts 
relative  to  epidemiology  of  disease, 
and  treatment  methodology;  case  re- 
ports based  on  unusual  clinical  ex- 
periences; review  articles;  clinical 
notes,  succinct  items  on  some 
aspect  or  new  observation  or  tech- 
nique of  a case  experience;  and 
special  articles,  which  include  evalu- 
ations, policy  and  position  papers, 
and  reviews  of  nonscientific  sub- 
jects. Other  topics  include  commen- 
tary (critical  narration);  medical  his- 
tory; therapeutic  drug  information; 
pediatric  briefs;  nutrition  update; 
and  an  opinion  column.  Editorials 
are  prepared  by  the  Editor  and  by 
guest  contributors  on  timely  and  rel- 
evant subjects;  editorials  are  the  re- 
sponsibility of  the  author.  The  Doc- 
tors’ Notebook  section  contains  or- 
ganizational, informational,  and  ad- 
ministrative items  from  MSNJ  and 
from  the  community.  Letters  to  the 
Editor  and  book  reviews  are  wel- 
come and  will  be  published  as  space 
permits.  The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis  and 
treatment  and  to  education  of  pa- 
tients and  professionals.  Preference 
will  be  given  to  professional  authors 
from  New  Jersey  and  to  out-of-state 
lecturers  who  submit  a suitable 


manuscript  based  on  a presentation 
made  in  New  Jersey. 

ASSIGNMENT  OF  COPYRIGHT 

In  compliance  with  the  Copyright 
Revision  Act  of  1976  (effective  Janu- 
ary 1,  1978),  a transmittal  letter  or 
a separate  statement  accompanying 
material  offered  to  New  Jersey 
Medicine  must  contain  the  follow- 
ing language  and  must  be  signed  by 
all  authors; 

“In  consideration  of  New  Jersey 
Medicine  taking  action  in  reviewing 
and  editing  my  submission,  the 
author(s)  undersigned  hereby  trans- 
fers, assigns,  or  otherwise  conveys 
all  copyright  ownership  to  the  Medi- 
cal Society  of  New  Jersey,  in  the 
event  that  such  work  is  published  in 
New  Jersey  Medicine. 

SPECIFICATIONS 

Submit  two  manuscripts  that 
must  be  typewritten  and  double- 
spaced on  8V2"  by  11"  paper. 
Statistical  methods  used  in  articles 
should  be  identified.  Acknowl- 
edgements will  be  made  only  for 
specific  preparation  of  an  essential 
part  of  the  manuscript. 

Authors  are  asked  to  seek  clarity, 
accuracy,  and  originality;  attention 
to  details  of  grammar,  spelling,  and 
typing  are  important. 

The  title  page  should  include  the 
full  name,  degrees,  and  affiliations  of 
all  authors,  and  the  name  and  ad- 
dress of  the  author  to  whom  reprint 
requests  should  be  sent. 

The  author  should  submit  a 40- 
word  abstract  to  be  used  at  the  be- 
ginning of  the  article. 

Tables  must  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
11"  sheets,  with  a title  and  number. 
Symbols  for  units  should  be  con- 
fined to  column  headings,  and  ab- 
breviations, properly  explained, 
should  be  kept  to  a minimum. 

Illustrations  should  be  pro- 
fessional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  Where  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or  publi- 
cation permission,  signed  by  the 
subject  or  responsible  person,  must 
be  included  with  the  photograph. 
Material  taken  from  other  publi- 
cations must  give  credit  to  the 


source;  written  permission  for  re- 
publication from  the  original  pub- 
lisher must  be  submitted.  The  cost 
of  color  photographs  must  be  borne 
by  the  author. 

Generic  names  should  be  used 
with  proprietary  names  indicated 
parenthetically  or  as  a footnote  with 
the  first  use  of  the  generic  name. 
Proprietary  names  of  devices  should 
be  indicated  by  the  registration  sym- 
bol— ®. 

The  summary  of  the  article  should 
not  exceed  250  words;  it  should  con- 
tain only  essential  facts. 

References  should  not  exceed  35 
citations  except  in  review  articles, 
and  should  be  cited  consecutively  in  I j 
the  text  by  numbers  in  parentheses  Jj 
at  the  end  of  the  sentence.  The  refer- 
ence list  should  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
11"  sheets  in  the  numerical  order  in 
which  they  are  first  cited  in  the  text. 
The  style  of  reference  is  that  of  Index  \ ' 
Medic  us: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  J Med  Soc  NJ 
74:1050-1052,  1977. 

2.  Dixon  WJ,  Massey  FJ:  Introduc- 

tion to  Statistical  Analysis.  New 
York,  NY,  McGraw-Hill,  1969,  pp. 
42-48.  > 

PUBLICATION  POLICY 

Receipt  of  each  manuscript  will  be 
acknowledged  and  a copy  delivered 
to  the  Editor  who  refers  the  paper  to 
one  or  more  members  of  the  Edi- 
torial Board.  The  final  decision  is  re- 
served for  the  Editor.  No  direct  con- 
tact between  the  reviewers  and  the 
authors  will  be  permitted,  but 
authors  will  be  informed  of  the  re- 
viewers’ comments.  The  publication 
lag  for  original  articles  may  be  six  | 
months  or  more.  Galley  proofs  will  ^ 
be  submitted  to  the  author  for  cor- 
rection of  typographical  errors. 

REPRINT  ORDERS 

Reprints  may  be  ordered  after  the 
author  is  notified  that  the  article 
has  been  selected  for  a specific  issue 
of  New  Jersey  Medicine.  A check  for 
the  cost  of  reprints  including  re- 
make charge  if  order  is  received  after 
due  date  must  accompany  the  order. 

COMMUNICATIONS 

All  communications  should  be 
sent  to  the  Editor,  New  Jersey  Medi- 
cine, MSNJ,  2 Princess  Road,  Law- 
renceville,  NJ  08648. 
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Office  Suite 

ESTABLISHED  MEDICAL  CENTER 

Pompton  Plains,  NJ 

Two  minutes  from  Chilton  Memorial  Hospital,  January 
1987  occupancy,  first  floor,  approx.  600  sq.  ft.,  two 
treatment  rooms  with  sinks,  staff  area,  private  office, 
business  office,  reception  area,  lavatory,  storage 
closets. 

D.l.  Jones 

F and  J Boulevard  Associates 
567  Turnpike,  Pompton  Plains,  NJ  07444 
(201)  831-0444 


DOUGLAS  ELUMAN  - GIBBONS  & IVES 


FOR  SALE 

SUPERB  VICTORIAN  HOME  WITH 
MODERN  5 ROOM  DR.’s  OFFICE  SUITE 


PROFESSIONAL/OFFICE  CONDO’S 
in  BERNARDSVILLE,  N.J. 

Featuring: 

Traditional  styling 
• In  Town  Location 

• More  than  Ample  Parking 
Common  area 

Units  for  Sale  or  Lease 

Call  for  Information 
201-221-1244 

Licensed  Broker 


A classic  home  with  all  the  fine  detail  of  the  turn  of  the 
century.  Located  “on  the  green”  in  the  Historic  District 
of  Bloomfield,  New  Jersey,  the  living  area  offers  10 
rooms  of  elegance,  modern  where  needed,  all  main- 
tained to  perfection.  The  office  suite  consists  of  waiting 
room,  nurse’s  station,  2 offices,  examining  rooms,  pow- 
der room  and  leaded  wall  x-ray  room.  A one  of  a kind 
opportunity  offered  at  $500,000. 

UPPER  MONTCLAIR  OFFICE 
256  Park  Street 
(201)  783-1440 

THE  SIGN  OF  EXPERIENCE 


N0yA/l^lN6--  r r 

Ownership  Poss'  . WlEDlCAL 

63St  9^-cn  Street* G^nerorwe 


Mount  Laurel,  New  Jersey 
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Kirwan  Financial  Group , /nc. 

Financial  Planners,  Personal  and  Professional 

Kirwan  Financial  Advisory,  Inc. 

Registered  Investment  Advisors 

Authorized  Representatives  of  the 
Medical  Society  of  New  Jersey 
For  Section  419  Benefits  Plan 

Investments,  Pensions,  Life  and  Health,  Shelters 

609-778-4388  215-245-7616 


“SELLING  PRACTICES 
IS  OUR  ONLY  BUSINESS” 

Want  to  maximize  the  return  on  your  investment? 
Before  you  buy  or  sell,  call  for  an  appraisal  to  assure 
the  best  financial  and  transfer  terms.  We  guide  you 
through  the  entire  sales  process  from  initial  meeting  to 
closing.  Serving  NJ,  NY,  CT  & MA. 

Countrywide  Business  Brokerage,  Inc. 

319  East  24th  St.  Suite  23-G 
New  York,  N.Y.  10010 

(212)  686-7902  (203)  869-3666 


PEDIATRICIAN 

BC/BE 

To  provide  in-house  Pediatric  coverage  to  a rapidly 
expanding  Pediatric  Dept.,  involving  Level  II  Nursery 
and  Pediatric  floor  responsibilities  and  Emergency 
Room  consultation.  Some  night  and  weekend  cov- 
erage. Located  in  Southern  New  Jersey,  10  minutes 
from  Philadelphia,  30  minutes  from  Jersey  shore. 
Excellent  school  system,  convenient  to  cultural  facili- 
ties, shopping.  Send  CV  to: 

B-15,  P.O.  Box  506 
Phila.,  PA  19105 

Equal  Opportunity  Employer 


A Medical  Transcription  Service 


'J/ie  frwfle&iicsnji/  afifiwcvcA 
fiov  the  fiwtwa/e 


265  State  Highway  36 
West  Long  Branch,  N.J. 


(201)  389-3344 


Doctors:  Seeking  to  establish  new  office  or  in  need 
of  efficiency  in  current  one?? 

CALL  ARLENE  SIDNEY 
For 

A cost  effective  professional  service  that  will  provide  expertise 
in  the  following  areas: 

• Recruitment  & Hiring  of  Office  Staff  and  Professionals  • 
Salary  & Compensation  Studies  • Third  Party  Billing  • Office 
Systems  and  Procedures  • Staff  Training  • Employee  Benefit 
Program  Design — Insurance  Plans  and  other  "perks.” 


ARLENE  SIDNEY 

PERSONNEL  CONSULTANT 

5002-B  Greentree  Executive  Campus 
Route  73,  Marlton,  New  Jersey  08053 
(609)  596-7799  Evenings  (609)  778-0794 


E.R.  PHYSICIANS 

Full  time/part  time  positions  available  NJ,  PA,  NY. 
Emergency  medicine  experience  preferred. 
Guaranteed  compensation  and  paid  malpractice. 
For  more  information  call:  215/521-5100  (within 
PA);  1 /800-TRAUMA6  (outside  PA);  or,  send  C.V. 
to: 

Trauma  Service  Group,  P.C. 

Scott  Plaza,  Bldg.  Two 
Suite  114 

Philadelphia,  PA  19113 


MEDICAL  PRACTICE 
SALES  AND  APPRAISALS 

We  specialize  in  the  valuation  and  selling  of 
medical  practices.  Listed  are  a few  available  prac- 
tices: 

ALLERGY— two  Philadelphia  practices 
DERMATOLOGY— Pennsylvania 

FAMILY  PRACTICE— New  Jersey, 

Delaware  and  Virginia 
INTERNAL  MEDICINE— Pennsylvania, 
Maryland  and  Arizona 
PEDIATRICS— Colorado  and  Pennsylvania 
RADIOLOGY— Pennsylvania,  Texas 

If  interested  in  buying  or  selling  a medical 
practice,  contact  our  Brokerage  Division  at: 

HEALTH  CARE 
PERSONNEL  CONSULTING 

400  GSB  Building 
Bala  Cynwyd,  PA  19004 
or  call 

215-667-8630 
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Classified 

ADVERTISEMENTS 

Space  Use  For 
Members  Only 

Copy  deadline:  5th  oj 
preceding  month;  Payment 
[ in  advance;  $5. 00 first  25 
words,  1 04  each  additional. 
Count  as  one  word  all  single 
words,  two  initials  of  name, 
each  abbreviation,  isolated 
numbers,  groups  of 
numbers,  hyphenated 
words.  Count  name  and 
address  as  five  words, 
j telephone  number  as  one 
1 word.  Box  No.  000, 

I NEW  JERSEY  MEDICINE 
| as five  words. 

* 

ASSOCIATED — Full  Time  to  join  success- 
ful, established,  multi-location  weight 
loss  practice  in  North  New  Jer- 
sey/adjacent New  York  State.  Associate 
[leading  to  partnership.  NJ  license 
'necessary,  NY  license  desirable.  Contact 
Allan  Lazar,  MD,  201-836-4858. 

1 PEDIATRICIAN — Part  Time  needed  for 
busy  practice  in  South  Jersey.  Must  be 
(fully  trained.  Could  lead  to  full  time. 
Reply  to  Box  No.  210,  NEW  JERSEY 
MEDICINE. 

PHYSICIANS— Family  Praetice/Intemal 
Medicine  growing  practice.  Central  NJ. 
BE/BC,  physicians  completing  residency 
in  1987  may  apply.  Send  resume  and 
salary  requirements  to  Box  No.  212,  NEW 
JERSEY  MEDICINE. 

INTERNIST — Invasive  Cardiologist 
needed  to  join  group  of  two.  Excellent 
opportunity  in  suburban  central  New 
Jersey.  Immediate  opening.  Write:  Phys- 
icians, 98  James  Street,  P.O.  Box  2407, 
Edison,  NJ  08818. 

OB/GYN — Needed,  BE/BC,  male/female, 
1 to  join  5 physician  Ob/Gyn  group  in 
I Ocean  County,  NJ  (shore  area).  380  bed 
'•  community  hospital,  level  II  nursery. 
Practice  includes  colposcopy,  laser,  ultra- 
solography,  infertility,  gyn  urology.  No 
abortions.  Send  curriculum  vitae  to: 
Frank  A.  Cocco,  M.D.,  One  Route  70, 
Lakewood,  NJ  08701. 


PEDIATRICIAN — Excellent  opportunity 
for  BC/BE  pediatrician  to  join  busy  prac- 
tice in  growing  South  Jersey  community. 
Close  to  metropolitan  and  recreational 
areas.  Affiliated  with  community  hospi- 
tals. Reply  Box  No.  209,  NEW  JERSEY 
MEDICINE. 

PHYSICIANS — Needed  for  successful 
well  known  walk-in  medical  office  center 
in  central  NJ.  Full  and  part  time.  Skilled 
and  personable,  American  trained  MDs. 
Send  CV  to  E.V.  McGinley,  MD,  1005  N. 
Washington  Avenue,  Green  Brook,  NJ 
08812;  201-968-8900. 

PRACTICE  WANTED — Internist  seeks  to 
purchase  an  established  practice  in 
Bergen  or  Essex  County,  New  Jersey.  Able 
to  assume  practice  immediately.  Write 
Box  No.  208,  NEW  JERSEY  MEDICINE. 

WEIGHT  LOSS  TUTORIAL— How  to  or 

ganize  an  uncomplicated,  effective,  econ- 
omical Weight  Loss  Program  in  your  of- 
fice practice.  No  fee.  Contact  Allan  Lazar, 
MD,  420  Grand  Avenue,  Englewood,  NJ 
07631;  201-568-3742. 

PRACTICE  FOR  SALE — Retiring.  Estab- 
lished Family  Practice  in  Caldwell,  Essex 
County.  Ideal  comer  office  and  home. 
Reply  to  Box  No.  211,  NEW  JERSEY 
MEDICINE. 

PRACTICE  FOR  SALE — Retiring,  Estab- 
lished Family  Practice  in  Hackensack 
area,  40  years.  Ideal  comer  office  and 
home.  Call  201-845-8451. 

PRACTICE  FOR  SALE— Family  Prac 
tice — Internal  Medicine.  Terms.  North 
Jersey.  Minutes  from  New  York  City.  Call 
home  after  9:00  p.m.  or  weekends 
201-836-1905. 

PRACTICE  FOR  SALE— Leaving  for  Fel- 
lowship. Family/Intemal  Medicine  prac- 
tice available  now.  Extremely  respected, 
successful,  well  organized  providing 
fulfilling  excellent  care.  Motivated,  ap- 
preciative patients.  Excellent  close  hospi- 
tal. Ideal  friendly  semi-rural  community 
close  to  New  Jersey,  Wilmington,  Phila- 
delphia, Baltimore.  Good  terms.  Call 
301-398-8030. 

HOME/PRACTICE  FOR  SALE— Linden 
Roselle  area  Active  Dental  Practice  of  30 
years.  Two  operatories.  Lab  on  pro- 
fessional row.  Suitable  for  any  pro- 
fession. Dermatologist  needed  in  area 
Reply  Box  No.  203,  NEW  JERSEY  MEDI- 
CINE. 

PEDIATRIC  OFFICE/ HOME— Subur- 
ban Essex  County.  Luxury  five  bedroom 
split  with  every  extra.  Currently  active, 
five  room,  separate  access  office.  Call 
201-763-4201. 


EQUIPMENT  FOR  SALE— ATL  Mark  3 
ultrasound  machine  with  two  trans- 
ducers and  strip  chart  recorder.  Suitable 
for  cardiac,  abdominal,  and  pelvic  stud- 
ies. 813,000.  Call  201-625-1015. 

EQUIPMENT  FOR  SALE— Hubbard 
Tank  and  all  accessories,  slightly  used, 
very  cheap.  Call  201-676-6057,  Dr.  Eleby 
R.  Washington. 

EQUIPMENT  FOR  SAIJLWhcker  X-ray 
Machine  300  MA  marforiycytable,  perfect 
condition,  /c«|»nes,  also  examin- 
ation 1 abk~^^?Tm men t cabinets,  filing 
cabinets,  floor  lamps.  Call  201-763-2974. 

SUB-LEASE  OFFICE— Cheny  Hill  area. 
Subspecialist,  doctor's  office,  furnished, 
available.  Near  hospitals,  border  of  Cher- 
ry Hill/Evesham  Township.  Call 
609-778-4222. 

OFFICE  TO  SHARE — Dover  area,  conve- 
nient location,  excellent  for  psychiatrist, 
psychologist;  furnished,  available  im- 
mediately. Please  call  201-361-5458. 

SUB-LEASING  OFFICE— Lakewood. 
Subspecialist  present  tenant.  Furnished, 
available  two  days/week.  Lower  than  the 
lowest  rate.  Call  201-370-0202. 

OFFICE  SPACE— Lawrenceville,  NJ, 
outstanding  location  on  busy  Route  One 
between  Trenton  and  Princeton.  Central 
to  all  Mercer  County  hospitals.  Im- 
maculate professional  building.  Off- 
street  parking,  reasonable  rent.  1.700 
square  feet,  may  subdivide.  Call 
609-882-0548. 

TIME  SHARE — Florida,  Ft.  Lauderdale 
By  The  Sea.  Time  share  on  the  beach. 
Costa  Del  Sol:  Nov.  15-29,  one  bath,  one 
bedroom.  Rent  8750/wk,  2 wks  Si 200; 
sale  S14.000.  Call  morning  or  evening 
201-477-2488. 

BEACHFRONT  CONDO— St.  Thomas, 
Virgin  Islands.  Cabrita  Point  Beachfront 
Condo  for  rent.  Bedroom,  kitchen,  living 
room;  sleeps  4,  2 full  baths,  8800  wk. 
Studio  w/kitchen  & bath,  sleeps  2, 
S450/wk.  New  community  with 
clubhouse,  pool,  tennis  on  beach  over- 
looking Red  Hook.  Call  201-228-1838  or 
201-628-7433. 

SKI— Colorado,  Crested  Butte-Eagles 
Nest  Condos.  3 bedroom,  2 1/2  baths, 
opposite  base  lodge.  December  1st  week. 
Februaiy  21-28;  April  4-11;  August  8 15. 
Rent  8650-8850:  sale  835,000  or  pro- 
rated. Call  morning/evening  201 
477-2488. 

REQUESTS /REPLIES  FOR  CLASSI- 
FIED ADVERTISING— Send  to  NEW 
JERSEY  MEDICINE  Advertising  Office. 
370  Morris  Avenue,  Trenton,  NJ  0861  1; 
609-393-7196. 
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A PRESCRIPTION 
FOR  PHYSICIANS 


BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 

Capt  Al  Gugenberger 
at  1 -800-USA-USAF 


770 


3CHE 

ME 
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PLICATION 


The  New  Roche  Product  Books 


• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a permanent  general  reinforcement  of  your  oral  counseling 


An  ongoing  Roche  commitment  to  patient  education 

Roche  has  always  believed  that  knowledge  is  each  individual’s  key  to  good 
health  and  has  long  been  committed  to  providing  health  care  information  to 
both  professionals  and  the  public.  However,  we  have  also  always  believed  that 
the  health  careprofessional  is  and  should  be  the  prime  source  of  medication  in- 
formation to  patients.  The  Roche  Medication  Education  (ME)  program,  begun 
in  1978,  is  one  example  of  this  commitment. 

In  the  past  seven  years,  over  50  million  “WHAT  IF”  and  “HOW  TO”  booklets 
have  been  provided  by  Roche  for  distribution  to  patients  by  physicians  and 
other  health  care  professionals. 

Because  you  are  the  prime  source  of  medication  information  for  your  patients, 
we  invite  you  to  look  over  the  booklets  listed  below  and  request  a complimen- 
tary supply  of  those  applicable  to  your  practice. 

Complete  the  coupon  and  mail  it  to  Professional  Services  Department,  Roche 
Laboratories,  Division  of  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 


NAME 


STREET  ADDRESS 


edicines  that  matter 
om  people  who  care 


CITY 


STATE 


ZIP 


ROCHE 

MEDICATION 

ME 

EDUCATION 


We  Wrote  the  Books  on  Patien 
Medication  Education...  i 


Copyright  © 

1986  by  Hoffmann-La  Roche  Inc. 
and  Roche  Products  Inc. 

All  rights  reserved. 


You,  your  medical  problem 
and  your  treatment  with 


You,  your  medical  problem 
and  your  treatment  with 


H 


You,  your  medical  problem 
and  your  treatment  with 


You,  your  medical  problem 
and  your  treatment  with 


To  order  a complimentary  supply  of  Roche  Product  Books,  please  see  preceding  page 


SPECIAL  ISSUE:  GRADUATE  MEDICAL  EDUCATION 


NEW  JERSEY 


DECEMBER  1 


E.  £ W.  IBIUWKSTEKN 

E.  & W.  ELAMKSTEEH  AGENCY,  INC. 

ADMINISTRATORS 


THE  MEDICAL  SOCIETY  OF  MEW  JERSEY 

ENDORSED  PLANS  OFz 

LONG-TERM  INCOME  PROTECTION  PLAN 
MAJOR  MEDICAL 
OVERHEAD  EXPENSE 
HOSPITAL-MONEY 
HIGH  LIMIT  ACCIDENT 
TERM  LIFE 
KEOGH 

★ ★ ★ 

ALSO)  AWAILABLE  AME 
NON-GMOGP  PROGRAMS  OFs 

HOMEOWNER’S 
OFFICE  PACKAGE 
LIFE 
IRA 

PENSION 


75  Monlgomeiy  Street 
Jersey  C ity,  N.J0  07302 

(201)  333=4340  ■ l-(800)  BLANK  AG 
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LOW  DOSE 
MAMMOGRAPHY: 


WHEN 

LESS 

IS 

BETTER. 


LOW  DOSE  MAMMOGRAPHY 

• High  resolution  contrast 

• Better  visualization  of  large,  fatty  breasts 

• More  inclusion  of  axillary  tail  tissue 


At  TEANECK  RADIOLOGY  CENTER, 
the  Siemens'  Low  Dose  Mammomat®  Unit 
reduces  the  risk  of  radiation  exposure  for  your  patients. 


JUST  0.1  — 0.2  RADS  PER  AVERAGE  DOSE 
COMPARED  WITH  0.5  RADS  AND  HIGHER  FOR 
XEROMAMMOGRAPHY™  (POSITIVE  MODE)* 

Xero™  doesn't  equal  zero 

Xeromammography  '’  is  a product  name, 
not  an  indication  of  radiation  dosage. 


TEANECK  RADIOLOGY  CENTER 

Offers  a wide  range  of  radiologic  services: 

■ CT  SCANNING  ■ PEDIATRIC  RADIOLOGY  ■ RARE  EARTH  X-RAY  (Low  Dose]  ■ REAL  TIME  ULTRASOUND 
■ LOW  DOSE  MAMMOGRAPHY  ■ MRI:  MAGNETIC  RESONANCE  IMAGING 


(201)  836-2500 


TEANECK  RADIOLOGY  CENTER:  THE  FUTURE  IN  RADIOLOGY 


699  TEANECK  ROAD,  TEANECK,  NEW  JERSEY  07666  DAVID  V.  HABIF,  JR.,  M.D.,  MEDICAL  DIRECTOR 

* Radiology  Today  January/February,  1986 
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IMAGINE 

KNOWING  THAT 
TODAY  IS  THE 
BEST  DAY  YOU’LL 
EVER  HAVE. 


If  you  had  a progressive  neuromuscular 
disease,  every  tomorrow  would  bring  you 
greater  weakness  and  more  muscle  waste.  And 
the  best  day  you  could  hope  for  would  be  the 
one  you  were  having  right  now. 

That’s  because  most  neuromuscular  dis- 
eases progress  day  by  day,  gradually  wasting  a 
patient’s  muscles  away.  This  muscle  degen' 
eration  can’t  be  halted.  And,  it  can  never 
he  reversed. 


At  the  Muscular  Dystrophy  Associa- 
tion,  we’re  striving  to  put  an  end  to  twelve 
fonns  of  muscular  dystrophy  and  twenty' 
eight  other  neuromuscular  diseases.  Because 
we  believe  there  are  no  incurable  diseases— 
just  diseases  for  which  cures  haven’t  yet  been 
found.  And  because  it’s  the  only  way  that 
tens  of  thousands  of  people  with  neuro' 
muscular  disease  can  look  forward  to  a 
better  tomorrow. 


Muscular  Dystrophy  Association,  Jerry  Lewis,  National  Chairman 
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REPORTING  OF  ACQUIRED  IMMUNODEFICIENCY 
SYNDROME  AND  AIDS-RELATED  COMPLEX 

The  Department  of  Health  has  adopted  new  regula- 
tions making  acquired  immunodeficiency  syndrome 
(AIDS)  and  AIDS-Related  Complex  (ARC)  reportable 
diseases  ( N.JA.C . 8:57-1.14).  The  purpose  of  the  regu- 
lations is  to  unify  collection  of  AIDS  and  ARC  data  in 
order  to  establish  a better  measure  of  the  disease  prob- 
lem and  support  studies  on  the  natural  history  of  the 
disease. 

The  regulations  set  forth  criteria  for  determining 
whether  a person  is  considered  to  be  infected  with 
AIDS  or  ARC.  Any  physician  attending  a person  ill  with 
AIDS  or  ARC  is  required  to  report  in  writing  such 
disease  directly  to  the  State  Department  of  Health.  The 
report  is  to  include  the  name  and  address  of  the  report- 
ing physician,  the  name  of  the  disease,  the  name,  birth 
date,  sex  of  the  infected  person,  the  date  of  onset  of 
illness,  and  such  other  information  as  maybe  required 
by  the  Department. 

The  regulations  further  provide  that  the  super- 
intendent or  other  person  having  control  or  super- 
vision over  any  institution  (such  as  a hospital  or  nurs- 
ing home)  in  which  any  person  is  ill  with  AIDS  or  ARC 
shall  report  such  disease  directly  to  the  Department 
of  Health.  The  report  shall  state  the  name  of  the  dis- 
ease. the  name,  birth  date,  sex,  the  municipality,  coun- 
ty, and  state  of  residence  of  such  person,  the  date  of 
onset  of  illness,  the  name  of  the  attending  physician, 
the  name  and  address  of  the  institution,  and  such 
other  information  as  may  be  required  by  the  State 
Department  of  Health. 

1987  ANNUAL  MEETING 

The  221st  Annual  Meeting  will  be  held  at  the  Ameri- 
cana Host  Farm  Resort,  Lancaster,  Pennsylvania,  April 
30  to  May  3,  1987.  This  will  be  the  third  Annual  Meet- 
ing of  the  Medical  Society  of  New  Jersey  at  the  Host 
Farm  location. 

The  relaxing  site  at  Host  Farm  affords  an  opportuni- 
ty to  enjoy  the  Annual  Meeting  in  a comfortable  and 
safe  atmosphere.  There  are  many  unusual  social  ac- 
tivities for  your  family  to  enjoy.  The  pleasant  staff  of 
Host  Farm  makes  every  effort  to  accommodate  your 
needs. 


Those  who  have  attended  the  previous  meetings  at 
Host  Farm  have  enjoyed  the  camaraderie  that  prevails 
in  this  peaceful  setting.  Why  not  plan  early  to  attend 
the  221st  Annual  Meeting?  There  is  something  there 
for  everyone— beautiful  location,  excellent  food,  things 
to  see  and  do,  great  golf  course,  hiking  trails,  plenty 
of  entertainment,  and  a reasonable  package  price  deal. 

DELIVERY  OF  HEALTH  CARE 

The  Legislature  asked  the  Commission  on  Legal  and 
Ethical  Problems  in  the  Delivery  of  Health  Care  to  re- 
port on  “existing  practices  and  procedures  for  decision 
making  (regarding  the  use  of  life-sustaining  pro- 
cedures) and  a determination  of  how  well  they  work 
and  where  change  is  needed.”  The  Legislature  also 
requested  identification  of  the  issues  in  need  of  reso- 
lution and  a recommendation  of  a legislative  solution, 
if  necessary.  The  following  questionnaire  is  being  used 
for  interviewing  health  care  providers  at  25  hospitals 
and  50  nursing  homes  in  New  Jersey.  If  you  have  any 
criticisms  concerning  the  questionnaire,  the  Com- 
mission welcomes  your  suggestions.  Please  contact  Mr. 
Vincent  Maressa,  MSNJ  Executive  Director,  with  your 
comments. 

1.  Approximately  how  many  patients  are  there  in 
this  facility? 

2.  What  types  of  treatment  do  you  consider  life 
sustaining? 

3.  Approximately  how  many  patients  currently  are 
receiving  life-sustaining  treatment? 

4.  Please  estimate  the  percentage  of  patients  who 
are  receiving  each  type  of  treatment  you  consider  to 
be  life  sustaining. 

5.  How  do  you  define  terminally  ill? 

6.  How  many  of  the  patients  in  this  facility  are 
terminally  ill? 

7.  How  many  terminally  ill  patients  are  per- 
manently unable  to  participate  in  decisions  regard- 
ing their  medical  care? 

8.  In  what  percentage  of  terminally  ill  patients 
can  you  predict  how  long  the  patient  will  live? 

9.  How  do  you  define  persistent  vegetative  state? 

10.  How  many  of  the  patients  in  this  facility  are 
in  a persistent  vegetative  state? 

11.  Who  is  involved  in  a decision  whether  to  use 
life-sustaining  procedures  for  a competent  patient? 
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12.  Who  is  involved  in  a decision  whether  to  use 
life-sustaining  procedures  for  a patient  who  is  in- 
competent? 

13.  How  is  competency  determined? 

14.  What  factors  most  influence  the  decision 
whether  to  use  life-sustaining  procedures? 

15.  Does  decision  making  for  patients  who  are  in 
a persistent  vegetative  state  differ  from  decision  mak- 
ing for  other  hopelessly  ill  patients?  How? 

16.  Does  decision  making  for  brain-dead  patients 
maintained  on  a respirator  differ  from  decision  mak- 
ing for  other  hopelessly  ill  patients?  How? 

1 7.  In  what  percentage  of  cases  is  the  decision 
made  to  forego  the  use  of  life-sustaining  treatment? 

18.  If  there  is  a disagreement  over  the  decision, 
how  is  this  resolved? 

19.  What  kinds  of  disagreements  usually  arise? 

20.  Does  your  institution  have  a policy  regarding 
decision  making? 

21.  What  is  the  policy? 

22.  Is  the  policy  written? 

23.  Does  your  institution  have  an  ethics  and/or 
prognosis  committee? 

24.  What  is  the  primary  function  of  each  commit- 
tee? Please  fully  explain  that  function. 

25.  How  well  do  you  think  the  committee(s) fulfills 
its  function?  Please  outline  in  what  respects  the  com- 
mittee is  most  successful  and  in  what  respects  the 
committee  has  problems  fulfilling  its  function. 

26.  How  long  has  the  committee(s)  been  in  ex- 
istence? 

27.  What  is  the  composition  of  the  committee(s)? 

28.  Who  determines  what  cases  get  referred  to  the 
committee(s)? 

29.  What  type  of  cases  usually  are  referred? 

30.  Are  any  records  kept  of  the  deliberations  of  the 
committee? 

31.  Are  patients  and/or  families  informed  of  poli- 
cies or  committees  which  are  available  to  assist  in 
decision  making? 

32.  To  what  extent  are  living  wills  or  durable 
powers  of  attorney  used  in  decision  making?  Why  or 
why  not? 

33.  How  often  are  attorneys  consulted  regarding 
decisions  involving  the  use  of  life-sustaining  pro- 
cedures? 

34.  In  what  kinds  of  situations  are  attorneys  fre- 
quently consulted? 

35.  Under  what  circumstances  is  it  necessary  to 
seek  a court- appointed  guardian? 

36.  Who  usually  seeks  this  appointment? 

37.  Are  there  any  problems  in  seeking  a court  ap- 
pointed guardian? 

38.  Are  decisions  to  withhold  treatment  made  dif- 
ferently from  decisions  to  withdraw  treatment?  How? 

39.  Is  the  decision  to  issue  a "do  not  resuscitate" 
order  made  differently  from  other  decisions  to 
withhold  treatment?  How? 

40.  How  do  you  perceive  the  federal  regulations 
regarding  the  care  of  handicapped  newborns? 

41.  How  do  you  perceive  the  Supreme  Court's  re- 
quirements for  decision  making  in  elderly  nursing 
home  patients? 

42.  Under  what  circumstances  is  the  patient 
and/or  family  consulted  regarding  the  donation  of 


organs? 

43.  Do  you  believe  criteria  for  the  determ.ination  of 
death  should  be  established  by  legislation?  Why  or 
why  not? 

44.  What  factors  or  trends  are  having  a significant 
impact  on  decision  making  regarding  the  use  of  life- 
sustaining  procedures? 

45.  What  is  the  effect  of  that  impact? 

46.  What  issues  would  you  like  the  Commission 
to  address? 

PRESCRIPTION  DRUG  SAMPLING 

The  following  Voluntary  Code  for  Prescription  Drug 
Sampling  Practices  was  adopted  by  PMA  to  reduce  the 
potential  for  diversion  of  pharmaceutical  samples  into 
illicit  markets  and  to  bring  greater  controls  to  the 
current  sampling  system  by  strengthening  sound 
sampling  practices.  This  will  obviate  the  need  for 
changing  a system  that  has  served  well  for  many  de- 
cades. 

1.  Distribution — Companies  will  distribute  sam- 
ples only  to  licensed  practitioners  pursuant  to  written 
request  or  receipt  on  each  sampling  occasion.  The  re- 
quest or  receipt  will  contain  the  practitioner's  name, 
address,  professional  designation,  the  identity  and 
quantity  of  samples  requested,  the  name  of  the  com- 
pany, and  the  dated  signature  of  the  practitioner. 

2.  Storage — Effective  controls  and  procedures  to 
guard  against  theft  and  diversion  of  samples  will  be 
maintained  at  all  times.  All  samples  will  be  stored  in 
cabinets,  storage  areas,  or  rooms  which  are  ap- 
propriately secured  and  accessible  only  to  company 
representatives  or  other  authorized  persons.  Com- 
panies will  direct  their  employees  to  store  samples 
under  conditions  that  will  maintain  their  stability,  in- 
tegrity, and  effectiveness. 

3.  Disposal— All  outdated  or  damaged  samples  will 
be  returned  to  the  company  for  disposal. 

4.  Inventory — Companies  will  require  that  a com- 
plete and  accurate  inventory  of  all  samples  in  the  pos- 
session of  a company  representative  be  conducted  at 
least  annually  by  an  agent  of  the  company  other  than 
the  representative  in  possession  of  the  samples. 

5.  RecordKeeping — Lists  will  be  maintained  of  the 
names  and  addresses  of  all  individuals  who  distribute 
samples  and  of  all  sites  where  samples  are  stored.  Com- 
panies will  maintain  records  for  at  least  two  years  of 
all  samples  distributed,  destroyed,  or  returned  to  the 
company,  of  all  inventories,  of  all  thefts  or  significant 
losses,  and  of  all  requests  and  receipts  for  samples. 

6.  Cooperation  with  Government  Officials— Com 
panics  will  notify  the  appropriate  government  author- 
ity of  any  significant  theft,  diversion,  or  loss  of  samples. 
Records  maintained  pursuant  to  paragraph  5 will  be 
made  available  to  appropriate  government  authorities 
upon  a showing  of  reasonable  cause.  Companies  will 
provide  the  name  and  telephone  number  of  the  indi- 
vidual responsible  for  responding  to  requests  for  infor- 
mation made  by  government  authorities. 

THE  OMNIBUS  BUDGET  RECONCILIATION  ACT  OF 
1986:  MEDICARE  HIGHLIGHTS 

The  following  summary  highlights  certain  require- 
ments of  the  Medicare  program  as  a result  of  changes 
made  by  P.L.  99—509  enacted  October  21.1 986.  affect- 
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ing:  physicians,  hospitals,  carriers,  and  PROs. 

Physicians. 

Medicare  Reimbursement  Equal  update  of  3.2  per- 
cent in  Medicare  prevailing  charges,  beginning  Janu- 
ary 1,  1987,  for  both  participating  and  nonparticipat- 
ing physicians.  Nonparticipating  physicians  to  receive 
96  percent  of  amount  allowed  participating  physicians 
as  actual  reimbursement. 

Physician  Fees.  The  current  freeze  on  actual 
charges  of  nonparticipating  physicians  expires  on  De- 
cember 31,  1986,  and  is  replaced  by  the  following  sys- 
tem of  charge  limitations,  effective  January  1:  If  the 
physician’s  actual  charge  for  any  given  service  is  at  or 
above  115  percent  of  the  prevailing  charge  (as  de- 
termined from  year  to  year),  the  actual  charge  for  that 
service  may  be  increased  by  no  more  than  1 percent; 
If  the  actual  charge  is  less  than  115  percent  of  the 
prevailing  charge,  that  charge  may  be  increased  by  the 
greater  of  1 percent  or  as  follows:  January  1,  1987 — 
charge  increases  are  limited  to  l/4th  of  the  difference 
between  the  actual  charge  and  115  percent  of  the  Med- 
icare prevailing  charge;  January  1,  1988 — charge  in- 
creases are  limited  to  l/3rd  of  the  difference  between 
the  actual  charge  and  115  percent  of  the  Medicare  pre- 
vailing charge;  January  1,  1989 — charge  increases  are 
limited  to  1/2  of  the  difference  between  the  actual 
charge  and  115  percent  of  the  Medicare  prevailing 
charge;  and  January  1,  1990,  and  subsequent  years — 
actual  charges  may  be  increased  to  1 15  percent  of  the 
Medicare  prevailing  charge.  Medicare  carriers  are  re- 
quired to  provide  each  nonparticipating  physician,  at 
the  beginning  of  each  year,  with  a list  of  his  or  her 
maximum  allowable  actual  charges  for  the  year.  The 
Secretary,  using  inherent  reasonableness  procedures, 
must  review  ten  most  costly  Medicare  procedures.  On 
any  procedure  where  the  Medicare  prevailing  is  re- 
duced as  a result  of  the  application  of  “inherent 
reasonableness"  authority,  nonparticipating  physi- 
cians have  to  reduce  their  actual  charge,  over  a two- 
year  period,  to  no  more  than  125  percent  of  the  new 
Medicare  prevailing  charge.  The  Secretary  is  to  impose 
sanctions  against  nonparticipating  physicians  who 
knowingly  and  willfully  bill  beneficiaries  an  amount 
exceeding  the  maximum  allowable  actual  charge. 
These  penalties  are  to  be  in  effect  through  the  earlier 
of  either  December  31,  1990,  or  one  year  after  the  Sec- 
retary reports  to  Congress  on  the  development  of  a 
RVS.  Where  a nonparticipating  physician  does  not 
have  actual  charges  for  the  base  period  (April  to  June, 
1984),  maximum  allowable  charges  are  to  be  set  at  the 
50th  percentile  of  the  customary  charges  for  the  ser- 
vice of  nonparticipating  physicians  in  the  locality  dur- 
ing the  12-month  period  ending  on  June  30  of  the 
previous  year.  (There  still  are  no  limitations  on  partici- 
pating physician  fees.) 

Participation/Nonparticipation : Must  make  a new 
election  prior  to  January  1,  1987;  participating  physi- 
cians must  continue  to  accept  assignment  in  all  cases; 
nonparticipating  physicians  may  continue  to  elect  as- 
signment on  case-by-case  basis;  directories  listing  par- 
ticipating physicians  will  be  available  free;  partici- 
pating physicians  have  no  controls  on  fees;  non- 
participating physicians  must,  (where  assignment  is 
not  accepted)  for  elective  surgery  (over  $500):  advise 
patient,  in  writing  (on  form  approved  by  Secretary): 
Medicare  allowed  amount,  patient’s  deductible  and 


coinsurance  liability,  and  physician’s  excess  charge, 
make  refund  to  beneficiary  where  disclosures  are  not 
made;  and  this  provision  is  effective  October  1,  1987. 
• Hospitals  to  make  available  to  inpatients  and  outpa- 
tients a copy  of  participating  physician  directory. 

Hospitals. 

• 1.15  percent  increase  in  DRG  payment. 

• Capital  cost  pass-through  reduced  over  three  1 
years  (3.5  percent  in  fiscal  year  1986,  7 percent  in  fiscal 
year  1988,  and  10  percent  in  fiscal  year  1989). 

• Severity  of  illness  index  for  DRGs  to  be  developed. 

• Hospitals  must  provide  discharge  planning. 

• No  reduction  (from  current  five  years)  for  full 
direct  graduate  medical  education  reimbursement. 

• Reduced  payment  for  outpatient  surgery  facility 
charges  in  the  hospital. 

• Hospitals  are  prohibited  from  unbundling  outpa- 
tient services. 

• Secretary  will  develop  PPS  for  outpatient  am- 
bulatory surgery. 

• PIP  is  eliminated  for  most  hospitals. 

• Hospitals  must  furnish  patients  with  notice  of 
Medicare  rights. 

Carriers. 

• Carriers  must  have  program  to  encourage  partici- 
pation by  physicians. 

• Carriers  will  receive  cash  bonus  based  on  increase 
in  physicians  who  participate. 

• Requires  prompt  payment  of  clean  claims. 

• Carriers  must  begin  paying  interest  on  delayed 
claims  (interest  starts  sooner  for  participating  phy- 
sicians). 

PROs. 

In  addition  to  previous  obligations: 

• PROs  must  spend  reasonable  proportion  of  time 
reviewing  quality  of  services  in  all  settings.  Physician 
office  review  delayed  until  January  1,  1989. 

• PROs  must  review  HMOs/CMPs. 

• PROs  must  respond  to  all  written  beneficiary  com- 
plaints. 

• PROs  must  review  hospital  denial  notices. 

• PROs  must  review  cases  of  hospital  readmissions 
occurring  within  30  days  of  discharge. 

Other. 

• Physician  assistants’  services  will  be  directly  reim- 
bursed (to  employer)  in  certain  cases. 

• Nurse  anesthetist  services  will  be  directly  reim- 
bursed. 

• Reimbursement  for  optometrists  has  been  ex- 
panded to  include  any  Medicare  covered  services 
which  the  optometrist  is  allowed  to  provide  under  state 
law. 

• Clinical  lab  competitive  bidding  demonstration 
moratorium  has  been  extended. 

• Mandated  assignment  for  clinical  lab  services  in 
a physician’s  office  will  go  into  effect  on  January  1, 
1987. 

• Prohibits  certain  physician  incentive  payment 
programs. 

• HMOs  subject  to  penalties  for  failing  to  “provide 
medically  necessary  items  and  services.” 

FINI 

“The  temptations  of  a mosquito  in  a nudist  colony 
must  be  tremendous.” 
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NEW  JERSEY  MEDICINE 


CARDIZEM:  FEW  SIDE  EFFECTS 


ilve  your  angina  patients 
shot  they're  missing... 


miazem  HCI/Marion 


Antianginal  action  includes  dilatation  of 
coronary  arteries,  a decrease  in  vascular  resis- 
tance/afterload, and  a reduction  in  heart  rate 


Proven  efficacy  when  used  alone  in  angina 1 


Compatible  with  otherantianginals2  3 

A safe  choice  for  angina  patients  with  coexisting 
hypertension,  asthma,  COPD,  or  PVD4  5 


See  Warnings  and  Precautions. 

Please  see  brief  summary  of  prescribing  informafion  on  the  next  page. 


raonueu  few  side  effects 

diltiazem  HCI/Marion  IN  ANTIANGINAL  THERAPY 


60  mg  fid  or  qid 

Brief  Summary 

Professional  Use  Information 

CARDIZEM* 

(diltiazem  HCI)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick 
sinus  syndrome  except  in  the  presence  of  a functioning 
ventricular  pacemaker,  (2)  patients  with  second-  or 
third-degree  AV  block  except  in  the  presence  of  a func- 
tioning ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic) 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  patients  with 
sick  sinus  syndrome  This  effect  may  rarely  result 
in  abnormally  slow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  1,243  patients  for 
0.48%).  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with 
Prinzmetal's  angina  developed  periods  of  asystole 
(2  to  5 seconds)  after  a single  dose  of  60  mg  of 
diltiazem 

2 Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt). 

Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited  Caution  should  be  exercised  when  using 
the  drug  in  such  patients 

3 Hypotension.  Decreases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase, CPK.  LDH,  SGOT,  SGPT,  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted.  These  reactions  have  been  reversible  upon 
discontinuation  of  drug  therapy  The  relationship  to 
CARDIZEM  is  uncertain  in  most  cases,  but  prob- 
able in  some  (See  PRECAUTIONS  ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile.  /4s  with  any  new  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be 
monitored  at  regular  intervals.  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function.  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem 
were  associated  with  hepatic  damage  In  special 
subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  drug  was 
discontinued.  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  hepatic  changes,  however,  these 
changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM.  (See  WARNINGS.) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  is  usually  well  tolerated.  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  of  concomitant 
treatment,  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities.  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
serum  digoxin  levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility.  A 24-month  study  in  rats  and  a 2 1 -month  study 
in  mice  showed  no  evidence  of  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests  No  intrinsic  effect  on  fertility  was  observed  in  rats 
Pregnancy.  Category  C.  Reproduction  studies  have 
been  conducted  in  mice,  rats,  and  rabbits  Administration 
of  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  fetal  lethality.  These 
doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies, 
there  was  some  reduction  in  early  individual  pup  weights 
and  survival  rates.  There  was  an  increased  incidence  of 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater 
There  are  no  well-controlled  studies  in  pregnant 
women,  therefore,  use  CARDIZEM  in  pregnant  women 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels.  If  use  of  CARDIZEM 
is  deemed  essential,  an  alternative  method  of  infant 
feeding  should  be  instituted 
Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
earned  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded 
In  domestic  placebo-controlled  trials,  the  incidence  of 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy 
The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  of  calcium  influx  inhibition. 

In  many  cases,  the  relationship  to  CARDIZEM  has  not 
been  established  The  most  common  occurrences  as  well 
as  their  freguency  of  presentation  are.  edema  (2  4%), 
headache  (2. 1 %),  nausea  (1.9%),  dizziness  (1.5%), 
rash  (1.3%),  asthenia  (1 .2%).  In  addition,  the  following 
events  were  repoded  mfreguentty  (less  than  1 % ). 

Angina,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree  — see  conduction  warning), 
bradycardia,  congestive  heart 
failure,  flushing,  hypotension,  palpi- 
tations, syncope. 

Amnesia,  gait  abnormality,  halluci- 
nations, insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor 
Anorexia,  constipation,  diarrhea, 
dysgeusia,  dyspepsia,  mild 
elevations  of  alkaline  phosphatase, 
SGOT,  SGPT.  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase 

Petechiae,  pruritus  photosensitivity, 
urticaria 

Amblyopia,  dyspnea,  epistaxis,  eye 
irritation,  hyperglycemia,  nasal 
congestion,  nocturia,  osteoadicular 
pain,  polyuria,  sexual  difficulties. 

The  following  postmarketing  events  have  been 
reported  mfreguently  in  patients  receiving  CARDIZEM. 
alopecia,  gingival  hyperplasia,  erythema  multiforme,  and 
leukopenia.  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established  Issued  7/86 

See  complete  Professional  Use  Information  before 
prescribing 


References:  1.  PepineCJ.  Feldman  RL,  HilIJA,  etal . 
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Am  J Cardiol  1985, 55. 680-687  4.  Cohn  PE  Braunwald 
E:  Chronic  ischemic  heart  disease,  in  Braunwald  E (ed): 
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Verdict  Against  Physician  and  Attorney; 
Did  You  Know;  Legal  Malpractice  Data 


ACTION  BRINGS  VERDICT  AGAINST  PHYSICIAN 
AND  AGAINST  ATTORNEY 

A plaintiff  contended  she  visited  the  defendant  ob- 
stetrician suspecting  pregnancy  and  provided  him 
with  a history  of  suffering  a rash  several  weeks  earlier. 
The  defendant  obstetrician  ran  a rubella  test  which 
indicated  a past  infection  of  rubella  and  the  plaintiff 
contended  that  the  defendant  obstetrician  did  not  ad- 
vise her  of  the  severe  risks  and  counsel  her  to  have  an 
abortion.  According  to  the  plaintiff,  the  defendant  in- 
dicated that  the  infection  probably  occurred  in  her 
early  childhood  and  that  no  danger  was  present.  The 
defendant  obstetrician  did  not  dispute  that  the  stan- 
dard of  care  would  dictate  providing  such  counseling, 
but  contended  that,  in  actuality,  he  had  advised  the 
mother  that  she  should  consider  an  abortion,  but  that 
her  religious  considerations  would  preclude  such  an 
action.  The  plaintiff  countered  that  in  view  of  the 
absence  of  any  records  of  the  defendant  to  support  his 
factual  position,  his  contention  would  not  be  accepted. 

The  plaintiffs  related  that  initially  they  brought  the 
case  to  an  attorney  who  indicated  that  since  he  did  not 
specialize  in  medical  malpractice  actions,  he  would 
refer  the  case  to  a specialist  in  this  field.  The  attorney 
referred  the  case  to  the  defendant  attorney,  who  is  of 
counsel  with  a law  firm  and  whose  arrangement  with 
the  firm  entailed  his  trying  complicated  cases  and 
keeping  50  percent  of  the  fee  of  any  case  he  brought 
in.  The  defendant  attorney  ultimately  forwarded  a let- 
ter to  the  referring  attorney  advising  that  the  chances 
of  reversal  of  prior  law  were  poor,  that  his  expert’s 
report  was  weak,  and  that  the  referring  attorney 


should  advise  the  plaintiffs  of  his  opinion.  The  plain- 
tiffs contended  that  the  defendant  attorney  in  fact  be- 
lieved that  there  was  a good  chance  of  overturning 
prior  law  precluding  an  action  for  wrongful  life,  that 
the  expert’s  report  was  not  weak  and  that  since  the 
medical  malpractice  case  primarily  involved  issues  of 
fact,  the  use  of  an  expert  would  not  be  necessary. 

The  plaintiff  contended  that  the  defendant  attorney 
turned  down  the  case  because  it  would  involve  ex- 
tensive appellate  work  and  that  the  partner,  who  per- 
formed this  work  for  the  firm,  did  not  wish  to  have  the 
responsibility  for  the  major  portion  of  the  workload  on 
this  case  for  50  percent  of  the  fee.  The  plaintiff  con- 
tended that  the  defendant  attorney  made  the  mis- 
representation because  he  did  not  wish  to  jeopardize 
his  relationship  with  the  referring  attorney,  who  had 
a large  volume  of  personal  injury  practice  and  who  was 
a potential  source  of  further  referrals. 

The  plaintiff  introduced  memos  from  the  defendant 
attorney  to  the  partner  in  which  he  opined  that  the 
plaintiffs  had  a “good  shot”  of  ultimately  prevailing. 
The  plaintiff  further  introduced  the  subject  letter  sent 
by  the  defendant  attorney  to  the  referring  attorney. 
The  plaintiff  further  introduced  the  defendant  at- 
torney’s answers  to  interrogatories  in  which  this  party 
indicated  that  the  decision  to  decline  the  case  was 
made  by  the  partner.  The  defendant  attorney  testified 
at  trial  that  the  decision  was  made  jointly  by  himself 
and  two  partners  of  the  firm.  The  plaintiff  presented 
the  referring  attorney,  who  testified  that  when  he  re- 
ceived the  turn  down  letter  from  the  defendant  at- 
torney, he  advised  the  plaintiffs  of  the  defendant’s 
negative  opinion  and  informed  them  that  they  could 
seek  other  counsel  prior  to  the  running  of  the  statute 
of  limitations.  The  plaintiffs  and  the  referring  attorney 
testified  that  since  they  were  advised  by  counsel,  whom 
they  believed  to  be  quite  proficient  in  medical  malprac- 
tice matters,  that  their  chances  of  ultimately  prevailing 
were  poor,  they  ascertained  that  they  had  little  chance 
of  prevailing  and  did  not,  therefore,  pursue  the  matter 
further  until  after  the  statute  had  run. 

The  plaintiff  presented  an  expert  attorney  who  main- 
tained that  the  defendant  attorney  was  obligated  to 
provide  accurate  information  regarding  his  reasons  for 
turning  down  the  matter  so  that  the  plaintiffs  could 
make  a reasoned  choice  regarding  the  obtaining  of 
alternative  counsel.  The  expert  further  maintained 
that  the  report  of  the  medical  expert  was  not  weak  and. 
in  actuality,  had  indicated  that  the  defendant  ob/gyn 
had  failed  to  adhere  to  the  minimun  standards  of  care. 
The  defendant  attorney  maintained  that  since  the  ex- 
pert physician  did  not  actually  state  that  the  ob/gyn 
had  deviated  from  acceptable  standards,  his  opinion 
was  weak.  The  plaintiff  countered  that  the  conclusion 
of  the  medical  expert  that  the  defendant  failed  to  meet 
the  minimum  standards  was  obviously  not  weak  mid 
that  the  expert  physician  had  indicated  in  his  report 
that  he  would  be  happy  to  furnish  additional  infor- 
mation if  requested.  The  plaintiff  then  presented  an 
expert  physician,  who  maintained  that  the  initial  re- 


*This  item,  from  the  Department  of  Professional  Liability 
Control,  MSNJ,  ws  prepared  by  James  E.  George.  M.D.,  J.D.. 
and  A.  Ronald  Rouse,  who  are,  respectively.  Director  of  the 
Department  and  Director  of  Special  Projects. 
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port  was  strong  and  the  plaintiff  utilized  an  overhead 
projector  to  display  the  report  to  the  jury.  The  defen- 
dant attorney  and  law  firm  presented  two  expert  at- 
torneys who  maintained  that  the  defendant  attorney 
complied  with  all  standards  of  care  and  that  he  was 
not  obligated  to  take  the  case  and  the  defendant  at- 
torney argued  that  the  plaintiffs  were  comparatively 
negligent  in  failing  to  consult  with  another  attorney 
before  the  statute  of  limitations  had  expired. 

It  was  undisputed  that  the  infant  plaintiff  is  deaf, 
mute,  legally  blind,  and  severely  retarded.  The  plain- 
tiffs expert  pediatric  neurologist  maintained  that  the 
infant  plaintiff  will  require  extensive  special  education, 
and  group  home  care  after  the  age  of  2 1 . The  plaintiff  s 
economist  offered  projections  of  future  extraordinaiy 
health  care  from  which  the  jury  could  infer  that  such 
care  would  exceed  $2.6  million  over  the  remainder  of 
the  infant  plaintiffs  life  expectancy  as  contained  in  the 
tables.  According  to  the  expert,  the  infant  plaintiff 
probably  will  live  a normal  life  expectancy.  The  defen- 
dant’s expert  pediatrician  maintained  that  in  view  of 
the  severe  health  problems  confronting  the  rubella 
baby,  including  severe  risks  of  liver  and  kidney  dif- 
ficulties, the  infant  plaintiff  will  have  a 50  percent 
chance  of  reaching  the  age  of  20  and  a 20  percent 
chance  of  surviving  until  30.  The  mother  contended 
that  her  child’s  condition  occasioned  severe  mental 
and  emotional  anguish  which  was  heightened  by  the 
fact  that  she  was  erroneously  advised  that  she  was 
carrying  a healthy  baby.  The  mother  testified  that  as 
a result  of  initial  heart  valve  difficulties  which  since 
have  been  corrected,  the  baby  was  in  extreme  pain  and 
crying  almost  24  hours  a day  during  the  first  six 
months  of  life.  The  mother  related  that  upon  medical 
advice,  she  was  required  to  maintain  a constant  watch 
over  the  child  during  this  period.  She  further  indicated 
that  she  experiences  constant  anxiety  regarding  the 
quality  and  nature  of  her  child’s  care.  (New  Jersey 
Jury  Verdict  Review  and  Analysis  VII:  July  21  -August 
4,  1986) 

DID  YOU  KNOW  . . . 

In  1982,  physicians  cheered  when  a California  jury 
found  reviewers  for  the  state  Medicaid  program  negli- 
gent in  overriding  the  advice  of  a thrombectomy  pa- 
tient’s three  attending  physicians?  The  doctors  had 
recommended  that  the  woman  remain  in  the  hospital 
eight  days  longer,  but  the  reviewers  approved  only  a 
four-day  extension.  Complications  eventually  required 
amputation  of  the  affected  leg.  Now  an  appellate  court 
has  ruled  that  the  attendings  were  at  fault  for  not 
fighting  harder  on  behalf  of  their  patient.  ‘The  phy- 
sician who  complies  without  protest  with  the  limi- 
tations imposed  by  a third-party  payor,  when  his  medi- 
cal judgment  dictates  otherwise,  cannot  avoid  his  ul- 
timate responsibility  for  his  patient’s  care,”  the  court 
said.  (Medical  Economics,  September  22,  1986) 

After  huge  liability  premiums  had  driven  four  of  its 
obstetricians  out  of  private  practice  and  had  left  two 
neurosurgeons  considering  a similar  move,  self-in- 
sured William  Beaumont  Hospital  in  Royal  Oak,  Mich- 


igan, dropped  its  requirement  that  all  attendings  cany 
malpractice  coverage?  Hurley  Medical  Center  in  nearby 
Flint  retained  its  insurance  requirement,  but  will  pay 
the  premiums  in  five  high-risk  specialties:  emergency 
medicine,  neurosurgery,  obstetrics,  orthopedics,  and 
vascular  surgery.  (Medical  Economics,  September  8, 
1986) 

The  nonprofit  Practicing  Law  Institute  in  New  York 
City  has  developed  a course  to  aid  lawyers  who  argue 
cases  involving  brain-damaged  infants?  The  5'/2  hour 
videocassette  and  handbook  include  advice  on  whom 
and  when  to  sue,  how  to  assess  damages,  choosing  of 
experts,  and  how  to  make  closing  arguments  that  will 
sway  a jury.  (Medical  Economics,  September  8,  1986) 

LEGAL  MALPRACTICE  DATA  PUBLISHED 

William  H.  Gates  provides  a summary  of  information 
collected  on  lawyers’  malpractice  claims  by  the  Na- 
tional Legal  Malpractice  Data  Center  for  the  American 
Bar  Association  Committee  on  Lawyers’  Professional 
Liability  in  his  publication  entitled  “Lawyer’s  Malprac- 
tice: Some  Recent  Data  About  a Growing  National 
Problem.” 

The  data  collected  showed,  inter  alia; 

a)  43.6  percent  of  the  claims  are  against  firms  of  2 
to  5 lawyers:  35.6  percent  against  sole  practitioners; 

19.3  percent  against  firms  of  6 to  30  lawyers;  and  1.6 
percent  against  firms  with  over  30  lawyers. 

b)  Claims  broken  down  by  years  of  practice  show: 
over  ten  years — 65.5  percent;  four  to  ten  years— 30.2 
percent;  to  three  years — 4.3  percent. 

c)  12.4  percent  of  claims  are  made  by  nonclients. 

d)  48.9  percent  of  the  claims  arise  in  just  two  areas: 
personal  injury  plaintiffs— 25.3  percent;  and  real  es- 
tate— 23.6  percent. 

The  types  of  errors  giving  rise  to  malpractice  suits 
were  analyzed  and  divided  into  groups. 

• Administrative  errors,  such  as  calendaring,  lost 
files,  procrastination,  and  clerical  error  accounted  for 

26.3  percent  of  the  claims. 

• Substantive  errors,  such  as  failure  to  know  or 
properly  apply  the  law,  inadequate  investigation,  plan- 
ning error,  and  failure  to  know  about  a deadline  com- 
prised 43.8  percent. 

• Client  relations  errors,  such  as  failure  to  obtain 
consent  or  inform  client,  failure  to  follow  a client’s 
instructions,  and  improper  withdrawal,  resulted  in 
16.2  percent  of  the  claims. 

• Intentional  wrongs,  such  as  abuse  of  process, 
fraud,  and  civil  rights  violations  made  up  1 1 percent 
of  the  claims. 

Analysis  of  “closed  claims"  showed  that  personal- 
injury  plaintiff  cases  were  more  expensive  than  typical, 
with  5 percent  of  these  cases  in  the  over  $100,000 
category. 

The  author,  who  is  chairman  of  the  Data  Center, 
observes  that  the  ultimate  goal  of  the  Data  Center  is 
to  reduce  malpractice  claims.  The  expectation  is  that 
as  lawyers  obtain  more  knowledge  about  how  and 
where  claims  arise,  they  will  be  more  likely  to  antici- 
pate and  avoid  the  conduct  that  generates  them.  (Per- 
sonal Injury  Newsletter  30,  August  26,  1986) 
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HOW  CAN  MARY  ANN  HAMBURGER  ASSOCIATES. 

A Medical  Management  Consultant, 

HELP  YOU ? 

MARY  ANN  HAMBURGER  has  had  many  years’ 
experience  in  medical-office  management.  Her 
service  is  expert  and  comprehensive. 

MARY  ANN  HAMBURGER  can  make  a difference 
in  your  practice,  because  she  really  knows  today’s 
complex  world  of  medicine. 

MARY  ANN  HAMBURGER  is  dependable.  She 
has  the  contacts,  background  and  practical  know- 
how to  set  up  or  improve  your  office  sys- 
tems—from  billing  to  finances  and  personnel. 
FOR  A ONE-TIME  CONSULTATION— OR  A CON- 
TINUING SERVICE— MARY  ANN  HAMBURGER 
ASSOCIATES  CAN  BRING  TO  YOUR  PRACTICE 
THE  MOST  COMPREHENSIVE  MANAGEMENT 
DIRECTION,  BACKED  BY  YEARS  OF  EX- 
PERIENCE. 


FOR  A WHOLE  NEW  APPROACH 
TO  OFFICE  PRACTICE,  CONTACT: 

MARY  ANN  HAMBURGER 

MARY  ANN  HAMBURGER  ASSOCIATES 

74  HUDSON  AVENUE 

MAPLEWOOD,  NEW  JERSEY  07040 

201-763-7394 


CONTROL 


As  authorized  repre- 
sentatives for  AT&T, 
NCR  and  Altos,  we  offer 
simple  solutions  and 
systems  to  help  you 
take  control.  Our  soft- 
ware written  in  “C”  runs 
on  the  UNIX'“  operating 
system.  We  offer  true 


software  programs 
adapt  to  your  office 
procedures.  So,  ifyou’re 
looking  for  a system 
that  will  help  you  take 
control  now  and  grow 
with  your  practice  in 
the  future,  call  us  today: 


FBL  Medical  Computer  SpedaUsts,  Inc. 

(201)  692-8103 
90  Dayton  Avenue 
Passaic,  New  Jersey  07055 


HEALTHY  COVERAGE 

through  the 

MSNJ  GROUP! 


MSNJ  offers  doctors  the  comprehensive  protection  most  patients  enjoy, 
with  the  service  and  efficiencies  inherent  to  large,  well-run  group  plans. 
MSNJ  Group  insurance  is  flexible.  You  prescribe  the  plan  that  will 
provide  healthy  coverage  for  yourself,  your  family,  and  your  practice. 
Take  advantage  of  MSNJ  Group  Blue  Cro3s/Blue  Shield,  Major 
Medical  and  Dental  insurance...  it’s  good  preventive  medicine! 


Donald  F.  Smith  & Associates 
One  Airport  Place,  Route  206  North 
P.O.  Box  2197 
Princeton,  New  Jersey  08540 
(609)924-8700  (800)227-6484 


DONALD  E SMITH  QJ ASSOCIATES) 


> 


784 


NEW  JERSEY  MEDICINE 


Hospital  Governing  boards 


PRO  of  New  Jersey, 
Inc./HCFA 
Objectives — 1986 
and  Beyond 


Vincent  A.  Maressa,  j.d. 


In  a memorandum  dated  Sep- 
tember 26,  1986,  the  Peer  Re- 
view Organization  of  New  Jer- 
sey, Inc.  alerted  New  Jersey  hospitals  and  medical 
staffs  of  their  goals  and  objectives  under  the  federal 
contract  effective  October  1,  1986.  They  have  offered 
meetings  to  address  the  concerns  of  the  hospitals  and 
their  medical  staffs.  Every  hospital  and  eveiy  medical 
staff  would  be  well  advised  to  avail  themselves  of  the 
opportunity  presented. 

The  objectives  according  to  PRO  are  related  to  as- 
suring quality  of  care  while  reducing  incidences  of 
unnecessary  and  inappropriate  utilization  of  services. 
One  can  hardly  argue  with  those  objectives.  After  all, 
that  is  what  utilization  review,  quality  assurance,  risk 
prevention,  and  even  medical  licensing  discipline  are 
all  about.  Whether  the  function  belongs  to  the  medical 
staff,  the  State  Board,  or  the  HCFA  agent— PRO  of  New 
Jersey,  Ine. — is  a debatable  issue  that  we  will  not  ad- 
dress at  this  time. 

Our  difficulty  is  the  “problem”  as  it  is  being  iden- 
tified and  how  it  may  be  resolved.  Direct  quotes  from 
the  PRO  memo  best  illustrate  these  points  and  are 
presented  for  your  information: 

Based  on  an  analysis  of  1984  claims  data, 
HCFA  developed  a statistical  model  to  predict 
expected  mortality  rates  and  to  isolate  signifi- 
cant variations  in  admission  practices  among 
providers  in  New  Jersey.  Using  linear  re- 
gression techniques,  hospitals  were  identified 
as  high  or  low  statistical  outliers  if  their  actual 
experience  in  1984  differed  significantly  from 
the  predicted  model. 

Lists  of  the  statistical  outlier  hospitals  were 
provided  to  the  PRO  of  New  Jersey,  Inc.  to 
assist  in  focusing  review  efforts  on  specific 
providers  when  developing  contract  objectives. 


For  all  hospitals  listed,  the  likelihood  of  their 
outlier  status  being  the  result  of  chance  alone 
was  documented  as  less  than  5 percent. 

The  PRO  of  New  Jersey,  Inc.  was  given  the 
responsibility  to  verily  and  focus  objective  re- 
view on  the  statistical  outlier  hospitals.  Utiliz- 
ing available  data  for  1983,  1984,  and  1985, 
the  PRO  of  New  Jersey,  Inc.  constructed  its 
own  statistical  model  to  verify  and/or  refine 
the  HCFA  data  The  results  following  appli- 
cation of  this  model  were  compared  to  the 
HCFA  findings  and  a final  list  of  hospital 
outliers  generated. 

By  now  you  should  have  a fair  perception  of  what 
HCFA  and  its  contracted  agent,  PRO  of  New  Jersey,  Inc. 
are  doing  and  will  be  doing  for  the  next  several  years. 

MSNJ  opposed  the  DRG  program  because  it  lacked 
medical  and  statistical  logic  and  never  has  been  tested 
for  credibility.  Even  the  most  ardent  supporters  of 
DRGs  admit  that  the  system  does  not  account  for  the 
severity  of  the  illness  or  the  intensity  or  quality  of 
services  for  a given  patient.  If  you  read  this  article  with 
any  inquisitiveness,  you  would  have  noted  that  at  no 
point  did  HCFA  or  PRO  mention  that  charts  had  been 
reviewed  by  competent  physicians  before  the  various 
assumptions  were  made  and  models  developed.  One 
would  think  that  intensive  objective  chart  review 
would  be  step  1.  Government-mandated  peer  review 
programs  never  work  that  way.  Denials  are  made,  de- 
cisions are  rendered,  and  criticism  is  generated:  then 
the  chart  is  reviewed  and  the  attending  is  interviewed. 

Hospital  governing  boards,  administrators,  and 
medical  staffs  had  better  not  pass  up  the  PRO  offer  to 
meet.  When  they  do  meet,  the  hospital  would  he  well 
advised  to  make  sure  that  the  president  of  the  hospital, 
the  chairman  of  the  Board,  and  the  president  of  the 
medical  staff  as  well  as  the  director  of  quality  as- 
surance all  are  present. 
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Extraordinary  cars 
deserve  an 
extraordinary  dealer. 


As  you  prepare  to  purchase  the  automobile 
that  will  take  you  to  the  head  of  the  class, 
come  to  the  one  authorized  dealership 
that's  by  far  in  a class  by  itself — Coast 
Imported  Car  Corp.  the  out-of-the-ordinary 
dealership.  Encompassing  over  28,000  square  feet  of  pure  style, 
technology  and  incomparable  service. 


Our  full  selection  of  Mercedes-Benz,  Porsche  and  Audi  automobiles 
at  our  five  acre  facility  is  unsurpassed  by  any  other  dealer  in  the  tri- 
state area.  Our  sales  and  leasing  staff  are  without  equal.  And  once 
you  purchase  a car  from  Coast,  the  care  and  dedication  your 
automobile  receives  from  our  factory-trained  service  technicians  is 
unmatched. 


No  detail  is  too  small  or  too  unimportant  to  be  overlooked.  From  our 
unique  pick-up  and  delivery  service,  to  our  loaner  car  program. 
Service  that  goes  beyond  the  ordinary  is  the  only  kind  of  service 
you'll  get.  The  reason — Coast  will  never  accept  anything  less  than 
total  customer  satisfaction. 

So  it's  no  wonder  that  demanding  individuals  who  have  searched 
for  memorable  motorcars  and  meticulous  service,  will  settle  for  no 
other  dealership  than  Coast.  The  Mercedes-Benz,  Porsche,  Audi 
dealer  that's  extraordinarily  out  of  the  ordinary. 


■it  IMPORTED  CAR  CORP 


247  Route  37  East,  Toms  River,  New  Jersey  08753 

(one  mile  east  of  Garden  State  Parkway,  exit  82) 

201  • 349-6900 


Authorized  Dealer  Mercedes-Benz,  Porsche,  Audi 
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GRADUATE 

MEDICAL 

EDUCATION 

IN  NEW  JERSEY 


Graduate  Medical  Education 
(GME)  represents  for  physi- 
cians, after  completion  of  medi- 
cal school  studies,  a defined  training  period  of  between 
three  to  five  years  during  which  they  acquire  the  skills 
and  knowledge  necessary  to  practice  a specific  medical 
discipline.  GME  is  an  intense  educational  experience 
with  the  physicians  accepting  increasing  responsi- 
bility for  patient  care  while  always  under  supervision. 
Successful  completion  of  a GME  program  makes  the 
participant  eligible  to  take  a certifying  examination  in 
that  subject.  Until  recently,  the  major  portion  of  GME 
occurred  in  a hospital  and  the  participants  in  GME 
contributed  significantly  to  the  care  of  patients  ad- 
mitted to  the  hospital.  Residents,  the  enrollees  of  GME, 
and  their  physician  supervisors  along  with  medical 
students  comprise  the  student-faculty  combinations 
necessary  for  the  development  of  an  academic  medical 
center. 

Together,  medical  school  education  and  GME  shape 
the  character  of  the  medical  profession.  Since  most 
physicians  on  completion  of  GME  tend  to  practice 
close  to  where  they  did  their  postgraduate  training, 
GME  determines,  even  more  than  medical  schools,  the 
quality  and  competence  of  physicians  within  a region. 
GME  programs  also  determine  the  disciplinary  rep- 
resentation of  practitioners  through  the  training  op- 
portunities offered. 

GME  has  come  under  considerable  scrutiny  and 
much  criticism.  Medical  educators  always  have  been 
alarmed  at  the  overwhelming  service  duties  required 
by  some  programs  that  inevitably  detract  from  the 
educational  purpose  of  GME.  Health  planners  are  dis- 
mayed that  GME  seems  largely  responsible  for  special- 
ty maldistribution.  Until  recently,  there  has  been  no 
relationship  between  the  public  need  for  certain  types 


of  physicians  and  the  initiation  of  GME  programs.  The 
failure  of  GME  to  train  more  primary  care  physicians 
is  attributed  to  program  directors,  mostly  specialists, 
who  function  in  academic  medical  centers,  and  spon- 
sor GME  programs  which  help  to  foster  their  own 
discipline. 

The  national  cost  of  GME  is  estimated  at  two  billion 
dollars  a year.  A significant  sum  (the  total  health  care 
cost  in  the  U.S.  is  more  than  $400  billion  annually), 
it  has  become  the  focus  of  legislative  efforts  to  reduce 
the  federal  contribution  to  GME  by  reducing  the 
amount  of  Medicare  reimbursement  to  residency  pro- 
grams. Predictably,  financial  cutbacks  to  GME  by 
Medicare  will  be  emulated  by  other  third-party  payers. 

GME  has  provided  opportunity  for  graduates  of 
foreign  medical  schools  (FMGs)  to  receive  residency 
training  and  has  served  many  as  an  entry  into  the 
mainstream  of  American  medicine.  Until  recent  years, 
most  FMGs  were  foreign-bom,  but  today  the  majority 
are  U.S.  citizens  who  have  attended  medical  school  in 
a foreign  country.  Approximately  20  percent  of  all  ac- 
tive physicians  in  the  U.S.  have  received  their  medical 
education  in  a foreign  country. 

Today  there  are  75,000  residents  in  nearly  5,000 
programs  distributed  among  1,500  hospitals.  In  1950, 
there  were  29,000  residents  and  in  1973,  66,000.  One- 
half  of  the  residents  train  in  only  100  of  the  major 
teaching  hospitals. 

Since  1981,  the  number  of  residents  has  grown  3 
percent  per  year,  similar  to  the  annual  increase  in  U.S. 
medical  school  graduates.  Forty-two  percent  currently 
train  in  primary  care  disciplines.  In  July  1986,  hospi- 
tals offered  18,770  first-year  positions. 

*Dr.  Reynolds  is  Senior  Vice-President,  Academic  Affairs, 
UMDNJ,  and  Dean.  UMDNJ-Robert  Wood  Johnson  Medical 
School,  Piscataway. 


RICHARD  C.  REYNOLDS,  M.D.* 
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In  New  Jersey  in  1985,  there  were  144  residency 
programs  with  2,603  physicians  (including  200  os- 
teopathic physicians)  in  training.  Fifty-six  percent  of 
these  residents  were  enrolled  in  primary  care  special- 
ties. Foreign-bom  FMGs  represent  20  percent  (562)  of 
GME  constituents;  USFMGs,  36  percent  (927).  New 
Jersey  is  the  only  state  with  more  than  one-half  of  its 
resident  physicians  graduates  of  foreign  medical 
schools.  New  York,  with  38  percent  in  1984,  is  the 
closest  competitor  in  the  percent  of  FMGs  training  in 
its  residency  programs. 

It  is  difficult  to  estimate  with  any  exactness  the  cost 
of  GME  in  New  Jersey.  The  salaries  and  fringe  benefits 
of  residents  alone  represent  a $78  million  expenditure 
(this  number  is  derived  by  multiplying  an  average 
salaiy  and  fringe  benefit  package  of  $30,000  per  resi- 
dent by  2,600  residents).  The  accounting  for  GME  ex- 
penses attributed  to  faculty  supervision  and  indirect 
medical  education  varies  considerably  among  New  Jer- 
sey teaching  hospitals,  but  we  suspect  that  these  costs 
approximate  $40  million,  suggesting  that  total  GME 
expenditures  are  greater  than  $120  million. 

In  1977,  the  New  Jersey  State  Legislature  estab- 
lished the  Advisoiy  Graduate  Medical  Education 
Council  (AGMEC)  and  gave  it  the  responsibility  to 
oversee  graduate  medical  education  in  this  state.  Its 
12  members,  appointed  by  the  governor,  represent  di- 
verse health  interests,  and  include  lay  persons. 
AGMEC  prepares  an  annual  report  on  GME  for  the 
governor  which  it  transmits  to  the  Board  of  Higher 
Education.  AGMEC  also  administers  a small-grants 
program  which  has  encouraged  primaiy  care  resi- 
dencies and  specific  program  efforts  in  geriatrics  and 
computer  medicine. 

In  1985,  AGMEC  published  a “Policy  Prospectus  for 
Graduate  Medical  Education”  which  included  in  its 


recommendations  a moratorium  on  funded  GME  posi- 
tions in  New  Jersey  at  the  number  2,400.  The  New 
Jersey  Board  of  Higher  Education  endorsed  the  report 
with  the  exception  of  limitation  of  any  new  positions. 
Currently,  AGMEC  has  appointed  two  task  forces,  one 
on  scope  and  quality  of  GME,  the  other  on  the  financ- 
ing of  GME. 

GME  currently  is  under  review  by  federal  and  state 
governments,  hospitals  sponsoring  residency  pro- 
grams, and  medical  schools.  Already  there  is  legislative 
and  administrative  action  at  the  federal  level  to  reduce  | 
support  for  GME.  Earlier  support  for  undergraduate 
medical  education  has  disappeared.  Continuation  of 
federal  assistance  for  GME  is  uncertain.  New  Jersey 
also  is  reviewing  its  future  commitment  to  GME.  The 
issues  of  size,  specialty  versus  primary  care  disciplines, 
financing,  and  the  number  of  FMGs  are  continuously 
debated.  This  issue  of  NEW  JERSEY  MEDICINE  at-  [ 
tempts  to  bring  together  the  data  required  to  provide 
its  readership  with  a status  report  on  GME  as  it  exists 
in  New  Jersey.  The  following  articles  tell  us  how  many 
residents  are  trained  in  New  Jersey,  where  they  are 
trained,  in  which  discipline,  and  what  is  their  educa-  , 
tional  background.  The  history  and  current  role  of 
AGMEC  is  described. 

Since  the  majority  of  physicians  completing  GME  in 
New  Jersey  will  remain  in  New  Jersey,  GME  is  the  most 
decisive  factor  in  determining  the  future  composition 
and  quality  of  physicians  who  will  care  for  the  citizens 
in  New  Jersey.  The  impending  decisions  on  the  charac- 
ter of  GME  to  be  made  at  both  federal  and  state  levels 
are  of  equal  importance  to  physician  and  citizen.  Pub- 
lic debate  on  GME  is  necessary  to  make  sure  those  j 
decisions  serve  appropriately  both  constituencies,  the 
health  professional,  and  current  and  future  patients. 
The  intent  of  this  issue  is  to  enrich  the  public  debate. 
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Sometimes  A Doctor  Needs  A Specialist  Too! 


PHYLLIS  KESSEL  ASSOCIATES,  New  Jersey’s  leading  public  relations/multi- 
media  marketing  firm  for  the  medical  community,  announces  the  establishment  of  a 
Medical  Marketing  Division  that  will  exclusively  handle  the  special  needs  of  physicians. 

PHYLLIS  KESSEL  ASSOCIATES  has  been  providing  effective,  high  profile  public 
relations  and  marketing  for  more  than  100  of  your  colleagues  for  nearly  a decade.  We 
offer  an  impressive  record  of  achievement  as  evidenced  by  our  ever-growing  client  list. 

To  find  out  more  about  our  new  Medical  Marketing  Division,  write  or  call. 

The  Medical  Marketing  Division  of  PHYLLIS  KESSEL  ASSOCIATES  ....  because 
sometimes  a doctor  needs  a specialist  too! 


a division  of 


fTledical  marketing. 

phyllis  kessel  associates 


7080  WEST  PARK  AVENUE  • OAKHURST,  NJ  07712  • 201-531-7080 


INVEST  IN  THE  CARE 
OF  YOUR  PATIENTS 
AND  PRACTICE 


The  two  greatest  concerns  of  any  doctor  are  his 
patients  and  practice.  When  the  physician  has  his 
practice  operating  efficiently  he  may  then  concentrate 
on  the  reason  he  got  into  medicine , the  care  of 
patients. 


An  effectively  implemented  computer  system  can  be  used 
as  a tool  to  bring  together  these  two  great  concerns  Each 
practice  is  unique  and  should  be  treated  that  way.  The 
flexibility  to  produce  standard  reports  or  create  your  own, 
print  insurance  forms  or  send  claims  electronically  or  one 
of  a number  of  other  features  is  quite  important.  1 ake  the 
time  to  invest  in  your  future,  call  today. 


Flexibility  from  single  user  MS-DOS  to  multi-user  UNIX/XENIX. 

JL, 


//A 


Uuxttl 

and  all  compatibles 


SPERRY 


AT&T 


Health  America  Systems,  Inc. 

1301  E.  Route  70  Cherry  Hill,  NJ  08034  (609)-428-3269 

IBM  is  a registered  trademark  of  International  Business  Machines.  SPf.RRY  is  a registered  trademark  of  Sperry  Corp..  ALTOS  is  a regisleied  trademark  of  Altos  O.nipmrt  Systems.  AT&T  is  a registered  trademark  of  AT&T 
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ARMY 

MEDICAL  DEPARTMENT 
OPPORTUNITIES 
FOR 

FAMILY  PHYSICIANS 

The  Army  Medical  Corps  is  seeking  board  certified 
family  physicians  to  become  commissioned  officers. 
For  family  physicians  who  want  more  from  their  career 
than  a predictable  routine  and  do  not  want  to  pay  the 
high  cost  of  malpractice  insurance  or  the  hassle  of 
other  related  insurance  forms  associated  with  private 
or  group  practice,  there  are  opportunities  to  practice 
your  speciality,  as  well  as  opportunities  in  teaching.  In 
clinical  investigation  and  in  continuing  education. 

Opportunities  also  exist  to  travel  to  various  parts  of  the 
world  during  your  off  duty  time  (you  get  30  days  paid 
vacation  per  year)  as  well  as  opportunities  to  practice 
medicine  in  one  of  our  modern  hospitals  located 
throughout  the  United  States  and  overseas. 

To  meet  minimum  eligibility  requirements  you  must:  (1) 
Be  a graduate  of  an  AMA/AOA  accredited  school  of 
medicine  or  osteopathy.  (Foreign  graduates  may  apply 
if  they  have  a permanent  ECFMG  certificate  and  met 
the  other  eligibility  criteria.)  (2)  Be  a US  citizen  or  have 
a permanent  immigrant  visa.  (3)  Have  a current  un- 
restricted license  to  practice  medicine  in  the  US  terri- 
tory. All  speciality  training  must  be  approved  by  the 
AMA,  AOA,  or  ACGME. 

Salary  and  rank  depend  on  training  and  experience. 
Only  a two  year  contract  is  required  and  assignment 
is  guaranteed.  We  will  invite  selected  physicians  to  visit, 
with  no  obligation,  one  of  our  facilities  and  discuss 
Army  medicine  with  a senior  Army  Family  Physician. 
For  further  details  send  C.V.  to  CRT  John  J.  Schafer, 
AMEDD  Personnel  Counselor,  William  J.  Green  Federal 
Bldg.,  600  Arch  Street,  Rm.  10406,  Phila.,  PA 
19106-1610  or  call  (collect)  (215)  597-6871/72. 


Medical 

Banking 


A full  range 
of  business 
and  personal 
financial  services 


United  Jersey’s  Medical  Banking  Group 
was  created  to  meet  the  needs  of  today’s 
medical,  dental  and  other  health  care  pro- 
fessionals. 

Our  lending  officers  provide 
expertise  and  counseling  in  all 
financial  services,  including: 

• Initial  practice 

• Equipment  financing 

• Expansion  and  relocation 

• Insurance 

• Investment  and  trust  services 

• Personal  Banking 


For  further  information,  contact: 


Norman  V.  Buttaci,  Vice  President 

(609)  987-3561 


or 

Richard  H.  Mady,  Vice  President 

(201)  646-5859 


(Member  F D I C.) 

10  United  Jersey 

The  fast-moving  bank. 

United  Jersey  is  a $5.8  billion  financial  services  organization  with  offices  throughout  New  Jersey. 
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SPECIAL  PROJECT  • EDITORIAL 


SOME  THOUGHTS  ON 
GME  AND  RELATED  TOPICS 


As  Editor  of  NEW  JERSEY  MEDI- 
CINE and  President  of  the 
Academy  of  Medicine  of  New 
Jersey,  I am  compelled  to  make  some  personal  com- 
ments in  this  issue  devoted  to  graduate  medical  educa- 
tion. As  one  who  has  delivered  250  lectures  on  diabetes 
in  the  last  three  years  to  students,  residents,  fellows, 
and  practitioners,  I have  feelings  about  GME  and  CME. 
As  the  father  of  a third-year  medical  student  who 
aspires  to  a career  in  a surgical  specialty,  I know  some- 
thing about  the  anxiety  of  the  female  aspirant  to  cer- 
tain careers  which  are  dependent  on  the  GME  selec- 
tion process.  As  one  who  has  practiced  medicine  in 
New  Jersey  from  the  beginning  of  the  Ventnor  Foun- 
dation to  the  present,  and  whose  personal  physician 
is  a USFMG,  I have  a long  and  vivid  memory  on  the 
subject. 

To  set  aside  the  issue  of  bias,  the  July  4,  1 986,  cel- 
ebration of  the  Statue  of  Liberty  should  remind  the 
reader  that  all  of  us— except  native  Americans— came 
from  foreign  lands  or  were  descended  from  immigrants 
to  this  country. 

It  should  be  clear  to  all  that  the  designations  FMG, 
USFMG,  and  AMG  refer  to  the  citizen  status  (not  the 
place  of  birth)  and  the  location  of  the  medical  school 
from  which  the  individual  graduated.  Thus,  FMG  re- 
fers to  a foreign  national  (non-U.S.  citizen)  who  gradu- 
ated from  a foreign  medical  school.  USFMG  means  a 
U.S.  citizen  who  graduated  from  a foreign  medical 
I school.  AMGs  are  U.S.  citizens  who  studied  medicine 
in  an  American  or  Canadian  school.  FMGs  are  phy- 
sicians whose  visa  status  is  permanent  immigrant 
exchange  visitor,  or  refugee. 

The  designations  have  no  significance  once  citizen- 
ship, training,  licensure,  and  clinical  or  institutional 
practice  are  a fact.  Then,  one’s  ethics,  quality  of  care, 
knowledge,  physician-patient  relations,  and  human- 
istic characteristics  are  pre-eminent. 

As  a member  of  the  International  Diabetes  Federa- 
tion, I have  met,  been  lectured  to,  and  exchanged  ideas 
with  many  diabetologists  and  endocrinologists  from 
around  the  world.  I have  great  respect  for  their  knowl- 
edge, research,  clinical  accumen,  and  teaching  abili- 
ties. America  has  many  fine  physicians  and  medical 
educators,  but  so  do  other  nations  of  the  world. 

So,  what’s  the  problem  in  New  Jersey?  A careful 
review  of  the  articles  in  this  issue  will  shed  light  on 
the  subject.  But,  let  me  list  a few  points  concerning 
GME: 

• GME  tends  to  dictate  the  quality  and  competence 
of  physicians  in  a region. 


• GME  seems  responsible  for  specialty  maldistribu- 
tion. 

• The  national  cost  of  GME  is  about  two  billion 
dollars  a year. 

• GME  has  been  the  entiy  to  American  medicine  for 
both  FMGs  and  USFMGs. 

• FMGs  make  up  22  percent  of  the  nation’s  physi- 
cian population  and  42  percent  in  New  Jersey. 

• Board  certification  in  our  state  is  about  the  same 
as  the  United  States  as  a whole,  but  there  is  a low 
percentage  of  board  certification  among  FMGs. 

• Almost  50  percent  of  the  New  Jersey  residency 
slots  are  occupied  by  foreign-trained  physicians. 

• New  Jersey  is  able  to  provide  most  of  the  GME 
activities  for  residency  and  clinical  fellowship  training 
within  the  state. 

• USFMGs  attend  medical  schools  mainly  in  Mexico 
and  the  Caribbean. 

• FMGs  attend  schools  mainly  in  Southeast  Asia 
and  the  Far  East. 

• New  Jersey  ranks  first  in  the  nation  in  the  per- 
centage of  FMGs  in  its  GME  programs. 

• Of  the  USFMGs,  81  percent  are  American  bom. 

• Of  the  FMGs  in  New  Jersey,  91  percent  are  per- 
manent immigrants,  7 percent  are  exchange  visitors, 
and  2 percent  are  refugees. 

Obviously,  New  Jersey  has  some  problems  with  GME. 
Solutions  are  being  developed,  but  a complex  issue 
such  as  this  takes  gargantuan  efforts  to  understand 
and  deal  with.  Neither  the  authors  of  these  papers  nor 
UMDNJ  nor  the  Medical  Society  of  New  Jersey  believes 
that  refusing  graduates  of  foreign  medical  schools  per- 
mission to  practice  in  our  state  is  the  answer.  Evalu- 
ation of  the  quality  of  overseas  medical  schools  has 
been  a subject  of  national  concern  to  the  American 
public  since  the  Doonesbury  series  by  Gary  Trudeau 
was  published.  Cost  control  at  the  national  level  has 
had  an  effect.  Quality  control,  board  examinations,  and 
relicensure  examinations  will  have  a bearing.  The 
fierce  competition  for  patients  between  private  physi- 
cians, HMOs,  IPAs,  hospital-based  clinics  and  practi- 
tioners, and  free-standing  walk-in  clinics  has  begun  to 
irritate  some  nerve  endings. 

Superb,  good,  and  not-so-good  medicine  is  practiced 
in  New  Jersey  by  AMGs,  USFMGs,  and  FMGs.  The 
group  evaluation  is  discussed  to  some  extent  in  this 
issue.  Individual  evaluation  is  a matter  between  the 
physician  and  patient,  the  licensing  authorities,  hospi- 
tal credentials  committees,  and  other  authorities.  How- 
ever, physicians  are  special  people  and  each  of  us  must 
do  our  own  evaluation  as  well. 
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SPECIAL  PROJECT 


ANALYSIS  OF 

GRADUATE 

MEDICAL 

EDUCATION 

COSTS 

IN  NEW  JERSEY  FOR  1984 


The  growth  and  cost  of  graduate 
medical  education  (GME)  has 
been  of  increasing  concern  to 
the  New  Jersey  State  Department  of  Health  (DOH). 
Between  1980  and  1985,  the  number  of  residents  in- 
creased from  1,972  to  2,603 — a 32  percent  increase.1 
The  cost  of  resident  salaries  as  listed  in  the  Share 
Reports  increased  from  $34,396  million  in  1980  to 
$60,741  million  in  1984,  an  increase  of  76.6  percent 
or  $26,346  million.  These  increases  occurred  without 
any  justification  based  on  the  need  for  more  physi- 
cians or  a need  to  increase  the  number  of  residents 
engaged  in  primary  care  specialties.  It  appeared  as 
though  the  only  criterion  needed  for  residency  ex- 
pansion and  reimbursement  of  costs  was  accreditation 
by  either  the  Accrediting  Council  for  Graduate  Medical 
Education  (ACGME)  or  the  American  Osteopathic  As- 
sociation (AOA).  There  was  no  control  of  the  growth 
of  GME  and  its  associated  costs. 

Data  are  available  on  the  number  and  types  of  resi- 
dency programs  and  the  number  of  residents  engaged 
in  these  programs,  but  little  is  known  about  the  actual 
costs  of  GME  in  New  Jersey,  the  reliability  of  the  GME 
costs  as  reported,  or  the  degree  of  agreement  on  what 
are  considered  GME  costs.  Determination  of  GME 
costs  requires  the  definition,  classification,  and  quan- 
tification of  the  various  elements  of  GME  costs  plus 


the  reliability  and  acceptability  of  each  of  these  costs 
as  recorded  in  the  reports  filed  by  each  hospital  with 
the  DOH.  Hospital  finance  officers  and  DOH  personnel 
were  in  agreement  that  the  best  source  document 
available  for  the  type  of  information  sought  was  the 
Share  Report  which  all  hospitals  file  annually,  except 
for  the  institutions  owned  and  operated  by  the  state. 
Late  in  1981,  the  analysis  was  undertaken  and  re- 
peated subsequently  for  1982  and  1984. 

Although  many  institutions  do  not  report  or  record 
GME  costs  as  defined  below,  all  are  in  agreement  with 
the  following  definitions  and  categorizations  of  costs: 

1.  Personnel  Costs—  Residents,  faculty,  and  non- 
professional  support  staff  stipends,  fringe  benefits, 
and  malpractice  insurance. 

2.  Direct  and  Indirect  Costs — Supplies,  food,  hous- 
ing, space,  equipment,  recruitment,  library,  audiovis- 
ual, laundry,  and  others. 

3.  Ancillary  Services  Associated  with  the  Teaching 
Functions— Costs  due  to  overutilization  of  the  institu- 
tion’s diagnostic  and  therapeutic  services  by  residents 
in  pursuit  of  their  educational  objective. 

These  definitions  compare  and  measure  the  re- 
liability and  acceptability  of  costs  in  the  Share  Report. 


*Dr.  Angelides  is  Associate  Dean.  Administration  and  Plan- 
ning, UMDNJ- Robert  Wood  Johnson  Medical  School.  Camden. 
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METHODOLOGY 

The  1984  Share  Reports  for  the  19  major  teaching, 
13  minor  teaching,  58  nonteaehing,  and  13  unclassi- 
fied hospitals  were  reviewed.  Attention  was  focused  on 
the  20  cost  centers  which  contain  physician  costs  re- 
ported in  hours  and  salaries.  Of  the  20,  only  3 are 
applicable  for  determining  GME  costs.  The  3 costs  are: 

• Residents  (RSD):  This  cost  center  includes  the 
number  and  salary  costs  of  full-time  equivalent  em- 
ployee (FTE)  residents  exclusive  of  fringe  benefits  and 
malpractice  costs.  Support  personnel  and  other  ex- 
penses are  included  but  are  of  little  value  in  determin- 
ing total  cost.  Support  personnel  were  recorded  in  only 
4 of  the  10  major  teaching  hospitals  and  4 of  the  13 
minor  teaching  hospitals.  Other  expenses  are  recorded 
in  12  of  the  19  teaching  hospitals  and  10  of  the  minor 
teaching  hospitals.  It  is  obvious  that  support  person- 
nel costs  and  other  expenses  associated  with  the  resi- 
dents are  being  reported  elsewhere  since  hospital  pro- 
grams with  over  100  residents  cannot  be  conducted 
without  incurring  these  costs. 

• Physician  Coverage  (PHY):  This  is  a catchall  cost 
center  for  physicians  not  listed  in  one  of  the  other  17 
cost  centers  which  contain  physician  costs.  It  also  is 
the  cost  center  used  principally  by  hospitals  for  report- 
ing faculty  costs.  Since  it  is  not  possible  to  separate 


faculty  from  nonfaculty,  physician  numbers  and  costs  ( 
in  a department  with  residents  plus  any  director(s)  of 
medical  education  are  considered  faculty  costs.  Phy- 
sician costs  in  departments  without  any  residents  are 
considered  nonfaeulty  since  there  cannot  be  any  sig- 
nificant GME  in  a department  without  residents. 

• Education  and  Research  (EDR):  This  cost  center 
is  for  reporting  expenses  for  a variety  of  educational 
activities  in  addition  to  GME  such  as  continuing  medi- 
cal education  and  allied  health  professions  educational 
programs.  Although  most  GME  faculty  costs  should  be 
reported  in  this  center,  1 1 of  the  19  major  teaching 
hospitals  reported  no  EDR  expenses. 

LIMITATIONS  IN  CALCULATING  COSTS 

_____ _ ^ ^ . __ __ — __ __ ___ __ _ __ _ a 

Whether  it  is  due  to  inadequate  directions  by  DOH, 11 
or  poor  hospital  practice,  there  is  total  lack  of  uniform- 
ity in  reporting  costs  by  the  hospitals.  Faculty  costs  are  - 
not  separated  from  nonfaeulty  costs.  Some  are  re-  f 
ported  in  the  physician  coverage  cost  center,  some  in 
education  and  research  and  some  in  both.  It  is  impos-  t 
sible  to  separate  GME  support  personnel  and  other 
expense  costs  from  non-GME  costs.  i 

The  reader  should  be  cognizant  of  the  limitations  of  ( 
the  data  in  determining  actual  GME  costs.  The  only  t 
actual  cost  item  is  residents’  salary  costs.  Faculty  i 
salaries  are  estimated  and  limited  to  departments  with 


TABLE 


Residents— Number  and  Cost 
by  Hospital  Categories 


7N 


Hospitals 

(No.) 

FTEs 

% 

$/000 

% 

Major  Teaching 

(19) 

1977.8 

78 

47889 

79 

Minor  Teaching 

(13) 

385.1 

15 

8465 

14 

Nonteaching 

(58) 

150.9 

6 

4001 

6 

Unclassified 

(13) 

13.2 

1 

386 

1 

2527.0 

100 

60741 

100 

TABLE  2 

Faculty— Number  and  Cost  by  Physician  Coverage  and  Education 
and  Research  Cost  Centers  by  Hospital  Categories 


Hospitals 


Physician  Coverage 
FTEs  $/000 


Education  and  Research 
FTEs  $/000 


Total  Faculty 
FTEs  $/000 


Major  Teaching 

291.30 

18695 

116.70 

7087 

408.00 

25782 

Minor  Teaching 

47.50 

2938 

46.52 

3203 

94.02 

6141 

Nonteaching 

10.72 

871 

— 

— 

10.72 

871 

Unclassified 

— 

— 

— 

— 

— 

— 

Totals 

349.52 

22504 

163.22 

10290 

512.74 

32794 
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TABLE  3 

Summary  of  GME  Costs 


$/0Q0 

Residents  salaries  60,741 

Faculty  salaries  for  GME 

(30%  of  32,794)  9,838 

Fringe  benefits  (15%  of  salaries)  10,587 

Malpractice  (16%  of  salaries)  1*1,293 

Resident  support  personnel 

and  expenses  1,591 

94,050 


residents  and/or  directors  of  medical  education. 
Fringe  benefits  and  malpractice  insurance  for  resi- 
dents and  faculty  are  estimated  at  15  percent  of  salary 
costs  for  fringe  benefits  and  16  percent  for  malprac- 
tice.2 Omitted  are  all  direct  and  indirect  expenses,  ex- 
cept for  the  small  amounts  recorded  in  the  residents’ 
cost  center,  and  the  ancillaiy  services.  Ancillary  ser- 
vices are  due  to  a combination  of  many  noneduca- 
tional  factors.  And  the  cost  is  significant  since  major 
teaching  hospitals  receive  about  a 15  percent  higher 
reimbursement. 

CALCULATION  OF  COSTS 

Keeping  in  mind  what  each  of  the  costs  listed  below 
represents,  the  total  resident  salary  cost  for  1984  is 
$60,741  million  for  2,527  full-time  employees  (FTEs) 
(Table  1).  The  19  major  teaching  hospitals  had  78 
percent  of  the  residents  and  79  percent  of  the  expense. 
The  32  major  and  minor  teaching  hospitals  report  1 4.3 
support  personnel  at  a cost  of  $515,000,  and  $1,591 
million  for  other  expenses.  The  actual  residence  sup- 
port personnel  and  other  expenses  are  significantly 
greater,  but  are  being  reported  in  other  cost  centers 
and  are  impossible  to  identify  and  separate. 

Faculty  costs  are  derived  from  two  cost  centers,  PHY 
and  EDR  The  total  number  of  faculty  is  512.74  FTEs 
(349.52  from  PHY  and  163.22  from  EDR)  at  a salary 
cost  of  $32,794  million  ($22,504  million  from  PHY  and 
$10,290  from  EDR)  (Table  2).  As  mentioned  previously, 
the  numbers  include  only  the  individuals  associated 
with  residency  programs  and  any  director  of  medical 
education  expenses.  Costs  other  than  physician 
salaiy/fee  costs  are  not  included  since  there  are  very 
great  variations  in  the  number  of  support  personnel 
and  it  is  not  possible  to  separate  from  support  person- 
nel dedicated  to  nonresidency  departments  and  other 
educational  commitments  such  as  allied  health  pro- 
fessions programs  and  continuing  medical  education. 

SUMMARY  OF  GME  COSTS 

Table  3 summarizes  GME  costs  subject  to  the  limi- 
tations and  omissions  of  many  of  the  GME  costs  men- 
tioned previously.  Faculty  GME  effort  is  calculated  on 
an  average  of  30  percent  which  is  a generous  appor- 
tionment. The  total  GME  costs  in  Table  3 are  quite  low 
when  compared  with  the  GME  costs  as  defined  pre- 
viously. One  can  safely  state  that  GME  costs  in  New 
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Jersey  are  in  excess  of  $100  million.  When  available, 
analysis  of  the  1985  Share  Reports  (which  contain  a 
separate  GME  cost  center  report)  should  give  us  a 
figure  closer  to  the  actual  cost. 

The  average  cost  of  a resident  is  at  least  $40,000.  It 
is  interesting  to  speculate  about  the  effect  of  a signifi- 
cant resident  cutback  of  about  1,000  positions  as  some 
are  advocating.  How  would  hospitals  manage  without 
residents?  The  answer  is  rhetorical:  They  would  do 
what  the  54  hospitals  without  residents  do,  hire  house 
physicians.  House  physicians  in  these  54  hospitals 
perform  tasks  similar  to  those  residents  perform.  In 
fact,  6 major  and  9 minor  teaching  hospitals  have 
house  physicians  to  perform  services  similar  to  those 
of  the  residents  in  departments  without  residents 
(Table  4).  There  are  360.63  FTEs  house  physicians  in 
68  hospitals  at  a cost  of  $20,958  million  which  approx- 
imates the  same  number  and  costs  as  faculty  in  the 
physician  coverage  cost  center.  Knowledge  concerning 
the  use  and  cost  of  house  physicians  will  be  important 
in  calculating  the  effects  of  a reduction  in  the  number 
of  residents. 

DISCUSSION 

There  is  a great  deal  of  confusion  in  analyzing  costs 
and  deriving  actual  costs.  There  is  lack  of  uniformity 
in  reporting  and  allocating  GME  costs  to  the  proper 
cost  center.  Complicating  the  problem  is  the  confusion 
between  providers  and  intermediaries  as  to  what  are 
considered  GME  costs  by  the  intermediary  and  not 
considered  GME  costs  by  the  provider.  It  is  not  pos- 
sible to  assess  accurately  the  actual  cost  of  GME.  Reso- 
lution of  the  problem  requires  a separate  GME  cost 
center  with  specific  instructions  as  to  what  are  con- 
sidered GME  costs.  Perhaps  the  answer  will  be  forth- 
coming in  the  1985  Share  Report  which  has  been 
amended  to  include  a separate  GME  cost  center  with 
definitions  of  GME  costs. 
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TABLE  4 


House  Physicians— Number 
and  Cost  by  Hospital 
Categories 


Hospitals 

FTEs 

$/000 

Major  Teaching 

(6) 

33.90 

1579 

Minor  Teaching 

(9) 

41.63 

3805 

Nonteaching 

(48) 

249.85 

12956 

Unclassified 

(5) 

35.25 

2618 

Totals 

68 

360.63 

20958 
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AIDS  is  a complex  disease,  assaulting  the  psyche  as  well  as  the 
body.  The  Spellman  Center  for  the  Treatment  of  Persons  With 
AIDS  treats  both.  A comprehensive  medical  facility,  Spellman  is 
devoted  to  the  care  of  those  suffering  from  Acquired  Immune 
Deficiency  Syndrome. 

Respect  for  individual  dignity  guides  the  Spellman  program. 
Staffed  by  trained  personnel  dedicated  to  working  with 
AIDS  patients,  the  Center  includes  family  and  friends  in  the 
management  of  the  patient’s  health  crisis.  Spellman  also 
operates  a 24-hour  information  hotline  at  1-800-433-AIDS. 


The  Spellman  Center 

for  the  Treatment  of  Persons  With  All 

St.  Clare’s  Hospital  and  Health  Center 


415  W 51st  St 
New  York,  NY  10019 

An  Affiliate  of  New  York  Medical  College 


For  criteria  on  admission  and  referrals,  please  contact  the 
Medical  Director,  at  1-212-307-0735.  Spellman  is  a division  of 
St.  Clare’s  Hospital  and  Health  Center,  designated  the  first 
AIDS  treatment  center  by  New  York  State. 
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THE  1985  NEW  JERSEY 

PHYSICIAN 

MANPOWER  SUPPLY 


The  UMDNJ  Medical  Manpower 
Study1  was  undertaken  to 
assess  future  enrollment  direc- 
tions necessary  to  meet  New  Jersey’s  medical  man- 
power needs.  Data  were  collected  from  numerous 
sources  to  establish  a baseline  on  current  New  Jersey 
physicians  and  to  determine  the  existing  number  of 
physicians  in  practice.  This  paper  deals  with  the  demo- 
graphic characteristics  of  the  existing  physician  man- 
power pool. 

The  issue  of  “who  is  actively  practicing”  in  New  Jer- 
sey still  is  moot.  In  May  1985,  the  New  Jersey  Cen- 
tralized Licensing  Office  issued  25,271  physician 
licenses:  23,374  to  allopaths  and  1,897  to  osteopaths.2 
Of  this  total,  only  17,046  licenses  were  mailed  to  ad- 
dresses within  the  state  of  New  Jersey:  15,863  to  al- 
lopaths and  1,183  to  osteopaths.  Yet,  the  AMA  reports 
17,608  physicians  in  New  Jersey,  which  number  does 
not  include  the  majority  of  the  osteopaths.  The  Ameri- 
can Osteopathic  Association  (AOA)  reported  1,887  os- 
teopaths in  New  Jersey.5  There  are  obvious  in- 
consistencies among  these  three  sources  about  the 
number  of  1 985  New  Jersey  physicians.  A number  of 
sequential  studies  were  undertaken  to  isolate  the 
number  of  “actively  practicing”  physicians  from  those 
who  are  either  practicing  in  another  state  or  are  inac- 
tive. The  UMDNJ  Medical  Manpower  Study  mean  esti- 
mate was  that  there  were  16,513  “actively  practicing” 
physicians:  15,076  allopaths  and  1,437  osteopaths. 
The  New  Jersey  physician’s  manpower  pool  was  esti- 
mated to  be  17,327  physicians  with  a high  estimate 
of  17,608  and  a low  estimate  of  17,046.  These  esti- 
mates exclude  out-of-state  licensees  and  reported  inac- 
tive physicians. 

DEMOGRAPHIC  CHARACTERISTICS 

The  American  Medical  Association  physician’s  mas- 
terfile  is  the  only  reliable  source  of  demographic  data 
available  on  New  Jersey  physicians.34  Their  estimate  of 


the  New  Jersey  physician  pool  is  17,608,  of  which 
15,076  physicians  (M.D.)  are  reported  to  be  “actively 
practicing."  The  UMDNJ  Medical  Manpower  followup 
studies  verified  that  the  demographic  trends  reported 
within  the  AMA  masterfile  also  were  present  among 
the  osteopaths. 

AGE  AND  SEX  DISTRIBUTION 

Table  1 presents  the  comparative  distribution  by  age 
and  sex  between  the  AMA  1984  national  data,  and  the 
New  Jersey  AMA  1985  data  The  first  significant  trend 
is  that  New  Jersey  has  less  physicians  under  35  years 
of  age,  but  it  has  approximately  4.9  percent  more  phy- 
sicians between  the  ages  of  35  and  54.  New  Jersey  also 
has  approximately  3.8  percent  more  female  physicians 
than  the  national  distribution.  Overall,  New  Jersey  has 
a relatively  young  physician  population  which  will  re- 
duce the  number  of  replacements  required  due  to 
death  or  retirement  for  many  years. 

AGE  AND  SEX  DISTRIBUTION  BY  FMGs 

Nationally,  foreign  medical  graduates  (FMGs)  are 
about  22  percent  of  the  nation’s  physician  population. 
In  New  Jersey,  the  percentage  of  FMGs  was  42  percent, 
making  the  New  Jersey  FMG  population  approximately 
91  percent  greater  than  the  national  distribution. 
Table  2 presents  the  New  Jersey  FMG  distribution 
data  The  New  Jersey  FMG  age  and  sex  distribution 
also  seems  to  follow  the  national  pattern. 

MEDICAL  SPECIALTIES  DISTRIBUTION  BY  SEX 

Table  3 presents  the  basic  total  specialty  distribu- 
tion, both  national  and  New  Jersey.  There  is  a different 
proportional  distribution  of  New  Jersey  physicians 
among  the  medical  specialties  when  compared  with 
the  national  distribution.  The  number  of  New  Jersey 

*Dr.  Fagan  is  Director,  Institutional  Research.  UMDNJ,  Plan 
ning  Department  Central  Administration,  Newark. 
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physicians  in  the  four  primaiy  care  areas  was  higher 
than  the  national  distribution.  New  Jersey  had  a total 
of  44  percent  of  its  physicians  in  primaiy  care  special- 
ties (family  or  general  practice,  internal  medicine,  ob- 
stetrics/gynecology, and  pediatrics)  versus  40  percent 
nationally.  Furthermore,  when  we  compared  this  New 
Jersey  specialty  distribution  with  the  1985  forecasts 
of  the  Graduate  Medical  Education  National  Advisory 
Committee  (GMENAC)  projections,  it  again  was  found 
not  to  follow  the  national  projection.  Again,  there  were 
some  significant  differences  between  the  New  Jersey 


PROJECT 


and  national  distributions.  For  New  Jersey  female 
physicians,  the  variances  occurred  in  three  majoi 
areas:  anesthesiology,  internal  medicine,  and  pedi-  « 
atrics,  while  the  New  Jersey  male  physicians  had  vari- 
ances in  general  practice,  internal  medicine,  surgery, 
and  obstetrics/ gynecology. 

BOARD  CERTIFICATION 

The  UMDNJ  Medical  Manpower  Study  (1986] 
showed  board  certification  between  national  total, 
total  New  Jersey  physicians,  and  total  New  Jersey 

« 


AGE  AMD  SEX  DISTRIBUTION 

TABLE  1 ' 

-i 

Total 

Male 

Female 

Number 

Percent 

Number 

Percent 

Number 

Percent 

National 

519,546 

100 

449,958 

86.61 

69,588 

13.39 

Total  NJ 

17,608 

100 

14,567 

82.73 

3,041 

17.27  ; 

Differential 

-3.88 

3.88 

National 

Under  35 

138,574 

26.67 

108,246 

24.06 

30,328 

43.58 

New  Jersey 

3,383 

19.21 

2,558 

17.56 

825 

27.13 

Differential 

-7.46 

-6.50 

-16.45 

National 

(35-44) 

140,155 

26.98 

120,148 

26.70 

20,007 

28.75 

New  Jersey 

5,208 

29.58 

4,041 

27.74 

1,167 

38.38 

Differential 

2.60 

1.04 

9.62 

National 

(45-54) 

94,784 

18.24 

86,500 

19.22 

8,284 

11.90 

New  Jersey 

3,618 

20.55 

3,046 

20.19 

572 

18.81 

Differential 

2.30 

1.69 

6.91 

National 

(55-64) 

74,693 

14.38 

69,009 

15.34 

5,684 

8.17 

New  Jersey 

2,770 

15.73 

2,478 

17.01 

293 

9.63 

Differential 

1.35 

1.67 

1.47 

National 

(65  & Over) 

71,340 

13.73 

66,055 

14.68 

5,285 

7.59 

New  Jersey 

2,629 

14.93 

2,444 

16.78 

185 

6.08 

Differential 

1.20 

2.10 

-1.51 

X 


AGE  AND  SEX  DISTRIBUTION  BY  FMG 

* TABLE  2 

\ 

National 

New  Jersey 

National 

FMG  Total 

Percent 

FMG  Total 

Percent 

FMG  Male 

Percent 

Total 

112,005 

22 

7,420 

42 

89,801 

80.18 

Under  35 

20,074 

17.92 

1,376 

18.54 

15,087 

16.80 

35-44 

42,377 

37.83 

2,709 

36.51 

32,581 

36.28 

■ 

45-54 

26,799 

23.93 

1,788 

24.10 

22,436 

24.98 

55-64 

14,073 

12.56 

1,005 

13.54 

12,173 

13.56 

65  and  over 

8,683 

7.75 

542 

7.30 

7,524 

8.38 

NJ  FMG 

National  FMG 

NJ  FMG 

Male  Total 

Percent 

Female  Total 

Percent 

Female  Total 

Percent 

Total 

5,619 

75.73 

22,204 

19.82 

1,801 

24.27 

Under  35 

1,051 

18.70 

4,987 

22.46 

325 

18.05 

35-44 

1,891 

33.65 

9,796 

44.12 

818 

45.42 

45-54 

1,344 

23.92 

4,363 

19.65 

444 

24.65 

55-64 

854 

15.02 

1,899 

8.55 

151 

8.38 

65  and  over 

479 

8.52 

1,159 

5.22 

63 

3.50 

‘From  UMDNJ  Medical  Manpower  Study  (1986) 
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FMGs.  Although  the  total  percentage  of  board  certified 
individuals  is  about  the  same  as  the  national  per- 
centage, there  is  a lower  percentage  of  board  certifica- 
tion among  the  FMGs. 

DISCUSSION 


ments  per  year  until  the  year  2000  depending  upon 
the  influx  of  residents  per  year.  UMDNJ  with  its  annual 
graduation  rate  of  approximately  350  or  1.9  percent  of 
pool  will  not  significantly  change  the  characteristics 
of  this  manpower  pool  within  the  near  future. 


The  1985  New  Jersey  Physician  Manpower  Pool 
clearly  has  some  distributional  variances  with  the 
AMA  national  data  concerning  age,  sex,  FMGs,  special- 
ization, and  board  certification.  The  majority  of  these 
physicians  should  be  practicing  until  the  turn  of  the 
century  which  will  significantly  affect  the  practice  of 
medicine  for  at  least  15  years  in  New  Jersey. 

As  a consequence,  the  current  distribution  with  its 
orientation  toward  primaiy  care  and  its  atypical  board 
certification  pattern  will  be  the  keystone  of  New  Jer- 
sey’s future  medical  development.  To  remain  constant, 
this  group  will  need  between  350  and  380  replace- 
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COMPARISON  BY  SPECIALTY 

* 

TABLE  3 

Specialty 

National 

Total 

Percent 

New  Jersey 
Total 

Percent 

Aerospace  Medicine 

695 

0.13 

5 

0.03 

Allergy 

1551 

0.30 

61 

0.35 

Anesthesiology 

20003 

3.85 

842 

4.78 

Cardiovascular  Disease 

12298 

2.37 

570 

3.24 

Child  Psychiatry 

3606 

0.69 

119 

0.68 

Colon/Rectal  Surgery 

793 

0.15 

50 

0.28 

Dermatology 

6315 

1.22 

223 

1.27 

Diagnostic  Radiology 

11345 

2.18 

328 

1.86 

Family  Medicine 

35952 

6.92 

NA 

0.00 

Forensic  Pathology 

291 

0.06 

10 

0.06 

Gastroenterology 

5398 

1.04 

232 

1.32 

General  Practice 

28202 

5.43 

1726 

9.80 

General  Preventive  Medicine 

871 

0.17 

25 

0.14 

General  Surgery 

36323 

6.99 

1368 

7.77 

Internal  Medicine 

82462 

15.87 

3451 

19.60 

Neurology 

7140 

1.37 

232 

1.32 

Neurological  Surgery 

3873 

0.75 

98 

0.56 

Obstetrics/Gynecology 

29306 

5.64 

1184 

6.72 

Occupational  Medicine 

2648 

0.51 

170 

0.97 

Ophthalmology 

14294 

2.75 

551 

3.13 

Orthopedic  Surgery 

16193 

3.12 

579 

3.29 

Otorhinolaryngology 

7051 

1.36 

237 

1.35 

Pathology 

14940 

2.88 

503 

2.86 

Pediatrics 

32831 

6.32 

1561 

8.87 

Pediatric  Allergy 

399 

0.08 

23 

0.13 

Pediatric  Cardiology 

759 

0.15 

16 

0.09 

Physical  Medicine/Rehabilitation 

2902 

0.56 

152 

0.86 

Plastic  Surgery 

3701 

0.71 

139 

0.79 

Psychiatry 

30763 

5.92 

1084 

6.16 

Public  Health 

2112 

0.41 

213 

1.21 

Pulmonary  Diseases 

4696 

0.90 

182 

1.03 

Radiology 

10403 

2.00 

347 

1.97 

Therapeutic  Radiology 

2054 

0.40 

61 

0.35 

Thoracic  Surgery 

2169 

0.42 

79 

0.45 

Urology 

8529 

1.64 

329 

1.87 

Other  Specialty 

16158 

3.11 

626 

3.56 

Unspecified 

7771 

1.50 

232 

1.32 

Not  Classified 

12643 

2.43 

NA 

0.00 

Inactive 

36911 

7.10 

NA 

0.00 

Address  Unknown 

3195 

0.61 

NA 

0.00 

*From  UMDNJ  Medical  Manpower  Study  NA  = Not  available 
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COMPARISON  BY  BOARD  CERTIFICATION  (BC): 
NATIONAL  AND  NEW  JERSEY  BETWEEN  1983  AMA 
NATIONAL  PHYSICIAN’S  MASTERFILE  AND  1985  NEW 
JERSEY  AMA  PHYSICIAN’S  MASTERFILE 


TABLE  4 


Specialty 

National 

Number 

N.J. 

Practicing 
Percent  Physicians 

Percent 

BC 

NJFMG 

Number 

Percent 

BC 

NJAMG 

Number 

Percent 

Total  Physicians 

519,546  NA 

17,608  NA 

2,493  NA 

6,364  NA 

Aerospace  Medicine 

318 

0.06 

0 

0.00 

0 

0.00 

0 

0.00 

Allergy 

567 

0.11 

78 

0.44 

13 

0.18 

65 

1.02 

Anesthesiology 

9,106 

1.74 

321 

1.82 

110 

1.48 

210 

3.30 

Cardiovascular  Disease 

9,194 

1.77 

0 

0.00 

0 

0.00 

0 

0.00 

Child  Psychiatry 

2,173 

0.42  FI 

0.00 

0 

0.00 

0 

0.00 

Colon/Rectal  Surgery 

612 

0.12 

23 

0.13 

6 

0.08 

17 

0.27 

Dermatology 

4,620 

0.89 

187 

1.06 

16 

0.22 

171 

2.69 

Diagnostic  Radiology 

7,587 

1.46  F2 

0.00 

0 

0.00 

0 

0.00 

Emergency  Medicine 

3,421 

0.66 

46 

0.26 

11 

0.15 

35 

0.55 

Family  Practice 

20,441 

3.93 

530 

3.01 

157 

2.12 

373 

5.86 

Forensic  Pathology 

224 

0.04 

0 

0.00 

0 

0.00 

0 

0.00 

Gastroenterology 

4,154 

0.80 

0 

0.00 

0 

0.00 

0 

0.00 

General  Practice 

3,730 

0.72 

0 

0.00 

0 

0.00 

0 

0.00 

General  Preventive  Medicine 

459 

0.09 

0 

0.00 

0 

0.00 

0 

0.00 

General  Surgery 

19,408 

3.74 

822 

4.67 

270 

3.64 

552 

8.67 

Internal  Medicine 

39,487 

7.60 

2,094 

11.89 

507 

6.83 

1,587 

24.94 

Neurology 

4,370 

0.84  F3 

0.00  F3 

0.00 

0 

0.00 

Neurological  Surgery 

2,361 

0.45  F3 

0.00  F3 

0.00 

0 

0.00 

Nuclear  Medicine 

1,093 

0.21  F2 

0.00  F2 

0.00 

0 

0.00 

Obstetrics/Gynecology 

11,230 

2.16 

684 

3.88 

202 

2.72 

482 

7.57 

Occupational  Medicine 

1,017 

0.20 

0 

0.00 

0 

0.00 

0 

0.00 

Ophthalmology 

10,353 

1.99 

377 

2.14 

49 

0.66 

328 

5.15 

Orthopedic  Surgery 

10,674 

2.05 

356 

2.02 

71 

0.96 

285 

4.48 

Otorhinolaryngology 

4,905 

0.94 

192 

1.09 

43 

0.58 

149 

2.34 

Pathology 

10,853 

2.09 

383 

2.18 

203 

2.74 

180 

2.83 

Pediatrics 

18,066 

3.48 

828 

4.70 

300 

4.04 

528 

8.30 

Pediatric  Allergy 

337 

0.06 

0 

0.00 

0 

0.00 

0 

0.00 

Pediatric  Cardiology 

629 

0.12 

0 

0.00 

0 

0.00 

0 

0.00 

Physical  Medicine/Rehabilitation 

1,548 

0.30 

92 

0.52 

58 

0.78 

34 

0.53 

Plastic  Surgery 

2,690 

0.52 

77 

0.44 

20 

0.27 

57 

0.90 

Psychiatry 

14,941 

2.88 

723 

4.11 

228 

3.07 

495 

7.78 

Public  Health 

1,055 

0.20 

0 

0.00 

0 

0.00 

0 

0.00 

Pulmonary  Diseases 

3,515 

0.68 

0 

0.00 

0 

0.00 

0 

0.00 

Radiology 

3,916 

0.75 

521 

2.96 

147 

1.98 

374 

5.88 

Therapeutic  Radiology 

1,530 

0.29  F2 

0.00 

0 

0.00 

0 

0.00 

Thoracic  Surgery 

1,834 

0.35 

101 

0.57 

38 

0.51 

63 

0.99 

Urology 

6,042 

1.16 

228 

1.29 

44 

0.59 

184 

2.89 

Other  Specialty 

2,524 

0.49  NA 

0.00 

NA 

0.00  NA 

195 

3.06 

Unspecified 

492 

0.09  NA 

0.00 

NA 

0.00  NA 

0.00 

Not  Classified 

5,291 

1.02  NA 

0.00 

NA 

0.00  NA 

0.00 

Inactive 

13,574 

2.61  NA 

0.00 

NA 

0.00  NA 

0.00 

Address  Unknown 

300 

0.06  NA 

0.00 

NA 

0.00  NA 

0.00 

Subtotal 

260,551 

50.15 

8,663 

49.20 

2,493 

33.60 

6,364 

62.47 

NA  = Not  available  or  not  applicable 

FI  = Child  psychiatry  was  not  reported  in  master  file  data  provided. 


F2=  Radiology  was  not  broken  down  into  its  subgroups  on  master  file  provided. 

F3=  Neurology  and  psychiatry  were  grouped  in  board  certified  data  element  as  a consequence  they  could  not  be  separated. 
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“RFB  was  indispensable  to  me  in 
law  school  and  it's  indispensable  to 
me  now  in  the  practice  of  law." 

DAVID  NIES,  Attorney 


'reams  of  a successful  career  and  an  independent  future  have  become  reality 
for  thousands  of  blind  or  print-handicapped  persons  with  the  help  of  Recording 
for  the  Blind. 

Since  1948  Recording  for  the  Blind  has  provided  more  than  one  million 
recorded  educational  books  to  over  100,000  individuals.  Not  only  to  students, 
but  also  to  business  and  professional  people  such  as  attorney  David  Nies.  All 
free  of  charge. 

But  each  year  more  students  and  professionals  need  recorded  books.  And 
they  need  increasingly  technical  and  specialized  texts.  By  joining  RFB's  corps  of 
recording  studio  volunteers  or  giving  a tax-deductible  donation,  you  can  help 
more  dreams  become  reality. 

To  find  out  more  about  this  service  and  how  you  can  help,  write: 

Recording  for  the  Blind 

20  Roszel  Road  wm 

Princeton,  New  Jersey  08540  „ - __  . 

Ill  Recording  for  the  Blind 
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RESULTS 

OF  THE  1984  TO  1985 

SURVEY 


OF  GRADUATE 


MEDICAL 

EDUCATION  PROGRAMS 


The  Advisory  Graduate  Medical 
Education  Council  of  New  Jer- 
sey (AGMEC)  conducts  an  an- 
nual survey  of  graduate  medical  education  (GME)  pro- 
grams in  New  Jersey.  Information  collected  through 
the  survey  describes  the  GME  programs  in  each  spon- 
soring institution  and  provides  a complete  census  of 
trainees  involved  in  residencies  and  fellowships.  This 
article  summarizes  the  information  gathered  from  all 
New  Jersey  GME  programs  in  terms  of  the  institutions 
involved,  the  distribution  of  trainees  among  special- 
ties, the  characteristics  of  trainees,  and  changes  in  the 
configuration  of  New  Jersey’s  programs. 


SURVEY  METHOD 

We  conducted  the  1984  to  1985  survey  in  the  spring 
of  1985  by  visiting  every  New  Jersey  hospital  or  institu- 
tion serving  as  the  sponsor  of  a residency  or  fellowship 
training  program.  Because  the  survey  format  was  more 
detailed  than  in  previous  years,  requiring  identifi- 
cation of  each  resident  by  name,  the  information  was 
gathered  during  an  interview  to  attain  completeness, 
accuracy,  and  a 100  percent  response  rate.  The  data 
also  identified  the  programs  and  trainees,  and  af- 
filiated teaching  institutions,  undergraduate  medical 
education,  and  location  of  medical  school  training. 


INSTITUTIONS  INVOLVED  IN  GRADUATE 
MEDICAL  EDUCATION 

Of  the  41  institutions  that  sponsored  GME  pro- 
grams in  New  Jersey  during  1984  to  1985,  38  were 
hospitals.  An  additional  9 hospitals  and  6 other  in- 
stitutions in  New  Jersey  were  involved  in  GME  either 
as  affiliates  of  other  programs  or  as  sites  for  special 
rotations  for  residents.  Three  osteopathic  hospitals 
provided  draining  for  graduates  of  schools  of  osteo- 
pathic medicine.  Nonhospital  GME  sponsors  were  the 
New  Jersey  State  Department  of  Health,  UMDNJ-Rob- 
ert  Wood  Johnson  Medical  School,  and  UMDNJ-In- 
stitute  of  Mental  Health  Sciences. 

Because  New  York  and  Pennsylvania  also  have  major 
academic  medical  centers,  residents  flow  among  teach- 
ing institutions  in  all  three  states.  Sixty-five  full-time 
equivalent  trainees  from  out-of-state  programs  trained 
in  New  Jersey  hospitals,  while  only  nine  New  Jersey 
residents  rotated  through  hospitals  out-of-state.  The 
change  is  attributable  to  a growing  capacity  of  New 
Jersey  hospitals  to  provide  specialty  rotations,  and 
parallels  expansion  of  specialty  training  programs  of 
UMDNJ. 

*Ms.  Kleinman  is  Program  Officer  and  Mr.  Watts  is  Director, 
Office  of  the  Medical  University  mid  Health  Professions 
Education,  State  of  New  Jersey,  Department  of  Higher  Educa- 
tion, Trenton. 
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The  1984  to  1985  survey  identified  2,603  residents  and  fellows-in-training 
in  234  programs  in  New  Jersey.  This  was  153  or  6 percent  more  than  in 
the  previous  year , a growth  rate  twice  the  national  average. 


DISTRIBUTION  OF  PROGRAMS  AND  TRAINEES 
AMONG  THE  SPECIALTIES 

In  1984  to  1985,  there  were  234  GME  programs, 
including  one-year  rotating  internships  (also  called 
transitional  year  programs),  residencies  leading  to 
eligibility  for  specialty  certification,  and  fellowships  in- 
volving study  within  a subspeeialty.  The  programs 
ranged  in  size  from  1 to  98  residents.  Two  programs, 
in  occupational  medicine  and  physical  medicine,  did 
not  have  any  residents.  The  largest  programs  were  in 
internal  medicine,  followed  by  general  surgery,  pedi- 
atrics, psychiatry,  and  family  medicine.  Twenty-seven 
specialty  areas  were  offered  representing  every  special- 
ty except  aerospace  medicine,  nuclear  medicine,  and 
neurological  surgery. 

The  number  of  residents  and  fellows  during  1984  to 
1985  grew  by  6 percent  from  the  previous  year  to  a 
total  of  2,603.  Since  1977,  the  system  has  grown  by 
47  percent,  at  an  average  rate  of  5.8  percent  per  year, 
roughly  twice  the  national  growth  rate  for  the  same 
period  (Figure  1). 

In  New  Jersey,  the  primary  care  specialties  include 
internal  medicine,  family  practice,  pediatrics,  and  ob- 
stetrics/gyn ecology.  Growth  in  the  number  of  posi- 
tions within  the  primary  care  specialties  has  been  in- 
creasing generally  at  the  same  rate  as  the  total  number 
of  positions  over  the  past  eight  years.  New  Jersey's  63 
primary  care  programs  represent  27  percent  of  all  pro 
grams  but  56  percent  of  the  2,603  physicians-in-train- 
ing  (Table  1 ).  As  a proportion  of  all  physicians-in-train- 
ing,  primary  care  has  increased  from  51  percent  dur- 
ing the  first  survey  year  (1977),  reaching  a high  of  58 
percent  in  1983.  New  Jersey’s  distribution  of  residents 
among  the  specialties  generally  followed  the  national 
pattern  with  the  exception  of  internal  medicine. 
Internal  medicine  residents  represent  33  percent  of  all 
residents  and  fellows,  12  percent  more  than  the  na- 
tional average.  Table  2 presents  a detail  of  all  New 
Jersey  residents  and  fellows  by  specialty. 

The  801  positions  available  in  the  first  postgraduate 
year  (PGY  1)  grew  by  9.6  percent  from  the  previous 
year.  This,  however,  was  1 percent  more  than  in  1982 
to  1983.  Among  the  positions  (Table  3),  18  percent 
were  general  rotating  internships.  This  type  of  pro- 
gram is  required  for  all  graduates  of  schools  of  os- 
teopathic medicine  prior  to  entering  .American  Osteo- 
pathic Association  (AOA) -approved  residencies.  Among 
M.D.-degreed  physicians  entering  the  first  post- 


graduate year  of  training,  9 percent  were  in  tran- 
sitional programs  during  1984  to  1985;  this  is  slightly 
higher  than  the  national  norm. 

New  Jersey’s  90  fellowship  programs,  representing 
19  different  subspecialties,  had  256  fellows  during 
1984  to  1985.  This  was  9.8  percent  of  all  of  the  phy- 
sicians-in-training. 

, 

CHARACTERISTICS  OF  RESIDENTS 
AND  FELLOWS 

Among  the  various  characteristics  of  trainees,  lo- 
cation of  medical  school  training  has  been  of  great 
interest  to  medical  educators  in  the  state.  Historically, 
New  Jersey  has  trained  a large  number  of  foreign-bom 
graduates  of  foreign  medical  schools.  In  recent  years, 
an  increasing  number  of  U.S.  citizen  graduates  of 
foreign  schools  have  sought  residencies  in  the  state. 
New  Jersey  had  a greater  proportion  (56  percent)  of 
foreign  medical  graduates  in  its  GME  programs  than 
any  other  state  and  one-third  more  than  the  propor-  | 
tion  (38  percent)  of  the  next  leading  state.  New  York. 

New  Jersey  programs,  however,  are  attracting  an  in- 
creasing proportion  of  U.S.  medical  graduates  (Figure 
2),  rising  from  25  percent  to  44  percent  of  the  total  over 
eight  years.  The  composition  of  the  first  postgraduate 
year  class  (Figure  3)  shows  a greater  proportion  of 
U.S.  medical  graduates.  Graduates  of  Canadian  medi- 
cal schools  also  are  included  in  this  total.  Of  the  1,150 
U.S.  medical  school  graduates  (USMG)  training  in  New 
Jersey,  37  percent  were  graduates  of  UMDNJ  while 
another  34  percent  graduated  from  schools  in  Penn- 
sylvania and  New  York.  Thus,  the  tri-state  area  sup- 
plies 71  percent  of  New  Jersey’s  residents.  These 
proportions  have  been  fairly  constant  from  year  to 
year.  All  of  the  261  graduates  of  schools  of  osteopathic 
medicine  in  New  Jersey  programs  were  USMGs.  One- 
quarter  were  training  in  programs  accredited  by  the 
ACGME. 

Foreign-bom  graduates  of  foreign  medical  schools 
(AFMG)  totaled  526  in  1984  to  1985.  One-third  were 
graduates  of  medical  schools  in  India,  down  from  41 
percent  in  1980  to  1981.  Schools  in  the  Philippines, 
the  USSR  and  Egypt  also  educated  a significant 
number  of  New  Jersey  trainees. 

Foreign-bom  foreign  medical  graduates  are  being 
replaced  by  U.S.  citizen  graduates  of  foreign  schools 
(USFMGs).  The  923  USFMGs  in  1984  to  1985  gradu- 
ated principally  from  medical  schools  located  in  the 
Caribbean  and  Mexico.  Graduates  of  13  Mexican 
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schools  accounted  for  27  percent  of  USFMG  trainees, 
followed  by  18  percent  from  9 schools  in  the  Domini- 
can Republic,  1 1 percent  from  St.  George’s  University 
School  of  Medicine  in  Grenada,  and  10  percent  from 
16  medical  schools  in  Italy.  A Fifth  Pathway  program 
was  reported  as  completed  by  18  percent  of  the 
USFMGs  prior  to  starting  their  residency. 

Specialties  vary  in  the  proportion  of  their  trainees 
coming  from  U.S.  or  foreign  medical  schools.  The  spe- 
cialties of  internal  medicine,  pediatrics,  anesthesiol- 
ogy, psychiatry,  and  pathology  had  large  classes  of 
foreign  medical  graduates  (Table  4).  Medical  and  pedi- 
atric subspecialty  fellows  also  were  largely  foreign 
medical  graduates. 


REGIONAL  DISTRIBUTION 

The  distribution  of  residency  programs  and  posi- 
tions roughly  followed  the  state’s  population  distribu- 
tion (Figure  4).  The  concentration  of  over  half  the  resi- 
dents in  the  northern  counties  is  due  to  both  the 
concentration  of  large  hospitals  in  that  area  and  the 
growth  of  GME  programs  at  University  Hospital,  the 
teaching  hospital  of  the  UMDNJ-New  Jersey  Medical 
School.  Expansion  of  UMDNJ  programs  in  New  Brun- 
swick, Camden,  and  Stratford  beginning  in  1979  has 
resulted  in  a marked  increase  in  the  number  of  resi- 
dents and  fellows  located  in  the  central  and  southern 
regions. 


PROGRAMS  AND  TRAINEES  IN  PRIMARY  CARE 

RESIDENCIES  AND  SPECIALTY  CARE  RESIDENCIES 

AND  FELLOWSHIPS  TABLE  1 


Programs 

Trainees 

Percentage 

Trainees 

Primary  Care  Specialties:  Internal  Medicine, 
Family  Medicine,  Pediatrics,  Ob/Gyn 
ACGME* 

55 

1404 

AOA** 

8 

60 

Subtotal 

63 

1464 

56.2 

Internal  Medicine  Specialties:  Cardiology, 
Endocrinology,  Gastroenterology,  Hema- 
tology/Oncology, Infectious  Diseases, 
Nephrology,  Pulmonary,  Rheumatology, 
Neurology 
ACGME 

49 

188 

AOA 

5 

12 

Subtotal 

54 

200 

7.7 

Pediatric  Specialties:  Pediatric  subspecial- 
ties, Allergy,  and  Immunology 
ACGME 

20 

49 

AOA 

0 

0 

Subtotal 

20 

49 

1.9 

Surgery  and  Surgical  Specialties:  General 
Surgery,  Colon-Rectal,  Ophthalmology,  Ortho- 
pedics, Otolaryngology,  Plastic,  Thoracic, 
Urology,  Vascular,  Oncology,  Trauma 
ACGME 

28 

352 

AOA 

8 

30 

Subtotal 

36 

382 

14.7 

Other  Specialties:  Anesthesiology,  Derma- 
tology, Emergency  Medicine,  Blood  Banking, 
Physical  Medicine,  Psychiatry,  Child 
Psychiatry,  Radiology  and  Specialties, 
Pathology  and  Specialties,  Critical 
Care,  Ob/Gyn  Specialties,  Preventive 
Medicine 
ACGME 

45 

344 

AOA 

5 

15 

Subtotal 

50 

359 

13.8 

Transitional/Internships 

ACGME 

8 

66 

AOA 

3 

83 

Subtotal 

11 

149 

5.7 

Total 

234 

2603 

100 

‘ACGME — Accreditation  Council  for  Graduate  Medical  Education 
“AOA— American  Osteopathic  Association 
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NEW  JERSEY  RESIDENCY  AND 
PROGRAMS  BY  SPECIALTY 

FELLOWSHIP 

TABLE  2 

Residency  Programs 

Programs  by  Approving  Organization 
ACGME*  AOA**  Residents 

Allergy  and  Immunology 

1 

2 

Anesthesiology 

6 

1 

88 

Colon-Rectal  Surgery 

1 

3 

Dermatology 

1 

1 

Emergency  Medicine 

1 

1 

20 

Family  Practice 

12 

3 

229 

General  Surgery 

8 

3 

240 

Internal  Medicine 

22 

2 

854 

Neurology 

1 

21 

Obstetrics/Gynecology 

10 

1 

127 

Ophthalmology 

1 

18 

Orthopedic  Surgery 

4 

1 

64 

Otolaryngology 

1 

3 

14 

Pathology 

4 

42 

Blood  Banking 

1 

2 

Pediatrics 

11 

2 

154 

Physical  Medicine/Rehabilitation 

2 

14 

Plastic  Surgery 

2 

6 

Occupational  Medicine 

1 

0 

Public  Health 

1 

3 

Psychiatry 

6 

101 

Child  Psychiatry 

2 

4 

Radiology,  Diagnostic 

8 

1 

60 

Radiology,  Nuclear 

2 

3 

Radiology,  Therapeutic 

2 

6 

Thoracic  Surgery 

2 

9 

Urology 

1 

1 

13 

Transitional/Internship 

8 

3 

149 

Total 

122 

22 

2347 

Programs  by  Approving  Organization 

Fellowship  Programs 

ACGME*  AOA** 

Fellows 

Medicine  — Cardiovascular 

9 

1 

71 

—Endocrinology 

2 

6 

—Gastroenterology 

6 

1 

25 

—Hematology  and  Oncology 

10 

1 

17 

— Infectious  Diseases 

4 

12 

—Nephrology 

5 

1 

10 

—Pulmonary 

8 

1 

29 

—Rheumatology 

2 

4 

Neurology 

2 

5 

Obstetrics/Gynecology  Specialties 

3 

4 

Pathology  Specialties 

2 

3 

Pediatric  —General 

2 

2 

—Adolescent  Medicine 

1 

1 

—Developmental 

2 

2 

—Endocrinology 

1 

1 

—Gastroenterology 

1 

1 

—Hematology/Oncology 

1 

1 

—Infectious  Diseases 

2 

3 

—Neonatology 

7 

33 

—Pulmonary 

2 

3 

Radiology  —Diagnostic,  Intervention 

1 

1 

—Diagnostic  Ultrasound 

1 

1 

—Nuclear 

1 

1 

Surgery  —Oncology 

1 

2 

— Thoracic 

2 

6 

— Vascular 

4 

6 

—Trauma 

1 

1 

Critical  Care 

2 

5 

Total 

85 

5 

256 

*ACGME:  Accreditation  Council  for  Graduate  Medical  Education 

**AOA:  American  Osteopathic  Association 
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GROWTH  IN  NUMBER  OF  RESIDENTS  AND  FELLOWS  FIGURE  1 


FIRST  POSTGRADUATE-YEAR 

POSITIONS 

TABLE  3 

Specialty* 

Number  of  Programs 

Total  PGY  1 
Residents 

Anesthesiology 

2 

12 

Family  Practice 

12 

70 

General  Surgery 

8 

83 

Internal  Medicine 

22 

319 

Neurology 

1 

5 

Obstetrics/Gynecology 

10 

28 

Orthopedic  Surgery 

2 

3 

Pathology 

4 

14 

Pediatrics 

11 

82 

Physical  Medicine/Rehabilitation 

2 

3 

Psychiatry 

6 

28 

Radiology-Diagnostic 

2 

4 

Radiology-Therapeutic 

1 

1 

Transitional— ACGME 

8 

66 

Transitional— AOA 

3 

83 

Total 

94 

801 

‘Only  3 of  22  AOA  residency  programs  appear  on  this 

list  since  all  AOA  specialty  programs  begin  at  the  PGY  2 level. 
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CHANGE  IN  RESIDENT  COMPOSITION,  1977  to  1985  FIGURE  2 


U.S.  Medical  u.S.  Graduates  of  Alien  Graduates  of 

School  Graduates  Foreign  Medical  Foreign  Medical 

(USMG)  Schools  (USFMG)  Schools  (AFMG) 


FOREIGN  MEDICAL  GRADUATES,  BOTH  FOREIGN- 
BORN  AND  UNITED  STATES  CITIZENS,  BY  ACGME 


SPECIALTY  TRAINING 

PROGRAM 

* 

TABLE 

4 

Residencies 

1976-1977 
No.  % 

FMG  Residents  and  Fellows 
1980-1981 
No.  % 

1984-1985 
No.  % 

Allergy  and  Immunology 

— 

— 

— 

— 

2 

100 

Anesthesiology 

48 

100 

36 

59 

66 

80 

Colon/Rectal  Surgery 

1 

50 

0 

0 

0 

0 

Dermatology 

— 

— 

— 

— 

0 

0 

Emergency  Medicine 

— 

— 

2 

40 

0 

0 

Family  Practice 

25 

25 

41 

33 

84 

40 

Internal  Medicine 

380 

73 

396 

60 

546 

66 

Neurology 

10 

71 

14 

58 

14 

66 

Obstetrics/Gynecology 

59 

66 

78 

58 

55 

46 

Ophthalmology 

1 

6 

8 

50 

7 

39 

Orthopedic  Surgery 

25 

59 

21 

58 

4 

7 

Otolaryngology 

7 

70 

3 

43 

3 

33 

Pathology 

84 

98 

47 

81 

33 

78 

Blood  Banking 

— 

— 

— 

— 

2 

100 

Pediatrics 

165 

90 

239 

86 

189 

76 

Physical  Medicine/Rehabilitation 

4 

100 

4 

100 

11 

79 

Plastic  Surgery 

4 

67 

3 

75 

3 

50 

Public  Health 

— 

— 

0 

0 

0 

0 

Psychiatry 

92 

89 

57 

73 

82 

81 

Child  Psychiatry 

— 

— 

0 

0 

3 

75 

Radiology-Diagnostic 

56 

82 

30 

77 

19 

35 

Radiology-Nuclear 

— 

— 

— 

— 

2 

66 

Radiology-Therapeutic 

— 

— 

— 

— 

2 

33 

General  Surgery 

163 

78 

172 

68 

97 

42 

Thoracic  Surgery 

6 

100 

11 

79 

8 

88 

Urology 

6 

50 

5 

36 

6 

66 

Transitional 

Fellowships 

77 

77 

28 

65 

41 

62 

Medical  Specialties 

— 

— 

92 

63 

115 

71 

Pediatric  Specialties 

— 

— 

2 

100 

39 

83 

Neurology 

— 

— 

— 

— 

4 

80 

Obstetrics/Gynecology  Specialties 

— 

— 

— 

— 

2 

50 

Pathology  Specialties 

— 

— 

— 

— 

2 

67 

Radiology  Specialties 

— 

— 

— 

— 

1 

33 

Surgical  Specialties 

— 

— 

— 

— 

10 

66 

Critical  Care 

— 

— 

— 

— 

1 

20 

*AOA-accredited  residencies  and  fellowships  train  only  graduates  of  schools  of  osteopathic  medicine — all  located  in  the 
U.S.;  % indicates  FMGs  as  a percentage  of  all  trainees. 
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COMPOSITION  OF  RESIDENTS:  1984  to  1985 


FIGURE  3 


KEY 

AFMG:  Alien  Foreign  Medical  Graduates 
USFMG:  United  States  Foreign  Medical  Graduates 
USMG:  United  States  Medical  Graduates 


FIGURE  4— REGIONAL 
DISTRIBUTION  OF  RESIDENTS 
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Consider  the 
causative  organisms... 
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250-mg  Pulvules®  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  (cr  prescribing 
information 

Indications  and  Usage:  Ceclor'  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms: 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae).  Haemoph  - 
ilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor. 

Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics. 

Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY. 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS,  INCLUDING  ANAPHYLAXIS, 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins);  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics.  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  clostrid.ia.  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor " (cefaclor,  Lilly)  occurs,  the  drug  should  be  discontinued, 
and,  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g , pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics.  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest " 
tablets  but  not  with  Tes-Tape"  (Glucose  Enzymatic  Test  Strip, 
USP,  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor  " (cefaclor,  Lilly).  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother's  milk  following  administration  of  single  500-mg  doses. 
Average  levels  were  0 18,  0 20,  0.21,  and  0 16  mcg/ml  at  two, 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment.  Nausea  and  vomiting  have 
been  reported  rarely. 

Hypersensitivity  reactions  have  been  reported  in  about  15 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum  sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults.  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients). 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician. 

Hepatic  - Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40). 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

(061782R] 


Note  Ceclor’  (cefaclor,  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
©1984,  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 

Indianapolis.  Indiana  46285 
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THE  ADVISORY 
GRADUATE  MEDICAL 
EDUCATION  COUNCIL 

OF 

NEW  JERSEY 

Responsible  to  the  New  Jersey  State  Department  oj  Higher 
Education , the  Advisory  Graduate  Medical  Education  Council 
(AGMEC)  was  created  to  assist  in  the  development  of  the  Graduate 

Medical  Education  Program. 


Graduate  medical  education 
(GME),  that  phase  of  physician 
education  which  occurs  subse- 
quent to  medical  school  graduation,  often  is  referred 
to  as  residency  training.  At  the  turn  of  the  century, 
physicians  routinely  took  a year  of  internship  to  obtain 
further  medical  care  experience  prior  to  assuming 
responsibilities  of  medical  practice.  The  earlier  in- 
ternships often  resembled  the  apprenticeship  training 
of  pre-1900  in  that  individuals  sought  a specific  phy- 
sician’s “service”  upon  which  to  train.  In  the  period 
following  World  War  II,  physicians  increased  the  length 
of  postgraduate  training,  specializing  in  one  of  a vari- 
ety of  formally  evolving  residency  programs.  By  the 
mid-1960s,  residency  training  after  medical  school 
had  gained  general  acceptance  due  to  practice  certifi- 
cation requirements  dictated  by  medical  specialty 
boards. 

The  ability  to  attract  graduates  of  U.S.  medical 
schools  to  residency  positions  in  New  Jersey  has  met 
with  varying  success.  Although  improving  in  the  last 
three  years  (1984  to  1986),  it  is  now  slightly  over  50 
percent  for  United  States  domestic  medical  school 
graduates  occupying  New  Jersey  hospital  residency 


slots.  As  a result,  the  state  has  relied  heavily  on  foreign- 
trained  physicians  to  staff  its  GME  programs.  Many 
feel  this  inability  to  recruit  domestic  graduates  was 
due,  in  part,  to  the  fact  that  New  Jersey  lacked  an 
available  means  for  many  of  its  hospital  GME  pro- 
grams to  secure  affiliations  with  medical  schools  until 
1960.  From  1960  to  1965,  the  programs  sponsored  by 
the  Seton  Hall  College  of  Medicine  and  Dentistry  were 
limited  in  number  and  location.  New  Jersey  did  not 
establish  a broad-based  state-supported  system  of 
medical  education  until  the  passage  of  the  Medical  and 
Dental  Education  Act  of  1970,  which  created  the  in- 
stitution which  now  is  known  as  the  University  of 
Medicine  and  Dentistry  of  New  Jersey  (UMDNJ).  The 
UMDNJ  academic  network  includes  three  medical 
schools,  a dental  school,  a School  of  Health  Related 
Professions,  and  a Graduate  School  of  Biomedical  Sci- 
ences. 

In  1972,  Dr.  James  Cowan,  Commissioner  of  Health, 
and  Ralph  Dungan,  Chancellor  of  Higher  Education, 
addressed  correspondence  to  the  President  of  the  Col- 

*Dr.  Bergen  is  President,  UMDNJ  and  Chairman,  Advisory 
Graduate  Medical  Education  Council  of  New  Jersey.  Ms.  Tice 
is  Executive  Assistant  to  Dr.  Bergen. 


STANLEY  S.  BERGEN,  JR.,  M.D.,  AND  CHERYL  J.  TICE* 
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lege  of  Medicine  and  Dentistiy  of  New  Jersey  request- 
ing that  he  convene  a task  force  to  discuss  and  analyze 
problems  concerning  graduate  medical  education  in 
New  Jersey.  At  that  time,  approximately  80  percent  of 
housestaff  positions  in  New  Jersey  were  filled  by 
foreign  medical  graduates.  It  was  felt  by  both  Cowan 
and  Dungan  that  a group  of  individuals  representing 
involved  state  governmental  agencies,  the  New  Jersey 
Hospital  Association,  medical  professional  societies, 
and  health  care  consumers  should  attempt  to  develop 
a mechanism  to  recruit  more  American  domestic 
medical  school  graduates  to  New  Jersey.  It  was  as- 
sumed, based  on  experience  in  other  states,  that  the 
recruitment  of  U.S.  medical  school  graduates  to  New 
Jersey  would  improve  dramatically  the  quality  of  both 
graduate  medical  education  and  patient  care. 

In  February  1978,  Governor  Brendan  E.  Byrne 
signed  Public  Law  1977,  Chapter  390,  which  created 
a Graduate  Medical  Education  Program  (GMEP)  under 
the  purview  of  the  New  Jersey  State  Department  of 
Higher  Education.  This  legislation  was  the  result  of  six 
years  of  effort  to  provide  a program  which  would 
furnish  statewide  leadership  and  coordination.  In  ad- 
dition, the  legislation  provided  for  a potential  mecha- 
nism for  funding  to  promote  high-quality  residency 
training  in  answer  to  the  physician  manpower  needs 
of  New  Jersey.  Chapter  390  identified  serious  deficien- 
cies in  the  number  of  practicing  primary  care  physi- 
cians compared  to  specialty  care  physicians  as  well  as 
inadequate  geographic  distribution  of  physicians 
throughout  the  state.  While  the  financing  of  under- 
graduate medical  education  had  been  traditionally 
provided  through  patient  care  revenue,  an  alternative 
state-based  methodology  for  financing  graduate  medi- 
cal education  programs  was  lacking.  Furthermore,  the 
legislation  admitted  that  without  such' methodology, 
the  ability  to  provide  graduate  training  programs  by 
public  and  voluntary  hospitals  throughout  New  Jersey 
could  be  jeopardized  if  traditional  mechanisms  of 
financial  support  should  change. 

Responsible  to  the  State  Board  of  Higher  Education,, 
the  Advisoiy  Graduate  Medical  Education  Council 
(AGMEC)  was  created  to  assist  in  the  development  of 
GMEP.  Chaired  by  the  President  of  UMDNJ,  the  Coun- 
cil is  composed  of  representatives  of  the  New  Jersey 
Hospital  Association,  the  New  Jersey  Association  of 
Osteopathic  Physicians  and  Surgeons,  the  Association 
for  Hospital  Medical  Education  of  New  Jersey,  the 
Medical  Society  of  New  Jersey,  the  University  of  Medi- 
cine and  Dentistry,  the  New  Jersey  State  Department 
of  Human  Services,  the  New  Jersey  State  Board  of 
Medical  Examiners,  the  New  Jersey  State  Department 
of  Higher  Education,  three  consumer  representatives 
of  the  public  (appointed  by  the  Governor),  and  one 
physician  currently  enrolled  in  a graduate  medical 
education  program. 


PURPOSE  AND  RESPONSIBILITY 

The  legislation  charged  AGMEC  to  make  recommen- 
dations for  fiscal  support,  through  federal,  state,  and 


private  funds,  of  graduate  medical  education  programs 
in  private  nonprofit  and  public  hospitals  in  New  Jer- 
sey, and  to  make  recommendations  for  the  develop- 
ment and  implementation  of  new  graduate  medical 
education  programs  which  will  meet  the  needs  of  the 
citizens  of  the  state.  AGMEC  specifically  is  charged 
with  advising  the  Board  of  Higher  Education  and  the 
Chancellor  with  the  following: 

1.  Obtaining  and  evaluating  information  concern- 
ing the  graduate  medical  manpower  needs  of  the 
citizens  of  the  state. 

2.  Reviewing  and  making  recommendations  con- 
cerning hospital  applications  for  seed  money  grant 
support  of  residency  training  programs. 

3.  Reviewing  the  educational  programs  provided  by 
participating  hospitals. 

4.  Recommending  the  specialty  and  geographic 
areas  in  need  of  GME  program  development. 

5.  Addressing  the  quality  and  financing  in  New  Jer- 
sey GME  programs. 

6.  Planning  for  the  development  and  implementa- 
tion of  GME  programs  in  the  state. 

7.  Annually  reporting  to  the  Governor  and  the 
Education  Committees  of  the  New  Jersey  Legislature  I 
on  the  Council's  activities  pursuant  to  the  provisions  i 
of  Chapter  390. 

Graduate  programs  formally  accredited  by  ap- 
propriate national  agencies  and  which  possess  medi-  j 
cal  school  affiliations  are  eligible  for  GMEP  seed  funds. 
The  GME  programs  located  in  medically  understaffed 
inner-city  and  rural  areas  receive  grant  funding  pri- 
ority. Over  the  past  seven  years,  the  GMEP,  based  upon  J 
AGMEC  recommendations,  has  provided  over  $1.5  ; 
million  to  24  New  Jersey  hospitals  and  29  separate 
training  programs.  These  funds  helped  develop  five 
new  family  practice  programs  and  to  expand  programs 
in  general  pediatrics  and  general  internal  medicine. 
The  development  of  psychiatry  and  geriatric  training 
components  within  internal  medicine  programs  also 
have  been  initiated  under  AGMEC  leadership  and  with 
grant  funding  while  four  geriatric  “mini-residencies” 
within  existing  primary  care  residency  programs  also 
have  received  such  support. 

At  its  January  10,  1984,  meeting,  AGMEC  developed 
guidelines  for  the  future  course  of  graduate  medical 
education  in  New  Jersey  entitled  “Policy  Prospectus  for 
Graduate  Medical  Education  in  New  Jersey.”  As  a re- 
sult of  recommendations  in  the  “Prospectus,”  two  task 
forces  were  established  whose  membership  consists  of 
representatives  of  state  agencies,  UMDNJ,  NJHA, 
teaching  hospitals  (both  UMDNJ  and  non-UMDNJ  af- 
filiates), and  third-party  payers.  The  task  forces  are 
Scope  and  Quality  of  GME  Programs  and  Financing 
GME  Programs.  Each  task  force  is  charged  with  the 
following  in  the  development  and  implementation  of 
procedures  to  address  specific  GME  issues: 

A.  Scope  and  Quality: 

1.  Develop  procedures  for  reviewing  requests  of 
hospitals  to  expand  or  modify  GME  program  offerings. 

2.  Develop  procedures  for  monitoring  scope  of  GME 
program  offerings  in  New  Jersey  hospitals  with  con- 
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sideration  to  need,  number,  quality,  and  distribution 
of  GME  programs. 

3.  Develop  plans  for  improving  the  GME  data  base 
as  indicated  by  data  needs. 

4.  Consider  and  refine  indicators  of  program  quali- 
ty- 

5.  Identify  certification  criteria  for  approving  GME 
programs  for  funding  eligibility. 

6.  Develop  operational  definitions  of  certification 
criteria  such  as  medical  school  affiliation,  approved 
residency  program,  or  residents/fellows. 

B.  Financing: 

1.  Develop  procedures  for  determining  eligibility  of 
hospital-based  GME  programs  for  funding  of  GME 
costs,  through  the  hospital  DRG  reimbursement  sys- 
tem, at  sufficient  levels  to  maintain  and  promote  pro- 
gram quality. 

2.  Refine  and  improve  hospital  accounting  and  re- 
porting procedures  for  education  costs  of  hospital- 
based  GME  programs. 

3.  Refine  criteria-defining  categories  of  teaching 
hospitals. 

The  task  forces  will  meet  to  review  issue  analysis 
and  refinement;  thereafter,  AGMEC  will  hold  a series 
of  meetings  for  public  discussion  and  make  its  final 
report  to  the  Board  of  Higher  Education  of  New  Jersey. 

DISCUSSION 

The  rapidly  advancing  trend  which  considers  medi- 
cal care  as  an  economic  entity  as  well  as  a social  one 
creates  a threat  to  the  present  highly  developed  system 
for  the  graduate  education  of  physicians  in  the  United 
States.  The  Reagan  administration’s  fiscal  1987 
budget  proposes  major  changes  in  the  direct  and  in- 
direct educational  payments  to  teaching  hospitals 
which  are  funded  predominantly  by  patient  care  rev- 
enues. The  Consolidated  Omnibus  Budget  Reconcili- 
ation Act  (COBRA)  signed  by  President  Reagan  on 
April  8,  1986,  phases  out  support  for  residency  train- 
ing past  first  board  eligibility  or  a maximum  of  five 
years  of  postgraduate  training.  Additionally,  in  order 
to  be  counted  on  or  after  July  1,  1986,  a foreign  medical 
graduate  must  have  passed  Parts  I and  II  of  the  new 
Foreign  Medical  Graduate  Examination  in  the  Medical 
Sciences  or  previously  received  certification  from  the 


Educational  Commission  of  Foreign  Medical  Gradu- 
ates. Current  FMGs  who  have  not  passed  either  of  the 
aforementioned  will  only  count  at  a rate  of  one-half  of 
the  rate  at  which  they  otherwise  would  be  funded  for 
a limited  time.  The  only  exception  to  the  five-year  fund- 
ing limit  will  be  two  years  additional  funding  for  those 
taking  special  training  in  geriatrics.  Thus,  other 
sources  of  funding  will  be  required  to  assure  specialty 
training  and  fellowships — a process  which  will  limit 
the  number  of  individuals  who  enter  the  super  special- 
ty fields,  an  intended  goal  of  Congress.  In  addition, 
there  is  little  doubt  that  the  Congress  eventually  will 
act  to  cut  off  all  funding  for  USFMG  training  in  United 
States  hospitals  and  probably  shift  foreign  FMG  pro- 
grams to  some  type  of  expanded  “Exchange  Visitor” 
concept  funded  from  state  department  grants  or  simi- 
lar nonhealth  care  revenue  sources. 

While  the  need  for  expansion  of  primary  care  pro- 
grams in  New  Jersey  has  diminished,  the  offering  of 
high-quality  training  for  physicians  must  continue. 
The  challenge  to  New  Jersey  is  to  determine  as  ac- 
curately as  possible  physician  manpower  needs,  the 
proper  geographic  and  specialty  distribution,  and  then 
assure  adequate  stable  funding  at  a reasonable  level 
commensurate  with  an  educational  program— the  in- 
tent of  GME— not  patient  service.  Until  now,  we  have 
made  extensive  efforts  through  AGMEC  to  expand 
GME  training  opportunities  in  New  Jersey,  but  our 
new  course  must  be  the  pursuit  of  quality  as  linked 
to  medical  school  sponsorship  through  meaningful  af- 
filiation. New  Jersey  has  too  many  residents-in-train- 
ing,  of  whom  many  emanated  from  sources  no  longer 
appropriate  for  New  Jersey  hospitals.  UMDNJ  can  and 
does  produce  sufficient  graduates  from  its  three  medi- 
cal schools.  This  supply  can  be  supplemented,  as 
needed,  by  attracting  graduates  of  other  domestic 
schools  back  to  their  home  state,  New  Jersey. 

CONCLUSION 

Now  is  the  time  for  serious  reappraisal  of  content 
and  number  of  residents  in  GME  programs  in  New 
Jersey.  AGMEC  intends  to  provide  the  framework  and 
leadership  for  discussion  and  decision.  We  call  upon 
all  New  Jersey  medical  educators  to  contribute  to  this 
dialogue. 
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You  are  blind.  A student  facing  four  years  of  college.  Or  a 
professional  person  who  needs  to  keep  up  in  a technical  field. 
How  are  you  going  to  manage? 

With  Recording  for  the  Blind.  Since  1948,  we’ve  helped  over 
100,000  blind,  perceptually  and  physically  handicapped 
individuals.  By  sending  them  recordings  of  the  specialized  books 
they  need  to  read.  Free. 

Recording  for  the  Blind  is  non- 
profit, and  supported  by 
volunteers  and  contributions 
from  people  like  you  who  can 
imagine  what  it’s  like  to  be  blind. 

If  you  want  to  know  more 
about  us  write: 

Recording  for  the  Blind 

20  Roszel  Road 

Princeton, 

New  Jersey  08540 


SPECIAL  PROJECT 


FEDERAL  POLICY 
ON  SUPPORT  OF 
GRADUATE 
MEDICAL  EDUCATION 


On  April  7,  1986,  the  President  signed  the  Con- 
solidated Omnibus  Budget  Reconciliation  Act 
(COBRA)  of  1985  and,  in  so  doing,  began  what  many 
think  will  be  a systematic  federal  withdrawal  from 
special  support  for  teaching  hospitals  and  graduate 
medical  education.  Washington  already  has  withdrawn 
direct  support  for  undergraduate  medical  education; 
federal  capitation  payments  to  medical  schools  are  a 
thing  of  the  past.  But  until  now,  through  Medicare,  the 
government  has  added  special  payments  to  hospitals’ 
rates  to  cover  the  direct  and  indirect  costs  of  graduate 
medical  education.  The  new  law— COBRA— begins  re- 
treat from  such  policy. 

Before  COBRA,  teaching  hospitals  received  direct 
payments  from  Medicare  to  cover  the  costs  of  resi- 
dents’ stipends,  faculty  salaries,  and  other  direct  costs 
of  graduate  medical  education.  They  also  received  up- 
ward adjustments  of  their  Medicare  rates  to  cover  the 
so-called  “indirect”  costs  of  education— costs  which 
could  not  be  easily  isolated  but  were  believed  to  rep- 
resent the  higher  costs  of  practicing  cutting-edge 
medicine,  operating  in  the  inner  cities  (as  a dispropor- 
tionate share  of  teaching  hospitals  do),  and  caring  for 
the  medically  indigent  and  patients  with  greater 
severity  of  illness  than  the  DRG  rates  allow.  Until 
COBRA  this  rate  adjustment  was  more  than  100  per- 
cent of  standard  DRG  rates  for  hospitals  with  high 
enough  resident-to-bed  ratios. 

Along  with  a number  of  technical  changes,  COBRA 
made  these  four  basic  shifts  in  federal  policy  regarding 
medical  education: 

• It  sets  limits  on  the  number  of  years  of  training 
for  an  individual  resident  which  the  federal  govern- 
ment would  support.  Medicare  henceforth  will  reim- 
burse the  full  stipends  only  of  residents  within  one 
year  beyond  first  board  eligibility  or  five  years,  which- 
ever comes  first.  Residents  beyond  this  training  period 
will  be  counted  as  .75  of  a full-time  equivalent  em- 
ployee (FTE)  for  the  year  beginning  July  1986  and  .50 
FTE  thereafter. 

• It  ended  government  support  of  residency  train- 
ing for  ill-prepared  foreign  medical  graduates.  Begin- 


ning July,  only  FMGs  who  have  passed  the  Foreign 
Medical  Graduate  Examination  in  the  Medical  Sci- 
ences received  certification  from  the  Education  Com- 
mission for  Foreign  Medical  Graduates,  or  passed  an 
examination  previously  offered  by  the  ECFMG  will  be 
counted  among  a hospital’s  FTEs.  Others  will  be 
counted  half  value  until  they  have  passed  the  test. 

• It  reduced  the  size  of  the  so-called  “indirect  educa- 
tional adjustment”  from  11.59  percent  for  each  one- 
tenth  increase  in  the  resident-to-bed  ratio  to  8.1  per- 
cent for  each  one-tenth  increase  at  first  and  a lesser 
amount  as  the  ratio  gets  higher.  This  sharply  decreas- 
es the  dramatic  prior  adjustments  for  hospitals  with 
very  large  ratios:  the  1 15.80  percent  adjustment  for  a 
1.0  ratio,  for  example,  will  drop  to  64.82  percent:  the 
current  57.9  percent  adjustment,  for  a .5  ratio,  will  be 
cut  to  35.69  percent. 

• It  identified  hospitals  serving  a disproportionate 
share  of  the  poor  and  agreed  to  reimburse  them  for 
their  higher  costs  apart  from  whether  or  not  they  were 
teaching  institutions — at  least  for  two  years,  after 
which,  if  this  new  adjustment  is  not  retained,  indirect 
teaching  adjustment  is  to  be  restored  somewhat.  Such 
hospitals  are  defined  as  those  with  higher  than  aver- 
age proportions  of  Medicaid  to  total  patients  and  Medi- 
caid-eligible Medicare  patients  to  total  Medicare  pa- 
tients; hospitals  may  qualify  for  rate  adjustments  of  up 
to  15  percent.  Regardless  of  its  patient  proportions,  if 
a hospital  receives  30  percent  of  its  net  inpatient  rev- 
enues from  state  and  local  governments  in  payment  for 
indigent  care,  it  will  receive  the  maximum  adjustment. 

A related  provision  affecting  the  Public  Health  Ser- 
vice Act  also  establishes  a 1 7-member  Council  on  Grad- 
uate Medical  Education,  charged  with  recommending 
to  Health  and  Human  Services  and  the  Congress  on 
broad  and  basic  policy  regarding  medical  education 
throughout  the  United  States.  The  Council  which  was 
to  be  appointed  by  June  7,  1986,  and  other  COBRA 
provisions  mandating  related  studies  seem  to  point  to 
increased  direct  federal  involvement  in  medical  educa- 
tion-and-manpower  policymaking  in  the  future. 

*Ms.  Roth  is  Director  of  Issue  Management,  UMDNJ. 
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1986  Interim  Meeting  of  the 
MSNJ  House  of  Delegates 


Officers  of  the  Medical  Society  of  New  Jersey 

Edward  A.  Sehauer,  M.D.,  President 
Harry  M.  Carnes,  M.D.,  President-Elect 
Palma  E.  Formica,  M.D.,  First  Vice-President 
Paul  J.  Hirsch,  M.D.,  Second  Vice-President 
Bernard  Robins,  M.D.,  Secretary 
Douglas  M.  Costabile,  M.D.,  Treasurer 


Two  hundred  fifty -four  delegates  from  21  county  societies,  1 1 Fellows  and  Officers  of  the 
Medical  Society  of  New  Jersey  participated  in  the  Interim  Meeting  of  the  House  of  Delegates  on 
November  9,  1986,  at  the  Hyatt  Regency  Princeton  to  consider:  Report  of  the  President  and 
Chairman  of  the  Board  of  Trustees;  Resolution  *11,  Investigation  of  Prudential  Insurance  Com- 
pany's Methods  of  Medicare  Reimbursement;  Report  of  the  Executive  Director;  Report  of  the  AMA 
Delegation;  and  Report  of  the  Statewide  HMO/IPA  Feasibility  Committee. 

The  session  was  called  to  order  at  10  a.m.  by  President  Edward  Sehauer,  M.D.  Edward  G. 
Reading,  M.  Div.,  was  introduced  to  deliver  the  Invocation.  The  Chairman  of  the  Reference 
Committee  on  Credentials,  Lawrence  C.  Sylvia,  M.D.,  reported  the  number  of  Delegates  present, 
and  Bernard  Robins,  M.D.,  Secretary,  reported  that  a quorum  was  present.  Following  the  an- 
nouncements of  the  following  appointments,  the  meeting  was  turned  over  to  the  Speaker  of  the 
House,  Henry  J.  Mineur,  M.D.:  Charles  J.  Zwerling,  M.D. , Chief  Sergeant-at- Arms;  Angelo  S.  Agro, 
M.D.,  Sergeant- at- Arms;  Howard  H.  Lehr,  M.D.,  Sergeant-at- Arms;  Karl  T.  Franzoni,  M.D.,  Vice- 
Speaker  of  the  House;  Frederick  W.  Durham,  M.D.,  Chief  Teller;  Anthony  P.  Caggiano,  M.D., 
Teller;  Leroy  J.  Hunninghake,  M.D.,  Teller;  George  L.  Triebenbacher,  M.D.,  Teller;  Robert  L. 
Wegryn,  M.D.,  Teller;  John  F.  Marshall,  M.D.,  Teller;  and  George  T.  Hare,  M.D.,  Teller. 

The  meeting  was  adjourned  at  11 :50  a.m. 
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Memorial  Resolution 

Charles  H.  Calvin,  m.d.,  1895-1986 


Whereas,  the  Almighty  has  chosen  to  call  from  us  His 
servant,  Charles  H.  Calvin,  M.D.;  and 

Whereas,  as  a Fellow  and  Officer  of  MSNJ,  Doctor 
Calvin  nobly  served  the  members  of  this  Society  and 
the  people  of  New  Jersey;  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jersey 
expresses  its  profound  sorrow  at  the  death  of  Doctor 


Calvin,  and  extends  its  sympathy  to  his  family;  and  be 
it  further 

Resolved,  that  this  Resolution  be  spread  upon  the 
minutes  of  this  meeting  and  a copy,  suitably  prepared, 
be  presented  to  his  bereaved  family  in  heartfelt  sym- 
pathy. 

Received  by  the  House  with  sorrowful  concurrence. 


Memorial  Resolution 

Ellen  F.  Soefer,  m.d.,  1949-1986 


Whereas,  the  Almighty  has  chosen  to  call  home  His 
servant,  Ellen  F.  Soefer,  M.D.;  and 

Whereas,  as  a Member  of  the  Executive  Committee 
of  the  Monmouth  County  Medical  Society,  Alternate 
Delegate  to  the  House  of  Delegates,  Director  of  Medical 
Affairs  at  Riverview  Medical  Center,  who  had  so  many 


more  years  of  service  to  offer;  now  therefore  be  it 
Resolved,  that  the  Monmouth  County  Medical  So- 
ciety request  the  House  of  Delegates,  on  November  9, 
1986,  for  a moment  of  silence  in  memory  of  our  col- 
league. 

Received  by  the  House  with  sorrowful  concurrence. 
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President  and  Chairman  ofthe  Board  of  Trustees 


Edward  A.  Schauer,  m.d.,  farmingdale 

As  President  of  the  Society,  my  primary  obligations 
are  to  represent  your  positions  before  the  public  and 
to  assure  that  sound  policies  are  developed  within  the 
Medical  Society  of  New  Jersey. 

Through  September,  I have  had  formal  visits  to  one- 
third  of  our  components  and  several  neighboring  state 
societies.  I also  attended  the  AMA  Annual  Meeting.  I 
participated  in  the  University  of  Medicine  and  Den- 
tistry's Commencement  Exercises,  the  Governor’s  Ball, 
and  a meeting  of  the  New  Jersey  Association  of  Medical 
Specialty  Societies.  I also  have  attended  board  meet- 
ings of  the  New  Jersey  Association  of  Osteopathic 
Physicians  and  Surgeons.  We  have  instituted  regular 
meetings  with  the  Commissioner  of  Health.  The  theme 
of  most  medical  meetings  generally  focuses  on  three 
issues:  How  can  we  remove  unnecessary  governmental 
interference  from  the  practice  of  medicine?  What  can 
be  done  to  salvage  the  professionalism  of  medicine 
from  the  ravages  and  manipulations  of  commercial 
payors  and  predators?  What  can  we  do  to  establish 
sanity  in  professional  liability  insurance? 


There  have  been  no  swift  conclusions.  There  are 
answers.  Some  are  relatively  clear.  They  do,  however, 
require  courage,  concentration,  and  relentless  pursuit. 
I think  organized  medicine  is  prepared  for  the  task.  I 
sincerely  hope  it  has  the  will. 

I attended  most  of  the  meetings  of  the  Statewide 
HMO/IPA  Feasibility  Committee.  They  performed  a 
direct,  thorough,  and  forthright  study.  They  have  pre- 
sented a report  which  speaks  to  the  issue  and  should 
settle  the  matter  within  this  House. 

The  business  and  financial  activities  of  the  Society 
are  being  conducted  in  a stable  and  conservative 
fashion  which  should  help  us  to  meet  our  mission  of 
representation  of  physician  interests. 

I expect  matters  to  continue  to  move  quickly  during 
my  tenure.  I will  tiy  to  guide  them  in  a direction  that 
we  all  can  accept.  I realize  that  outcomes  may  affect 
each  of  us  in  a different  way.  I assure  you  that  I will 
do  my  best  to  protect  the  interests  of  our  patients  and 
our  profession. 

HOUSE  ACTION:  Filed. 


Resolution  # 1 1 


Subject:  Investigation  of  Prudential  Insurance  Company’s  Methods  of 
Medicare  Reimbursement  (1986  House  of  Delegates) 


Edward  A.  Schauer,  m.d.,  farmingdale 

Resolution  #11  was  adopted  by  the  1986  House  of 
Delegates.  The  Board  of  Trustees,  at  its  meeting  on 
May  4,  1986,  referred  Resolution  #11  to  the  Council 
on  Medical  Services  for  implementation. 

In  an  attempt  to  answer  the  intent  of  Resolution 
#11 — Investigation  of  Prudential  Insurance  Com- 
pany’s Methods  of  Reimbursement,  the  Council  sub- 
mitted the  following,  which  was  approved  by  the  Board 
of  Trustees  on  October  19,  1986,  and  will  be  im- 
plemented: 

1.  That  the  Medical  Society  of  New  Jersey  request 
Prudential  to  set  up  a mechanism  whereby  attending 
physicians  (participating  and  nonparticipating)  are 
notified  of  all  denials  of  claims  for  reimbursement;  and 
that  the  Medical  Society  of  New  Jersey  notify  members 


of  Congress  and  the  Task  Force  Coalition  with  Senior 
Citizens  that  beneficiaries  are  being  denied  payment 
of  claims  and  unless  physicians  are  notified  by  carriers 
they  cannot  assist  patients  in  appeal. 

2.  That  Prudential  be  urged  to  hold  seminars  and 
distribute  bulletins  to  physicians,  by  specialty,  explain- 
ing CPT-4  coding,  filling  out  claim  forms,  and  Pruden- 
tial’s payment  guidelines. 

3.  That  Prudential  be  requested  to  publish  a list  of 
their  physician  consultants. 

4.  That  the  Council  be  authorized  to  look  at  the 
ongoing  problems,  and  hold  future  discussion  with 
Prudential. 

HOUSE  ACTION:  Filed. 
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Executive  Director 


Vincent  A.  Maressa,  lawrenceville 

State  legislative  and  regulatory  matters  are  priority 
issues  for  medicine  at  this  time. 

Tort  reform  is  on  everyone’s  mind.  A dramatic  pack- 
age, passed  in  the  Assembly  in  June,  is  stalled  in  the 
Senate.  The  legislature  and  the  Insurance  Department 
have  set  up  a conference  committee  to  resolve  dif- 
ferences. Some  progress  is  being  made  and  we  are 
hopeful  of  movement  by  Thanksgiving. 

Three  bills  have  been  introduced  to  require  accep- 
tance of  Medicare  assignment.  The  Society  has  op- 
posed these  and  is  offering  to  agree  to  a proposal  that 
would  accept  assignment  for  PAA  recipients  when  the 
physician’s  bill  exceeds  $50. 

The  physical  therapists  continue  to  pursue  indepen- 
dent practitioner  status  and  the  Society’s  opposition 
has  stalled  their  program.  The  physical  therapy  ex- 
amining board  has  attempted  to  allow  therapists  to 
circumvent  physician  direction,  conduct  breast  and 
pelvic  examinations,  and  perform  electromyographic 
testing.  The  Society  has  opposed  these  efforts  and  is 
prepared  to  litigate  if  they  are  adopted. 

The  legislature  once  again  is  considering  a no-fault 
fee  schedule.  The  Society  is  opposing  the  legislation 
which,  if  enacted,  would  utilize  a schedule  at  the  90th 
percentile  with  biennial  review  and  revision.  The 
proposal  relates  to  indemnification  and  would  allow 
physicians  to  bill  for  unreimbursed  balances. 

The  Insurance  Department  sent  out  its  insurance 
certification  requirements  in  July,  which  are  a burden 
to  all.  The  Society  has  requested  that  the  Governor  and 
Commissioner  reconsider  these  requirements.  The 
carriers  have  not  been  consistent  in  their  compliance 


with  this  law. 

The  State  Board  of  Medical  Examiners  proposed 
regulations  that  would  allow  surgeons  to  supervise 
nurse  anesthetists  while  the  operation  was  in  process. 
Likewise,  the  preanesthesia  evaluation,  anesthesia 
selection,  and  postoperative  monitoring  were  to  be  per- 
formed by  the  surgeon.  The  Medical  Society  of  New 
Jersey,  the  Medical  Inter-Insurance  Exchange,  and  the 
New  Jersey  State  Society  of  Anesthesiologists  opposed 
the  proposal  which  has  been  withdrawn. 

The  State  Board  is  considering  a regulation  requir- 
ing 150  hours  of  continuing  medical  education  eveiy 
three  years.  The  Society  and  the  New  Jersey  Associa- 
tion of  Osteopathic  Physicians  and  Surgeons  have 
been  asked  to  assist  in  development. 

My  final  comments  will  relate  to  government-man- 
dated peer  review.  The  Society  has  gone  on  record  as 
stating  that  chart  review  and  analysis  to  determine 
medical  necessity  is  a medical  function.  Consequently, 
the  reviewers  are  expected  to  be  qualified  and  to  have 
examined  the  chart  prior  to  making  a decision.  We 
have  asked  the  State  Board  to  examine  this  issue 
and  that  of  preadmission  certification  to  determine 
whether  or  not  state  licensing  laws  are  being  violated. 
We  also  have  requested  the  PROs  and  the  UROs  to  take 
measures  to  establish  an  objective  mechanism  staffed 
by  clinically  competent  personnel.  If  you  have  difficulty 
with  these  organizations,  please  seek  the  assistance  of 
your  hospital  quality  assurance  committee  or  utiliza- 
tion committee,  and  also  the  Peer  Review  Oversight 
Committee  of  the  Medical  Society  of  New  Jersey 

HOUSE  ACTION:  Filed. 
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Karl  T.  Franzoni,  m.d.,  chairman,  trenton 

REFERRALS  FROM  1986  ANNUAL  MEETING  TO 
AMA  DELEGATION 

1 . Equality  in  Testing  Foreign  Medical  Graduates. 

The  Resolution  asked  the  AMA  to  petition  the  National 
Board  of  Medical  Examiners  to  allow  foreign  medical 
graduates  to  take  the  same  examinations  as  graduates 
of  United  States  medical  schools. 

Report  Z of  the  AMA  Board  of  Trustees  transmitted 
to  the  House  of  Delegates  the  final  report  of  the  Ad  Hoc 
Committee  on  Foreign  Medical  Graduates  which  in- 
cluded 30  recommendations  relating  to  immigration 
requirements,  foreign  medical  schools,  assessing 
clinical  skills,  credentialing  of  physicians,  partici- 
pation in  organized  medicine,  and  international  medi- 
cal education. 

The  AMA  House  of  Delegates  amended  Report  Z of 
the  Board  of  Trustees  as  follows: 

Recommendation  10  amended  to  read:  The  AMA 
should  continue  to  support  the  activities  of  the  Educa- 
tional Commission  for  Foreign  Medical  Graduates  re- 


lated to  verification  of  education  credentials  and  test- 
ing of  foreign  medical  graduates. 

The  accompanying  text  to  Recommendation  10  was 
amended  by  deletion  of  the  following  sentence:  “In  fair- 
ness to  FMGs,  dual  pathways  to  meet  the  examination 
requirement  for  licensure,  i.e.  FLEX  or  National  Board 
certification,  should  be  available  to  FMGs  as  they  are 
available  to  graduates  of  the  Liaison  Committee  on 
Medical  Education  accredited  medical  schools.” 

Report  Z of  the  Board  of  Trustees  was  adopted  as 
amended  in  lieu  of  New  Jersey’s  Resolution. 

2.  PRO  Denial  Notice.  This  Resolution  called  upon 
the  AMA  to  seek  an  amendment  to  the  Peer  Review 
Organization  law  requiring  Peer  Review  Organization 
agents  or  employees  to  verbally  notify  patients  within 
30  days  of  an  admission  or  continued  stay  denial,  as- 
suming responsibility  for  the  decision  and  fully 
answering  the  patient’s  questions. 

The  AMA  House  of  Delegates  referred  the  Resolution 
to  the  Board  of  Trustees  for  action. 

3.  Opposition  to  HCFA  Reimbursement  Delay.  A 
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Resolution  was  introduced  calling  upon  the  AMA  to 
oppose  the  Health  Care  Financing  Administration’s 
recent  consideration  of  a 28-day  payment  cycle  for 
Medicare  beneficiaries  which  would  place  an  unwar- 
ranted financial  burden  upon  the  elderly,  the  practi- 
tioners, and  facilities  which  serve  senior  citizens. 

Two  other  resolutions  on  this  same  topic  were  in- 
troduced by  other  states.  The  House  adopted  the  fol- 
lowing Substitute  Resolution  in  lieu  of  all  three  that 
were  proposed: 

Resolved,  that  the  AMA  seek  means  by  which  the 
problem  of  delayed  Medicare  reimbursements  for  phy- 
sicians' services  can  be  ameliorated,  and  express  its 
concern  and  displeasure  to  the  Health  Care  Financing 
Administration  about  the  practice  of  slowing  payment 
of  Medicare  claims  (including  the  recent  consideraton 
of  a 28-day  payment  cycle),  which  would  place  an  un- 
warranted financial  burden  upon  the  elderly,  the  prac- 
titioners, and  facilities  which  serve  senior  citizens;  and 
be  it  further 

Resolved,  that  the  AMA  attempt  to  develop  model 
state  legislation  to  establish  incentives  and/or  penal- 
ties among  private  and  public  third-party  payers 
toward  rectifying  the  problem  of  delayed  insurance 
reimbursements;  and  be  it  further 

Resolved,  that  reasonable  interest  should  begin  on 


uncontroverted  claims  not  later  than  30  days  following 
receipt  by  the  payer. 

4.  Veterans’  Care.  This  Resolution  called  upon  the 
AMA  to  promote  a revision  of  the  present  system  of 
veterans'  care  at  the  national  level  in  an  effort  to 
provide  better  veterans  care  through  existing  local  re- 
sources to  help  reduce  the  federal  deficit. 

The  AMA  House  adopted  the  following  Substitute 
Resolution: 

Resolved,  that  the  AMA  Board  of  Trustees  review  the 
impact  of  recent  changes  in  Veterans  Administration 
policy  to  make  greater  utilization  of  existing  communi- 
ty resources  and  the  effects  of  recently  enacted 
provisions  of  the  Consolidated  Omnibus  Budget  Rec- 
onciliation Act  of  1985,  P.L.  99-272,  placing  limitations 
on  the  eligibility  of  veterans  for  VA  care,  and  report 
back  to  the  House  of  Delegates  at  the  December  1986 
meeting. 

5.  Fairness  in  Cost  Containment.  A Resolution  was 
introduced  which  called  upon  the  AMA  to  petition  the 
United  States  Congress  to  require  all  vendors  and 
manufacturers  of  medical  supplies  to  share  in  cost 
containment  equal  to  the  constraints  placed  upon  the 
medical  profession. 

The  Resolution  was  referred  to  the  AMA  Board  of 
Trustees  for  report  back  to  the  House  of  Delegates. 

HOUSE  ACTION:  Filed. 
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At  its  meeting  on  October  19,  1986,  the  Board  of 
Trustees  considered  the  report  of  the  Statewide 
HMO/IPA  Feasibility  Committee  along  with  the  Ex- 
ecutive Summary  of  the  Touche  Ross  report.  The  mat- 
ter was  presented  by  Bernard  Robins,  M.D.,  Chairman 
of  the  Committee,  and  Kevin  Tylus  and  Douglas  New- 
ton, both  from  Touche  Ross. 

The  Board  of  Trustees  concurred  with  the  findings 
and  conclusions  of  the  Committee  that  the  Society 
should  not  sponsor  an  HMO/IPA  or  Alternative  De- 
livery System  at  this  time.  The  report  of  the  Committee 
as  well  as  the  Touche  Ross  summary  follow. 

Executive  Summary:  Touche  Ross.  Touche  Ross  & 
Co.  is  pleased  to  submit  this  report  which  summarizes 
the  results  of  the  study  to  determine  whether  or  not 
a statewide  physician-sponsored  IPA/HMO  could  be 
developed  by  the  Medical  Society  of  New  Jersey.  The 
Medical  Society  of  New  Jersey  and  its  specially  ap- 
pointed IPA/HMO  Feasibility  Committee  asked  Touche 
Ross  to  assist  in  performing  the  preliminary  market 
and  opportunity  assessment  and  to  recommend  a 
model  for  the  development  of  this  alternative  delivery 
system  (ADS)  plan.  The  New  Jersey  Association  of  Os- 
teopathic Physicians  and  Surgeons  also  were  rep- 
resented in  the  evaluation  process.  The  goal  of  the 
effort  was  to  determine  whether  the  ADS  plan  could 
distinguish  itself  and  be  an  attractive  and  viable  op- 
tion. This  report  summarizes:  1 ) the  primary  objectives 
of  the  IPA/HMO  Feasibility  Committee:  2)  assumptions 
developed  for  the  evaluation  process;  3)  the  major  rec- 
ommendations and  findings  resulting  from  the 


analyses;  and  4)  rationale  related  to  the  recommen- 
dations and  findings. 

Objective  of  the  Engagement.  The  objective  of  the 
engagement  was  to  determine  whether  or  not  the 
Medical  Society  of  New  Jersey  successfully  could  spon- 
sor an  alternative  delivery  system  plan  which  would 
offer  physicians  and  enrollees  an  attractive  alternative 
to  existing  HMOs  already  in  the  marketplace.  Any 
physician-sponsored  plan  would  need  to  meet  a mini- 
mum set  of  standards  including; 

• Insuring  and  maintaining  a high-quality  of  pa- 
tient care  and  preserving  the  patient-doctor  rela- 
tionship. 

• Preserving  the  concept  of  the  fee-for-service 
method  of  payment  to  the  greatest  extent  possible. 

• Maintaining  and/or  expanding  physician  mem- 
bers’ patient  bases. 

• Maintaining  and/or  improving  physician  mem- 
bers’ control  over  their  practices  and  achieving  greater 
independence  from  existing  prepaid  plans. 

• Determining  an  acceptable  level  of  risk  to  the 
members  of  the  Medical  Society  and  the  Association 
of  Osteopathic  Physicians  and  Surgeons. 

Assumptions.  At  the  beginning  of  the  study,  a 
number  of  assumptions  were  made  concerning  (he 
ADS  plan  and  the  marketplace  in  which  the  plan  would 
be  offered.  First,  it  was  assumed  that  the  ADS  plan 
would  necessarily  need  to  be  seen  by  both  the  pro- 
viders and  purchasers  as  an  innovative  alternative  to 
existing  HMO  plans.  It  also  was  assumed  that  the  plan, 
if  approved  and  implemented,  would  not  be  able  to 
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force  certain  existing  HMOs  out  of  the  New  Jersey 
marketplace.  Rather,  the  objective  of  the  physician- 
sponsored  ADS  plan  would  be  to  allow  its  member 
physicians  the  opportunity  to  participate  in  the  grow- 
ing prepaid  care  industiy  and  to  develop  a plan  where- 
by physicians  could  exercise  greater  control  over 
health  care  delivery  and  utilization. 

Requirements  for  Feasibility.  The  findings  and  con- 
clusions of  the  IPA/HMO  Feasibility  Committee  and 
Touche  Ross  indicate  that  it  could  be  feasible  to  de- 
velop a new  ADS  plan  within  the  state.  The  develop- 
ment and  implementation  of  the  proposed  plan,  how- 
ever, would  require  a significant  level  of  capitalization 
and  a combination  of  the  following  factors: 

• The  ability  to  effectively  market  the  Plan  and  to  sell 
the  positive  aspects  of  a physician-sponsored  HMO/ 
PPc  . 

• An  adequate  level  of  physician  interest  and  com- 
mitment, both  as  providers  and  equity  participants. 

• The  selection  of  an  appropriate  management  com- 
pany which  can  assist  the  Plan  to  meet  its  objectives. 

• The  ability  to  achieve  utilization  levels  that  are 
within  managed  care  standards. 

• The  capability  for  the  equity  participants  to  fund 
start-up  and  initial  working  capital  costs. 

Summary  of  Major  Findings  and  Conclusions.  As  a 
result  of  the  extensive  evaluations  and  analyses  pre- 
sented at  numerous  meetings  of  the  IPA/HMO  Feasi- 
bility Committee  and  Touche  Ross,  the  following  find- 
ings and  conclusions  resulted: 

• There  appears  to  be  additional  capacity  within  the 
New  Jersey  HMO  marketplace  and  sufficient  market 
opportunity  to  support  the  development  of  new 
alternative  deliveiy  system  plans. 

• The  results  of  the  physician  survey  of  all  MSNJ 
and  NJAOPS  members  indicate  that  there  is  signifi- 
cant physician  support  for  a physician-sponsored 
alternative  delivery  plan.  Approximately  2,010  phy- 
sicians responded  to  the  survey,  of  which  70  percent 
indicated  interest  is  participating  as  a provider:  about 
43  percent  indicated  interest  in  contributing  equity  to 
the  new  venture. 

• To  distinguish  itself,  a new  HMO  would  need  to 
offer  provider  choice  and  flexibility  of  benefits.  An  in- 
novative HMO/PPO  was  designed  and  should  include 
a dual  option  HMO  and  PPO  product  in  order  to  be 
attractive  to  both  employers  and  providers.  This  Plan 
would  be  more  competitive  as  the  dual  (HMO,  PPO)  and 
triple  option  (indemnity,  HMO,  PPO)  offerings  become 
the  standard. 

• Market  competition  ultimately  will  dictate  wheth- 
er a new  HMO/PPO  offering  succeeds  or  fails.  However, 
to  improve  the  likelihood  for  success,  the  HMO/PPO 
offering  should  be:  highly  capitalized,  well-managed 
and  operated,  competitively  priced  and,  capable  of 
providing  geographic  coverage  through  the  Plan's 
network  of  providers. 

• The  Plan  should  be  marketed  as  a statewide  plan 
and  physicians  should  be  recruited  accordingly.  How- 
ever, in  reality,  implementation  would  occur  in  several 
regional  phases.  Implementation  should  be  targeted  to 
those  areas  which  demonstrate  the  greatest  potential 
for  market  penetration. 

• The  corporate  structure  should  include  a “Holding 
Company”  of  which  the  Board  of  Trustees  would  be 


responsible  for  all  policy  decisions.  A management 
company  should  be  selected  to  implement  the  policies 
of  the  “Holding  Company”  and  to  manage  and  execute 
daily  operations. 

• The  corporate  structure  should  include  a stock 
company,  allowing  physician  equity  participants  to 
purchase  one  share  of  stock  per  physician.  The  man- 
agement company  should  be  given  the  option  to  be- 
come a minority  stock  owner  as  an  additional  incen- 
tive for  performance. 

• A Medical  Standards  and  Credentialing  Commit- 
tee should  be  formed  to  develop  utilization  review 
guidelines  and  credentialing  standards.  This  Commit- 
tee should  be  responsible  for  determining  all  policies 
related  to  medical  care  standards  and  guidelines 
which  are  separate  from  business  policy  decisions^ 

• Fee-for-service  reimbursement  for  physician  office 
services  should  be  set  at  about  the  90th  percentile  fee 
screen.  Existing  fee  data  bases  need  to  be  evaluated 
and  confidential  surveys  of  physicians  fees  may  be 
necessary.  Actual  screen  reimbursement  levels  can  be 
determined  only  after  review  and  analysis  of  these 
data.  In  reality,  fee-for-service  reimbursement  may  not 
be  attainable  at  the  90th  percentile  in  order  to  be 
competitive.  In  addition,  the  traditional  forces  of  man- 
aged care  could  place  additional  pressure  on  the  fees 
and  volumes  of  the  specialty  physicians.  The  actual 
reimbursement  level  will  be  dictated  by  the  competitive 
factors  within  the  marketplace. 

• Risk  to  the  physicians  should  be  structured  at  20 
percent  of  the  90th  percent  fee  level.  This  20  percent 
should  be  withheld  and  set  aside  in  a reserve  fund  and 
distributed  at  year-end  based  upon  the  plan’s  ability 
to  meet  utilization  criteria  established  by  the  Board, 
the  Board’s  Medical  Standards  and  Credentialing 
Committee,  and  the  management  company.  The  re- 
maining 80  percent  of  fees  would  be  distributed  on  a 
fee-for-service  basis. 

• The  appropriate  legal  counsel  should  be  consulted 
to  address  any  antitrust  issues  including  restraint  of 
trade  and  monopoly  considerations.  There  is  a strong 
likelihood  that  government  regulators  and/or  com- 
petitors would  challenge  the  Plan  depending  upon  fac- 
tors such  as  the  degree  of  physician  enrollment  and 
market  share  obtained  as  well  as  any  exclusivity  re- 
quirements of  the  Plan. 

• Initial  capitalization  requirements  of  the  ADS  plan 
could  be  approximately  $10  to  $12  million  for  de- 
velopmental, start-up,  operating  and  marketing  costs. 
Potential  financing  options  and/or  joint  venture  op- 
portunities are  discussed  within  this  report  and  need 
further  refinement  if  a decision  is  reached  to  proceed 
with  the  Plan. 

Impact  of  A Physician-Sponsored  ADS  Product 

Based  upon  the  requirements  for  feasibility,  findings, 
and  conclusions,  it  is  clear  that  the  successful  develop- 
ment and  implementation  of  a physician-sponsored  ( 
plan  would  be  characterized  by  the  following: 

• A physician-sponsored  plan  would  provide  phy- 
sician members  the  opportunity  to  participate  as  equi- 
ty partners  and  to  exercise  control  over  policy  de- 
cisions of  the  HMO/PPO. 

• If  statewide  HMO/PPO  enrollment  in  1990  in-  j 
eluded  30  percent  of  the  total  population  and  if  the  ( 
physician-sponsored  plan  captured  20  percent  of  the  ( 
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market,  enrollment  would  be  approximately  200,000 
enrollees.  We  expect  the  HMOs  in  New  Jersey  to  under- 
go a typical  business  cycle  whereby  consolidation  ul- 
timately would  occur.  In  reality,  the  physician-sponsor- 
ed plan  would  be  only  one  of  approximately  ten  surviv- 
ing HMOs.  Therefore,  the  physician-sponsored  plan 
would  have  a limited  impact  on  the  HMO  industry 
within  the  state  and  on  the  overall  trend  towards 
prepaid  care  plans. 

• The  physician-sponsored  plan  would  have  a lim- 
ited impact  on  individual  physicians’  practices. 

• There  is  limited  potential  for  profit  and  capital 
gain  resulting  from  the  physician-sponsored  plan. 

• Physicians  would  be  able  to  maintain  fee-for-ser- 
vice  reimbursement  but  fees  must  be  at  a discounted 
level  in  order  for  the  Plan  to  be  competitive.  Depending 
upon  competition  at  the  time  of  the  Plan’s  entrance 
into  the  marketplace,  a maximum  fee  screen  could  be 
set  at  the  90th  percentile.  Assuming  utilization  ex- 
perience of  the  Plan  permits  the  entire  amount  of  the 
20  percent  withhold  to  be  distributed  at*  year-end, 
there  is  the  potential  for  90  percent  of  the  physicians 
to  receive  their  full  fees. 

• As  the  physician-sponsored  plan  grows,  contracts 
would  need  to  be  signed  with  hospitals  and  providers 
of  other  health  services.  Negotiating  these  contracts 
would  require  significant  resources. 

• Antitrust  considerations  may  be  manageable  but 
could  present  some  significant  challenges,  particularly 
if  the  Plan  is  successful  in  gaining  significant  market 
share.  In  addition,  the  non-exclusivity  requirements  of 
the  Plan  need  to  be  emphasized.  These  issues  stress 
the  importance  of  hiring  expert  legal  counsel  early  in 
the  process. 

• Pursuing  a physician-sponsored  HMO/PPO  ul- 
timately may  cause  a decrease  in  MSNJ  and  NJAOPS 
membership. 

• A capital  investment  of  up  to  approximately 
$750,000  would  be  required  in  order  to  determine 
more  accurately  the  ability  to  capitalize  the  Plan.  This 
determination  would  need  to  be  based  upon  a final 
design  of  capital  requirements,  physician  fee  sched- 
ules and  utilization  and  management  standards. 

• A "window  of  opportunity”  for  the  development  of 
a new  ADS  plan  exists.  However,  the  ability  for  MSNJ 
to  enter  the  market  within  the  next  12  to  18  months 
may  determine  the  ultimate  success  of  the  Plan.  En- 
trance into  the  marketplace  after  this  time  necessarily 
would  mean  facing  a different  and  probably  greater  set 
of  challenges  and  competitive  forces  and  thus  would 
be  more  expensive. 

• In  conclusion,  an  innovative  alternative  delivery 
plan  has  been  designed  which  can  distinguish  itself 
from  competitive  plans  already  in  the  marketplace.  If 
implemented,  however,  success  cannot  be  guaranteed 
since  factors  including  timing  and  capitalization  are 
critical.  By  the  time  the  Plan  is  implemented,  there 
already  may  be  plans  which  can  rival  the  innovative 
aspects  of  the  physician-sponsored  plan.  Furthermore, 
if  the  Plan  is  successful,  it  is  important  to  understand 
that  the  physician’s  business  relationships  with  this 
plan  would  not  be  noticeably  different  from  their  exist- 
ing relationships  with  other  ADS  plans.  The  physi- 
cians still  would  be  confronted  with  the  same  set  of 
clinical  and  business  pressures  which  exist  under  any 


managed  care  plan  with  stringent  utilization  stan- 
dards and  controls. 

Committee  Report.  Mr.  Tylus  reported  that  they 
have  received  approximately  1,900  responses  to  date 
to  the  MSNJ  membership  survey  regarding  a Society- 
sponsored  HMO/IPA  Approximately  60  percent  of  the 
respondents  were  in  individual  practices  and  39  per- 
cent were  in  groups.  Of  these,  26  percent  thought  their 
practices  would  increase,  30  percent  thought  there 
would  be  no  impact,  and  38  percent  thought  there 
would  be  a decrease  in  their  practices;  81  percent  felt 
HMOs  would  have  a negative  effect  on  fee-for-service 
payments  to  physicians.  About  30  percent  thought 
that  incidents  of  service  would  be  reduced  and  about 
50  percent  felt  that  hospital  utilization  would  be 
negatively  impacted  by  HMOs.  The  results  of  the  survey 
appear  to  coincide  basically  with  the  feelings  of  this 
Committee  with  no  new  features  suggested  for  the 
proposed  HMO/IPA  which  have  not  already  been  cov- 
ered. Of  those  responding,  71  percent  would  be 
interested  in  participating  in  the  Society’s  HMO/IPA 
as  a provider,  21  percent  said  no.  Also,  46  percent  said 
they  would  be  interested  in  being  an  equity  partici- 
pant, another  30  percent  desired  more  information.  A 
complete  analysis  of  the  survey  results  will  be  included 
in  the  final  report. 

The  following  points  were  carefully  scrutinized: 

• Alternative  Corporate  Structure  and  Plan.  The 

Society’s  proposed  plan,  PPO  options  with  an  HMO,  is 
new  and  better  than  what  currently  is  in  the  market- 
place, having  choices  for  physicians  that  other  pro- 
grams do  not  have.  It  was  agreed  that  the  amount 
withheld,  to  be  refunded  at  year  end  based  on  actual 
performance,  would  be  20  percent  for  physicians  par- 
ticipating as  providers  only  and  10  percent  from  phy- 
sicians who  are  equity  participants  and  providers. 

• Market  Potential.  It  was  concluded  that  the  field 
still  is  growing  and  that  there  is  room  for  more  HMOs 
in  the  market.  A potential  180,000  participants  is  esti- 
mated for  this  plan  four  to  five  years  after  organization, 
excluding  those  captured  from  other  plans. 

• Legal  Considerations.  Because  the  Society's  pro- 
gram would  have  no  restriction  on  participating  phy- 
sicians joining  other  plans,  and  the  plan’s  market 
potential  and  reasonable  expectations  are  within  anti- 
trust guidelines,  there  should  be  no  antitrust  or  re- 
straint of  trade  challenge.  This  point  will  be  clarified 
in  the  final  report. 

• Specific  Product  Offerings.  The  proposed  plan 
would  have  a PPO/HMO  structure. 

• Management  Company.  The  advantage  of  hiring 
a management  company  over  the  Society  doing  this 
work  itself  was  considered.  The  cost  of  both  ap- 
proaches will  need  to  be  reviewed  more  carefully  before 
a decision  is  made,  taking  into  consideration  any  busi- 
ness philosophy  differences  between  the  Society  and 
such  a company. 

• Capitalization  Requirements.  The  planning,  pre- 
operational  phases  and  preliminary  marketing  such  as 
brochures,  etc.,  will  cost  approximately  $750,000  (the 
first  18  months).  The  actual  marketing  to  attract  en- 
rollees, going  to  employers,  advertising  (TV  and  radio) 
in  competition  with  the  other  plans,  mid  conducting 
day-to-day  business  will  require  $10  million  to  $12 
million  over  the  first  two  years.  This  will  be  necessi- 
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tated  by  the  amount  of  competition  today  and  the 
existence  of  two  major  metropolitan  markets  just 
outside  the  state  where  many  New  Jersey  residents 
work  and  which  should  be  covered.  There  is  no  signifi- 
cant way  that  this  preliminaiy  amount  can  be  reduced 
and  unless  the  plan  is  capitalized  properly  from  the 
beginning,  it  will  not  succeed. 

• Capitalization  Options.  According  to  projections, 
if  participating  physicians  are  to  be  the  only  source  of 
capital,  the  plan  would  be  severely  short  of  funds.  With 
39  percent  of  the  Society’s  active  members  enrolled  at 
$2,000  per  physician,  only  $6  million  would  be  raised 
(half  of  what  is  needed).  Also,  requiring  a $2,000  in- 
vestment per  physician  would  cause  a significant  re- 
duction in  interest  in  the  plan.  The  program  could 
raise  the  additional  $6  million  by  obtaining  $2,000 
capital  call  options  from  those  members  already  in- 
vested in  the  program  to  be  used  as  security  in  obtain- 
ing the  additional  funds  in  long-term  debt. 

Other  sources  of  possible  investment  were  reviewed. 
Venture  capitalists  probably  would  not  provide  the  ad- 
ditional equity,  HMOs  no  longer  being  as  desirable  as 
they  were  just  two  years  ago.  The  possibility  of  finding 
an  insurance  company  willing  to  invest  in  the  program 
was  considered  highly  unlikely. 

It  was  concluded  that  physician  investment  may 
raise  $4  million  or  $5  million,  but  not  the  $10  million 
to  $12  million  required.  Other  sources  of  investment 
are  very  uncertain. 

• Ability  to  Sell  Provider-Sponsored  Plan.  The  So- 
ciety would  need  to  convince  employers  or  small 
groups  that  a provider-sponsored  plan  would  care 
about  cost 

• Impact  on  MSNJ  Membership.  If  the  Society  im- 
plements this  program,  some  members,  (up  to  40  per- 
cent), may  become  so  irate  that  they  would  drop  their 
membership. 

• Credentialing/ Membership  Effect.  This  is  neces- 
saiy  for  a quality  and  competitive  program;  however, 
in  enforcing  this  it  may  have  an  adverse  affect  on  the 
Society’s  membership. 

• Future  Role  of  MSNJ  in  Industry.  If  the  Society 
does  not  go  ahead  with  an  HMO,  should  it  provide 
advice  on  contracting  to  its  membership? 

• Impact  on  Physician  Practices.  The  Society’s  plan 
will  have  little  effect  on  the  total  environment.  With  the 
major  five  HMOs  and  indemnity  insurers,  there  always 
will  be  a number  of  different  payors  in  any  physician’s 
practice.  It  is  unlikely  that  for  a given  physician,  the 


majority  of  patients  would  ever  come  from  the  Society’s 
plan  regardless  of  how  successful  it  is. 

• Future  Marketplace  Competition.  Pricing  struc- 
ture, fee  schedule,  requirements  for  marketing,  etc.,  all 
will  be  based  on  the  competition  and  where  the  So- 
ciety’s program  fits  competitively. 

• Statewide /Regional  in  Impact.  The  Society’s  pro- 
gram will  be  licensed  statewide  but  will  have  impact 
only  regionally. 

The  following  conclusions  were  reached  in  for- 
mulating the  action  to  be  recommended  to  the  Society: 

Feasibility:  There  is  sufficient  market  opportunity 
for  the  Society’s  plan.  The  Society  can  present  a unique 
organization  and  offering  that  can  differentiate  itself 
from  the  rest  of  the  market.  The  legal  (antitrust)  issues 
are  probably  manageable,  unless  the  Society’s  plan  be- 
comes dominant  in  the  marketplace.  There  is  a serious 
question  on  whether  or  not  sufficient  capital  can  be 
raised. 

If  sufficient  capital  can  be  raised,  the  requirements 
for  the  plan  to  be  feasible  then  would  be:  a manage- 
ment company;  utilization  within  managed  care  stan- 
dards (gatekeepers  or  equivalent);  market  the  provider- 
sponsored  plan  as  a positive  feature,  and  capitaliza- 
tion— sufficient  physician  interest  for  a bold  move  for- 
ward. 

From  the  viewpoint  of  physicians,  this  program  will 
have:  limited  impact  on  the  trend  in  medical  care  in 
the  state,  limited  impact  on  individual  practices,  lim- 
ited potential  for  profit  or  capital  gain  as  an  invest- 
ment, and  a discounted  fee-for-service  structure  with 
some  risk  not  full  rates  must  be  used. 

If  the  Society  decides  to  proceed  with  implementa- 
tion of  the  program,  it  will  be  necessary  to  spend  half 
to  two-thirds  of  the  initial  $750,000  before  it  is  known 
whether  or  not  the  full  amount  of  capital  can  be  raised. 

Recommendation:  That  the  Society  neither  sponsor 
nor  create  an  HMO/IPA  alternative  delivery  system. 

HOUSE  ACTION:  Adopted. 

Recommendation:  Since  factors  are  subject  to 
change,  the  Board  of  Trustees  shall  review  this  concept 
annually  for  the  next  several  years  and  submit  ap- 
propriate reports  to  the  House. 

HOUSE  ACTION:  Not  adopted. 

New  Business:  Resolved,  that  the  Medical  Society 
of  New  Jersey  not  ally  itself  with  or  promote  any 
HMO/IPA. 

HOUSE  ACTION:  Adopted. 
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NEW... ONCE  DAILY 


OF  MANAGEMENT 


IN  MILD  TO  MODERATE 
HYPERTENSION 


A MORE 

LOGICAL  COURSE 


PRO¥EN  EFFICACY 


Blanche , R. : 47,  chronic 
bronchitis,  heavy  smoker 
BP  165/105 


Alice v W.:  65, 
overweight  diabetic, 
BP  190/98 


James,  B. : 38,  asthmat  li 
moderate  angina, 

BP  150/107  ! si 


Proven  efficacy... 

m Reduces  diastolic  and  systolic 
pressure  regardless  of  age  or  race1 

■■  Shown  superior  to  propranolol 
in  several  clinical  studies24 

" As  effective  as  metoprolol, 
pindolol,  and  labetalol3  5 6 


. . . with  established  built-in 
benefits  for  optimal 
patient  acceptance 

“ Low  incidence  of  fatigue 

™ Mental  depression,  impotence 
rarely  reported 

“ No  adverse  effect  on  potassium, 
uric  acid,  lipid,  or  glucose  levels2, 79 

™ Safe  in  COPD  and  asthmatic 
patients 


Safe  in  diabetic  patients10 


hn,  K. : 42,  confirmed 
diastolic  BP  102, 
abnormal  lipid  profile 


Thomas,  G. : 70,  asthma- 
tic, drug  induced  hypoka- 
lemia/hyperuricemia, 

BP  190/98 


Peter,  M. : 53, 
workaholic,  chronically 
fatigued,  BP  180/92 


NEW 

ONCE  DAILY 


i lijlf  f u ILJil J 

240  mg  scored, sustained-release  tablets 

Antihypertensive  therapy  you  and 
your  patients  can  live  with 


Please  see  brief  summary  for  contraindications,  warnings, 
precautions,  most  common  side  effects,  and  rates  of  occurrence. 


ISOPTIN. . . SAFETY  BACKED 
BY  OVER  23  YEARS  OF  WORLDWIDE 
CLINICAL  EXPERIENCE  * 


Side  effects  most  commonly  encountered 
with  ISOPTIN 


Constipation 

8.4% 

CHFor 

Contraindications:  Severe  left 

Dizziness 

3.5% 

Pulmonary  Edema 

1.8% 

ventricular  dysfunction,  hypotension 

Nausea 

2.7% 

Fatigue 

1.7% 

(systolic  pressure  < 90  mm  Hg)  or 

Hypotension 

2.5% 

Bradycardia 

1.4% 

cardiogenic  shock,  sick  sinus  syndrome 

Edema 

Headache 

2.1% 

1.9% 

AV  Block  (3°) 

0.8% 

or  second-  or  third-degree  AV  block 
(if  no  artificial  pacemaker  is  present). 

Above  incidences  of  adverse  reactions  derived  from  clinical 
trials  in  4,954  patients. 


NOW  INDICATED  IN  HYPERTENSION. . . 
FOR  PROVEN  EFFICACY  AND  A GREATEI 
FREEDOM  FROM  SIDE  EFFECTS 


new 

ONCE  DAILY 

ISOPTIhT-ir: 

(verapamil  HCI/Knoll) 

240  mg  scored, sustained -release  tablets 

Antihypertensive  therapy  you  anc 
yourpatients  can  live  with 

ISOPTIN  (verapamil  HCI/Knoll)  is  also  available  as  80  mg  and 
120  mg  scored,  film- coated,  regular-release  tablets. 


‘Includes  eight  years  of  clinical  experience  in  hypertension. 


Knoll  Pharmaceuticals 

A Unit  of  BASF  K&F  Corporation 
Whippany,  New  Jersey  07981 


BASF  Group 


knoll 


REFERENCES:  1.  Cubeddu  LX,  Aranda  J,  Singh  B,  et  al:  JAMA  1986;256:2214-2221.  2.  Leonetti  G,  Pasotti 
Ferrari  GP,  et  al:  Acta  Medica  Scand  1984;  suppi  681:137-141.  3.  Data  on  file,  Knoll  Pharmaceuticals. 

4.  Flalperin  AK,  Kirsten  M,  Gross  PA,  et  al:  Clin  Pharmacol  Ther  1984;36:750-758.  5.  Anavekar  SN, 
Christophidis  N,  Louis  WJ,  et  al:  J Cardiovasc  Pharmacol  1981;3:287-292.  6.  Anavekar  SN,  Barter  C, 
Adam  WR,  et  al:  J Cardiovasc  Pharmacol  1982;4:S374-S377.  7.  Lewis  GRJ,  Steward  DJ,  Lewis  BM,  et  al:  li 
Symposium  on  Calcium  Antagonism  in  Cardiovasc  Ther  1980;270-277.  8.  Leonetti  G,  Sala  C,  Bichanini  C, 
et  al:  EurJ  Clin  Pharmacol  1980;18:375-382.  9.  Midtbo  K,  Hals  0,  van  der  Meer  J,  et  al:  J Cardiovasc 
Pharmacol  1982;4:363-368. 10.  Rojdmark  5,  Andersson  DEH:  Am  J Cardiol  1986;57:39D-43D. 


Please  see  brief  summary  on  following  page. 
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NEW... ONCE  DAILY  Brief  Summary 

IN  MILD  TO  MODERATE 
HYPERTENSION 

ISOPTir-SR 
(verapamil  HCI/Knoll) 

240  mg  scored,  sustained-release  tablets 

CONTRAINDICATIONS:  1)  Severe  left  ventricular  dysfunction  (see  WARNINGS),  2)  Hypotension 
; (less  than  90  mmHg  systolic  pressure)  or  cardiogenic  shock,  3)  Sick  sinus  syndrome  or  2nd  or 
j 3rd  degree  AV  block  (except  in  patients  with  a functioning  artificial  ventricular  pacemaker). 

WARNINGS:  Heart  Failure:  ISOPTIN  should  be  avoided  in  patients  with  severe  left  ventricular 
dysfunction  (see  DRUG  INTERACTIONS)  Patients  with  milder  ventricular  dysfunction  should,  if 
possible,  be  controlled  before  verapamil  treatment.  Hypotension:  ISOPTIN  (verapamil  HCI)  may 
produce  occasional  symptomatic  hypotension.  Elevated  Liver  Enzymes:  Elevations  of  trans- 
aminases with  and  without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have 
been  reported  Periodic  monitoring  of  liver  function  in  patients  receiving  verapamil  is  therefore 
J prudent.  Accessory  Bypass  Tract  (Wolff-Parkinson-White):  Patients  with  paroxysmal  and/or 
chronic  atrial  flutter  or  atrial  fibrillation  and  a coexisting  accessory  AV  pathway  have  developed 
increased  antegrade  conduction  across  the  accessory  pathway  producing  a very  rapid 
.ventricular  response  or  ventricular  fibrillation  after  receiving  intravenous  verapamil  While  this 
has  not  been  reported  with  oral  verapamil,  it  should  be  considered  a potential  risk  Treatment  is 
usually  D C. -cardioversion.  Atrioventricular  Block:  The  effect  of  verapamil  on  AV  conduction  and 
the  SA  node  may  cause  asymptomatic  1st  degree  AV  block  and  transient  bradycardia.  Higher 
degrees  of  AV  block,  while  infrequent  (0  8%),  may  require  a reduction  in  dosage  or,  in  rare 
instances,  discontinuation  of  verapamil  HCI.  Patients  with  Hypertrophic  Cardiomyopathy 
(IHSS):  Although  verapamil  has  been  used  in  the  therapy  of  patients  with  IHSS,  severe 
cardiovascular  decompensation  and  death  have  been  noted  in  this  patient  population. 

PRECAUTIONS:  Impaired  Hepatic  or  Renal  Function:  Verapamil  is  highly  metabolized  by  the 
liver  with  about  70%  of  an  administered  dose  excreted  in  the  urine  In  patients  with  impaired 
hepatic  or  renal  function  verapamil  should  be  administered  cautiously  and  the  patients 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  excessive  phar- 
macological effects  (see  OVERDOSAGE). 

Drug  Interactions:  Beta  Blockers:  Concomitant  use  of  ISOPTIN  and  oral  beta-adrenergic 
blocking  agents  may  be  beneficial  in  certain  patients  with  chronic  stable  angina  or  hypertension, 
but  available  information  is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent 
treatment  in  patients  with  left  ventricular  dysfunction  or  cardiac  conduction  abnormalities. 
Digitalis:  Clinical  use  of  verapamil  in  digitalized  patients  has  shown  the  combination  to  be  well 
tolerated  if  digoxin  doses  are  properly  adjusted.  However,  chronic  verapamil  treatment  increases 
serum  digoxin  levels  by  50  to  75%  during  the  first  week  of  therapy  and  this  can  result  In  digitalis 
toxicity.  Upon  discontinuation  of  ISOPTIN  (verapamil  HCI),  the  patient  should  be  reassessed  to 
avoid  underdigitalization.  Antihypertensive  Agents:  Verapamil  administered  concomitantly  with 
oral  antihypertensive  agents  (e  g , vasodilators,  angiotensin-converting  enzyme  inhibitors, 
diuretics,  beta  blockers,  prazosin)  will  usually  have  an  additive  effect  on  lowering  blood 
pressure  Patients  receiving  these  combinations  should  be  appropriately  monitored  Dis- 
opyramide:  Disopyramide  should  not  be  administered  within  48  hours  before  or  24  hours  after 
verapamil  administration.  Quinidine:  In  patients  with  hypertrophic  cardiomyopathy  (IHSS), 
concomitant  use  of  verapamil  and  quinidine  resulted  in  significant  hypotension  There  has  been 
a report  of  increased  quinidine  levels  during  verapamil  therapy.  Nitrates:  The  pharmacologic 
profile  of  verapamil  and  nitrates  as  well  as  clinical  experience  suggest  beneficial  interactions. 
Cimetidine:  Two  clinical  trials  have  shown  a lack  of  significant  verapamil  interaction  with 
cimetidine.  A third  study  showed  cimetidine  reduced  verapamil  clearance  and  increased 
elimination  to  1/2.  Anesthetic  Agents:  Verapamil  may  potentiate  the  activity  of  neuromuscular 
blocking  agents  and  inhalation  anesthetics.  Carbamazepine:  Verapamil  may  increase  car- 
bamazepine  concentrations  during  combined  therapy.  Rifampin:  Therapy  with  rifampin  may 
markedly  reduce  oral  verapamil  bioavailability  Lithium:  Verapamil  may  lower  lithium  levels  in 
patient  on  chronic  oral  lithium  therapy.  Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility: 
There  was  no  evidence  of  a carcinogenic  potential  of  verapamil  administered  to  rats  for  two 
years.  Verapamil  was  not  mutagenic  in  the  Ames  test.  Studies  in  female  rats  did  not  show 
impaired  fertility.  Effects  on  male  fertility  have  not  been  determined  Pregnancy  (Category  C): 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  ISOPTIN  crosses  the 
placental  barrier  and  can  be  detected  in  umbilical  vein  blood  at  delivery  This  drug  should  be 
used  during  pregnancy,  labor,  and  delivery,  only  if  clearly  needed  Nursing  Mothers:  ISOPTIN  is 
excreted  in  human  milk,  therefore,  nursing  should  be  discontinued  while  verapamil  is 
administered.  Pediatric  Use:  Safety  and  efficacy  of  ISOPTIN  In  children  below  the  age  of  18  years 
have  not  been  established 

ADVERSE  REACTIONS:  Constipation  8.4%,  dizziness  3.5%,  nausea  2.7%,  hypotension  2.5%, 
edema  2.1%,  headache  1.9%,  CHF/pulmonary  edema  1.8%,  fatigue  1.7%,  bradycardia  1.4%, 
3°  AV  block  0 8%,  flushing  0.1%,  elevated  liver  enzymes  (see  WARNINGS).  The  following 
reactions,  reported  in  less  than  10%  of  patients,  occurred  under  conditions  (open  trials, 
marketing  experience)  where  a causal  relationship  is  uncertain;  they  are  mentioned  to  alert  the 
physician  to  a possible  relationship:  angina  pectoris,  arthralgia  and  rash,  AV  block,  blurred 
vision,  cerebrovascular  accident,  chest  pain,  claudication,  confusion,  diarrhea,  dry  mouth, 
dyspnea,  ecchymosis  or  bruising,  equilibrium  disorders,  exanthema,  gastrointestinal  distress, 
gingival  hyperplasia,  gynecomastia,  hair  loss,  hyperkeratosis,  impotence,  increased  urination, 
insomnia,  macules,  muscle  cramps,  myocardial  infarction,  palpitations,  paresthesia,  psychotic 
symptoms,  purpura  (vasculitis),  shakiness,  somnolence,  spotty  menstruation,  sweating, 
syncope,  urticaria  Treatment  of  Acute  Cardiovascular  Adverse  Reactions:  Whenever  severe 
hypotension  or  complete  AV  block  occur  following  oral  administration  of  verapamil,  the 
appropriate  emergency  measures  should  be  applied  immediately,  e g , intravenously  admin- 
istered isoproterenol  HCI,  levarterenol  bitartrate,  atropine  (all  in  the  usual  doses),  or  calcium 
gluconate  (10%  solution)  If  further  support  is  necessary,  inotropic  agents  (dopamine  or 
dobutamine)  may  be  administered.  Actual  treatment  and  dosage  should  depend  on  the  severity 
and  the  clinical  situation  and  the  judgment  and  experience  of  the  treating  physician. 

OVEROOSAGE:  Treatment  of  overdosage  should  be  supportive.  Beta-adrenergic  stimulation  or 
parenteral  administration  of  calcium  solutions  may  increase  calcium  ion  flux  across  the  slow 
channel,  and  have  been  used  effectively  in  treatment  of  deliberate  overdosage  with  verapamil 
Clinically  significant  hypotensive  reactions  or  fixed  high  degree  AV  block  should  be  treated  with 
vasopressor  agents  or  cardiac  pacing,  respectively.  Asystole  should  be  handled  by  the  usual 


measures  including  cardiopulmonary  resuscitation. 
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Turnimi 
Dreams 
Into  Reality 


“There's  no  way  I can  ever  thank  the 
volunteers  at  RFB  for  what  they've  done. 
There's  nothing  like  RFB." 

JOE  ENGRESSIA 
Telephone  Analyst  and  Consultant 


Dreams  of  a successful  career  and  an 
independent  future  have  become  real- 
ity for  thousands  of  blind  or  print- 
handicapped  persons  with  the  help  of 
Recording  for  the  Blind. 

Since  1948  Recording  for  the 
Blind  has  provided  more  than  one 
million  recorded  educational  books  to 
over  100,000  individuals.  Not  only  to 
students,  but  also  to  business  and  pro- 
fessional people  such  as  Joe  Engressia, 
a telephone  analyst  and  consultant.  All 
free  of  charge. 

But  each  year  more  students  and 
professionals  need  recorded  books. 
And  they  need  increasingly  technical 
and  specialized  texts.  By  joining  RFB's 
corps  of  recording  studio  volunteers 
or  giving  a tax-deductible  donation, 
you  can  help  more  dreams  become 
reality. 

To  find  out  more  about  this  service 
and  how  you  can  help,  write: 
Recording  for  the  Blind 
20  Roszel  Road 
Princeton,  New  Jersey  08540 


Recording  for  the  Blind 
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LOCATION  MAP 


Americana 
Host  Farm  Resort 

2300  Lincoln  Highway  East  (Route  30),  Lancaster,  Pennsylvania  17602  (717)  299-5500 


FROM  NEW  YORK 
Take  New  Jersey  Turnpike 
South  to  Pa  Turnpike  Take  Pf 
Turnpike  West  to  Interchange  No 
21  Travel  South  on  U S Rte  222 
to  U S Route  30  Travel  East  on 
U S Route  30,  approximately  5 
miles  to  Americana  Host  Farm 
Resort 


FROM  PITTSBURGH 
& POINTS  WEST 
Travel  East  on  Pa  Turnpike  to 
Int  19  Go  South  on  1-283  tor  30 
miles  into  Route  30  East  for  6 
miles  to  Americana  Host  Farm 
Resort 


FROM  PHILADELPHIA 
Take  Pa  Turnpike  West  to  Inter- 
change No  21  Travel  South  on 
U S Rte  222  to  U S Route  30 
Travel  East  on  U S Route  30,  ap- 
proximately 5 miles  to  Americana 
Host  Farm  Resort 


FROM  BALTIMORE 
& WASHINGTON 
Go  North  on  Interstate  Route 
83  to  York,  Pa  Turn  East  on  U S 
Route  30  for  32  miles  to  Ameri- 
cana Host  Farm  Resort 


BY  AIR 

Harrisburg  International  Airport 
(just  35  minutes  from  Host  by  lim- 
ousine or  car)  via  TWA  and  U S 
Air,  and  Lancaster  Airport  only 
minutes  away  with  daily  flights  via 
U S Air 

BY  RAILROAD 
Amtrak  to  Lancaster  Station 
Taxi  and  Rent-a-Car  Service 
available 


1 
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Americana  Host  Farm  Resort 

HOUSING  APPLICATION 
221st  ANNUAL  MEETING 
THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

THURSDAY,  APRIL  30,  TO  SUNDAY,  MAY  3,  1987 


HE  FOLLOWING  ARE  ALL-INCLUSIVE  PACKAGE  PLANS  BASED  ON 
MODIFIED  AMERICAN  PLAN,  INCLUDING  DINNER  AND  BREAKFAST 
>AILY  STARTING  WITH  DINNER  ON  THE  DAY  OF  ARRIVAL,  THE  SAT- 
IRDAY  NIGHT  BANQUET,  LIVE  CABARET  SHOWS  EACH  EVENING 
EATURING  A DIFFERENT  SHOW  EVERY  NIGHT,  STATE  SALES  TAX, 
kND  ALL  GRATUITIES  COVERING  BELLMEN  FOR  IN/OUT  LUGGAGE 
lERVICE,  CHAMBERMAIDS,  AND  ALL  MEAL  SERVICE  AS  OUTLINED: 


OUR-NIGHT  PACKAGE 

441.00  PER  PERSON,  SINGLE  OCCUPANCY 
326.85  PER  PERSON,  DOUBLE  OCCUPANCY 

144.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 

HREE-NIGHT  PACKAGE 

345.00  PER  PERSON,  SINGLE  OCCUPANCY 

255.00  PER  PERSON,  DOUBLE  OCCUPANCY 

108.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 

WO-NIGHT  PACKAGE 

249.00  PER  PERSON,  SINGLE  OCCUPANCY 
183.65  PER  PERSON,  DOUBLE  OCCUPANCY 

72.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 


• Forms  received  after  April  1,  1987, 
will  be  confirmed  on  an  “if  available” 
basis. 

• Fill  out  only  one  form  for  each  room 
required. 

• DEPOSIT  OF  $100  PER  ROOM 
MUST  ACCOMPANY  FORM  TO 
CONFIRM  RESERVATIONS. 

• Please  make  check  payable  to  HOST 
FARM.  Major  credit  cards  accepted 
at  hotel,  but  not  for  deposit. 

• Hotel  confirmation  is  required  for 
check-in. 

• Send  form  and  deposit  to: 

Host  Reservations 
2300  Lincoln  Highway  East 
Lancaster,  PA  17602 
717-299-5500 


)HECK  TYPE  OF  ROOM  REQUIRED: 


□ SINGLE  OCCUPANCY 


□ DOUBLE  OCCUPANCY 


'LEASE  NOTE:  Number  of  persons  attending  the  Inaugural  Dinner-Dance  honoring  President-Elect  and  Mrs.  Harry 
M.  Carnes  on  Saturday,  May  2,  1987 


LEASE  PRINT  OR  TYPE  THE  FOLLOWING  INFORMATION: 


JAME: 


NO.  of  CHILDREN: 


SHARING  ROOM  WITH: 


CHILDREN’S  AGES: 


ADDRESS:. 


DITY: 

3USINESS  PHONE  NO 

CHECK  IF  OFFICIAL  DELEGATE  □ 


ARRIVAL  DATE 

DAY 

DEPARTURE  DATE 

DAY 

STATE: ZIP: 

HOME  PHONE  NO 

COUNTY:  

CHECK-IN:  AFTER  4 PM 
CHECK-OUT:  BY  12  NOON 
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DOCTORS’ 

NOTEBOOK 


Trustees’  Minutes 
October  19,  1986 

A regular  meeting  of  the  Board  of 
Trustees  was  held  on  Sunday,  Octo- 
ber 19,  1986,  at  the  Executive  Of- 
fices in  Lawreneeville.  Detailed  min- 
utes are  on  file  with  the  secretary  of 
your  county  society.  A summary  of 
significant  actions  follows: 

Report  of  Executive  Director  . . . 

1)  MSNJ  Paid  Membership  , . . 

Noted  that  total  paid  memberships 
for  the  past  five  years  were  provided: 
7,507  (1986);  7,464  (1985);  7,497 
(1984);  7,408  (1983);  and  7,513 
(1982). 

2)  MSNJ  Financial  Statements  . . . 

Reviewed  and  approved  the  financial 
statements  for  the  period  ending 
August  31,  1986. 

3)  Recognition  of  New  Jersey  Fed- 
eration of  Physicians  and  Den- 
tists— Resolution  #32  (1986)  . . . 

Noted  that  recognition  of  the  ex- 
istence of  any  entity  or  group  by 
MSNJ  should  not  be  construed  im- 
plicitly or  explicitly  as  an  endorse- 
ment of  that  group.  Agreed  that  the 
New  Jersey  Federation  of  Physicians 


and  Dentists  should  be  advised  to 
cease  using  a logo  implying  MSNJ’s 
endorsement. 

4)  Status  of  New  Jersey  Urologic 
Society  . . . Agreed  to  postpone  ac- 
tion on  the  standing  of  the  specialty 
society  for  one  month,  pending  a re- 
port from  the  Urology  Section  of  the 
New  Jersey  Academy  of  Medicine. 

5)  Legislative  Report  . . . Noted 
that  three  bills  are  being  considered 
in  the  Senate:  Tort  Reform/Profes- 
sional Liability;  No-Fault  Fee  Sched- 
ule; and  Medicare  Assignment. 

UMDNJ  . . . Voted  to  postpone  a dis- 
cussion on  advertisements  stating 
the  financial  pressures  faced  by  New 
Jersey  hospitals  and  a report  stating 
that  the  mission  of  UMDNJ  is  to 
provide  health  care  to  New  Jersey’s 
medically  needy  population  until  the 
next  meeting  of  the  Board  at  which 
Dr.  Bergen  is  present. 

NJ  Hospital  Association  . . . Re 

viewed  comments  by  Mr.  Scibetta  on 
capital  reimbursement  under  the 
New  Jersey  DRG  system;  uncom- 
pensated care;  tax  reform;  a seminar 
in  March  on  joint  ventures;  and 
competition  among  New  Jersey  hos- 
pitals. 

Council  ©n  Legislation  . . . Ap- 
proved the  positions  recommended 
by  the  Council  on  Legislation  except 
S-1801  which  was  referred  to  the 
Council  on  Public  Health  for  dis- 
cussion and  input;  a complete  list- 
ing of  the  bills  of  medical  impor- 
tance begins  on  page  831. 

Council  on  Medical  Services  . . . 

Approved  the  following  recommen- 
dation: 

(1)  That  MSNJ  request  Prudential  to  set 
up  a mechanism  whereby  attending 
physicians  (participating  and  non- 
participating) are  notified  of  all  denials 
of  claims  for  reimbursement;  and  that 
MSNJ  notify  members  of  Congress  and 
the  Task  Force  Coalition  with  Senior 
Citizens  that  beneficiaries  are  being  de- 
nied payment  of  claims,  and  unless  phy- 
sicians are  notified  by  carriers  they  can- 
not assist  patients  in  appeal. 

(2)  That  Prudential  be  urged  to  hold 
seminars  and  distribute  bulletins  to 
physicians,  by  specialty,  explaining 
CPT-4  coding,  filling  out  claim  forms, 
and  Prudential’s  payment  guidelines. 

(3)  That  Prudential  be  requested  to  pub- 
lish a list  of  their  physician  consultants. 

(4)  That  the  Council  be  authorized  to 
look  at  ongoing  problems,  and  hold  fu- 
ture discussions  with  Prudential. 


Committee  on  Biomedical  Ethics 

. . . Approved  the  following  rec- 
ommendation: 

That  the  Board  of  Trustees  approve  the 
Refusal  of  Life-Sustaining  Procedures 
Directive  (Living  Will)  and  the  Life-Sus- 
taining Directive  to  Physicians  for  pre- 
sentation to  the  Governor's  Commission 
To  Study  the  Legal  and  Ethical  Problems 
for  the  Delivery  of  Health  Care  for  their 
ethical  and  legal  input. 

Statewide  HMO/IPA  Feasibility 
Committee  . . . Concurred  with  the 
findings  and  conclusions  of  the 
Committee  and  will  recommend  to 
the  House  of  Delegates  that  MSNJ 
neither  sponsor  nor  create  an 
HMO/IPA  alternative  delivery  sys- 
tem; and  that  that  Board  be 
authorized  to  review  this  concept 
annually  for  the  next  several  years 
and  submit  appropriate  reports  to 
the  House  of  Delegates. 

Governing  Council,  Hospital  Medi- 
cal Staff  Section  . . . Agreed  with 
the  Governing  Council’s  suggestion 
regarding  Resolution  #37,  Member- 
ship in  a Professional  Society  as  a 
Requirement  for  Hospital  Privileges. 
Noted  that  the  Council  agrees  with 
the  Resolution’s  intent,  but  sees  a 
problem  with  such  a mandatory  re- 
quirement and  felt  that  the  Resolu- 
tion should  be  modified  to  incor- 
porate the  provision  that  the  rec- 
ognized professional  society  must 
have  a mechanism  for  peer  review. 

MSNJ  Senior  Citizens  Forum  ... 

Received  for  informational  purposes 
a written  report  from  A.  Ralph 
Kristeller,  M.D.,  on  a meeting  held  at 
MSNJ  to  discuss  plans  for  the  senior 
citizen  forum  on  April  9,  1987. 

New  Jersey  Action  Convention  . . . 

Received  and  noted  information  J 
from  Dr.  Kristeller  on  the  New  Jersey 
Citizen  Action  Convention. 

New  Business  . . . Adopted  the  fol- 
lowing resolution: 

Whereas,  current  insurance  card  I.D. 
numbers  do  not  indicate  whether  or  not 
the  carrier  is  a primaiy  or  secondary 
payer;  and 

Whereas,  many  patients  do  not  have 
such  information  or  provide  the  physi- 
cian’s office  with  this  information;  and 

Whereas,  if  this  information  was  printed 
on  the  I.D.  card  from  carriers  such  as 
Medicare,  Blue  Cross/Blue  Shield,  or  pri- 

NEW  JERSEY  MEDICINE  1 ( 


828 


vate  carriers,  it  would  expedite  reduction 
of  voluminous  paperwork  and  unneces- 
sary telephone  calls  or  submission  of 
duplicate  claims;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New 

I Jersey  write  to  the  Commissioner  of  In- 
surance and  request  that  information  on 
whether  or  not  the  carrier  is  the  primaty 
insurer  be  supplied  by  insurance  car- 
riers on  the  patient  I.D.  cards. 

UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 
President 

New  Jersey  has  the  fourth  largest 
number  of  confirmed  AIDS  cases 
among  the  states.  Among  cities, 
Newark  has  the  fourth  largest  num- 
ber of  confirmed  cases.  Because  so 
many  of  the  Newark  patients  are 
intravenous  drug  abusers — rather 
than  gay  men— Newark  and  north- 
ern Jersey  have  seen  a tragic  num- 
ber of  babies  bom  to  infected  moth- 
ers: babies  bom  with  AIDS. 

James  Oleske,  M.D.,  associate 
professor  of  pediatrics  at  the 
UMDNJ-New  Jersey  Medical  School, 
was  one  of  the  first  physicians  to 
describe  acquired  immunodeficien- 
cy syndrome  in  children.  Since 
1981,  he  and  his  colleagues  have 
cared  for  more  than  100  AIDS  chil- 
dren at  Children’s  Hospital  of  New 
Jersey  in  Newark,  a unit  of  United 
Hospitals  Medical  Center.  Forty  of 
those  children  have  died.  Nationally, 
there  are  some  2,000  children 


among  the  nearly  25,000  reported 
AIDS  cases;  as  many  as  1 million 
Americans  are  estimated  to  have 
been  exposed  to  the  AIDS  vims. 

Ominous  as  those  figures  are,  the 
future  is  even  more  frightening.  Re- 
searchers at  the  Centers  for  Disease 
Control  (CDC)  predict  that  by  1991, 
13  million  Americans  will  have  been 
exposed  to  the  vims  and  a quarter 
of  a million  will  have  the  disease- 
including  20,000  children. 

The  CDC  has  awarded  Dr.  Oleske 
a $2.5  million  grant  to  study  how 
the  disease  progresses  in  children, 
based  on  his  patient  population  in 
Newark.  Dr.  Oleske  believes  that  the 
newborn  child  provides  the  best 
model  for  examining  the  nature  of 
the  disease,  because  it  allows  the  re- 
searchers to  follow  the  course  of  the 
disease  from  inception. 

In  addition  to  the  physical  de- 
velopment of  the  disease,  the  five- 
year  study  also  is  concerned  with 
the  social  impact  of  AIDS,  and  will 
address  problems  related  to  educa- 
tion, transportation  to  schools  and 
hospitals,  and  the  needs  of  families 
who  must  cope  with  the  stresses  of 
caring  for  the  chronically  ill  individ- 
ual. Those  stresses  are  all  the  more 
severe,  of  course,  when  one  or  both 
of  the  parents  is  an  AIDS  victim  or 
an  intravenous  dmg  abuser. 

UMDNJ  is  very  proud  of  Dr. 
Oleske’s  achievements  in  the  field  of 
pediatric  AIDS,  and  that  would  be 


reason  enough  to  discuss  those 
achievements  here.  But  I have 
another  point  to  make  as  well,  on  a 
topic  I have  discussed  several  times 
in  this  column  in  recent  months.  Dr. 
Oleske’s  work  veiy  elegantly  demon- 
strates the  role  the  University  is 
seeking  to  fill  in  providing  service  to 
New  Jersey. 

New  Jersey  needs  a strong  medical 
university  so  that  research  can  be 
focused  on  problems  of  particular 
significance  to  New  Jersey— such  as 
pediatric  AIDS.  New  Jersey  needs  a 
strong  medical  university  so  that 
New  Jersey  residents  can  benefit 
from  participation  in  leading-edge 
clinical  studies — such  as  the  chil- 
dren who  will  take  part  in  Dr. 
Oleske’s  study.  And  New  Jersey 
needs  a strong  medical  university  so 
that  well-trained  physicians,  who 
tend  to  settle  and  practice  near 
where  they  have  studied,  make  New 
Jersey  their  home. 


AMNJ  Report 

Arthur  Krosmick,  M.D. 

President 

The  Academy  is  pleased  to  an- 
nounce that  for  the  third  con- 
secutive year  we  are  the  recipients  of 
a grant  from  the  New  Jersey  State 
Department  of  Health  to  provide 
AIDS  educational  programs  for 
health  professionals  throughout  the 
state  of  New  Jersey.  Hospitals  and 
other  health  care  institutions  have 
been  informed  of  the  program  and 
presently  are  signing  up  for  the  one- 
hour  lectures.  We  will  be  adminis- 
tering the  lectures  through  our  Rov- 
ing Symposia  series  and  expect  to 
coordinate  about  30  programs  for 
the  current  1986-1987  academic 
year. 

In  addition,  the  grant  will  provide 
funds  for  an  all-day  major  sym- 
posium which  will  be  held  in  the 
spring  of  1987  as  well  as  one  Health- 
care Information  Network  broadcast 
to  over  370  hospitals.  A new  facet  to 
the  grant  this  year  will  be  the  avail- 
ability of  funding  to  provide  a forum 
for  legislators  and  their  staff  on 
AIDS. 

The  Academy  also  has  received  a 
grant  to  provide  professional  educa- 
tion in  the  Alzheimer’s  disease  area 
The  grant  was  awarded  by  the  De- 
partments of  Health  and  Communi- 
ty Affairs  through  funding  from  the 
Brookdale  Foundation  in  New  York. 
A roving  symposia  series  has  been 


CANDIDATES  FOR  MSNJ  OFFICES 

Individuals  interested  in  running  for  the  Board  of 
| Trustees,  Judicial  Council,  AMA  Delegation,  or  Officer 
positions  should  consider  the  opportunity  now. 

The  Medical  Society  of  New  Jersey  Nominating  Com- 
mittee will  meet  on  February  11,  1987,  to  consider 
active  members  for  these  positions. 

Biographical  candidate  forms  are  available  from  Diana 
Gore,  MSNJ  Headquarters,  609-896-1766. 

This  is  a real  opportunity  for  grassroots  candidate 

development.  It  is  time  to  make  your  voice  heard. 

■ 
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established  which  will  function  in 
the  same  way  as  the  AIDS  series 
with  the  availability  of  20  sessions. 
An  all-day  event  has  been  scheduled 
for  May  28.  1 987,  and  the  Academy 
has  agreed  to  coordinate  the  fund- 
ing for  Alzheimer  programs  spon- 
sored by  two  of  our  affiliated  so- 
cieties— New  Jersey  Academy  of 
Family  Physicians  and  the  New  Jer- 
sey Medical  Directors  Association. 

The  topic  for  our  First  Wednesday 
program  for  November  was  “Quality 
in  Medical  Care — Who  Will  Lead?” 
Our  guest  speaker  was  Dr.  Molly 
Coye,  Commissioner  of  the  New  Jer- 
sey State  Department  of  Health.  Dr. 
Coye  already  has  made  an  impact  on 
the  health  care  scene  in  our  state 
and  a provocative  discussion  and  ex- 
change ensued. 

The  Annual  Awards  Dinner  of  the 
Academy  again  will  be  held  at  the 
Chanticler  in  Short  Hills  and  the 
date  will  be  Wednesday,  May  27, 
1987.  Our  Committee  on  Awards 
and  Special  Events  presently  is  ac- 
cepting recommendations  for  can- 
didates for  our  two  awards.  A cur- 
riculum vitae  of  the  candidate 
should  be  sent,  accompanied  by  a 
letter  explaining,  in  as  much  detail 
as  possible,  the  reasons  for  the 
nomination.  The  recipients  will  be 
announced  by  our  Board  of  Trust- 
ees after  our  January  1987  Board 
meeting. 


New  Members 

NEW  JERSEY  MEDICINE  would 
like  to  welcome  the  following  new 
members  to  the  Medical  Society  of 
New  Jersey: 

Atlantic  County 

Nikhil  S.  Parikh,  M.D.,  Somers  Point 

Bergen  County 

Victoria  L.  Berrin,  M.D.,  Paramus 
Benjamin  S.  Chouake,  M.D.,  Cliffside 
Park 

Joseph  R Friedlander,  M.D., 
Hackensack 

Robert  P.  Raggi,  M.D.,  Cresskill 
Hashmat  A.  Rajput,  M.D.,  Lodi 
Gregoiy  J.  Smith.  M.D.,  Hackensack 
Gerald  Sotsky,  M.D.,  Midland  Park 

Burlington  County 

Roy  D.  Carlson,  M.D.,  Mount  Laurel 
C.  Ivan  Gordon,  D.O.,  Browns  Mills 
David  A High,  M.D.,  Medford 
Robert  A.  Hirsh,  M.D.,  Mount  Holly 
Bruce  M.  Kimmel,  M.D.,  Marlton 
Marilyn  K.  Rosier,  M.D.,  Berlin 


Stephen  M.  Land,  M.D., 

Mount  Laurel 

Sandy  W.  Shultz,  M.D.,  Willingboro 

Camden  County 

Ruby  L.  Anthony -White,  M.D., 
Paulsboro 

Jeriy  S.  Apple,  M.D.,  Cherry  Hill 
Gwendolyn  A Boatman,  M.D., 

Cheriy  Hill 

Arthur  B.  Cajulis,  M.D.,  Camden 
Todd  M.  Warden,  M.D.,  Camden 
Susan  M.  Weil,  M.D.,  Haddonfield 

Cumberland  County 

Donald  C.  Huston,  Jr.,  D.O.,  Millville 

Essex  County 

Joseph  J.  Amato,  M.D.,  Newark 
Roderick  J.  Clemente,  M.D., 
Montclair 

Linda  Ann  Danieu,  M.D.,  West 
Orange 

Robert  A.  DelVento,  M.D., 

West  Orange 

Mark  S.  Hochberg,  M.D.,  Newark 
Alan  M.  Langsner,  M.D.,  Livingston 
Michael  D.  Miller,  M.D.,  West  Orange 
Mark  A.  Murphy,  M.D.,  Plainfield 
Cynthia  J.  Parlato,  M.D.,  Roseland 
JoshuaS.  Rosenblatt,  M.D.,  Clifton 
Libero  Saraceno,  M.D.,  Orange 
John  A.  Stankoski,  M.D.,  Summit 
Stephen  M.  Stowe,  M.D.,  Newark 
William  D.  Suval.  M.D., 

Liberty  Comer 

Catherine  L.  Wisda  M.D.,  Elizabeth 

Hudson  County 

Richard  S.  Bereik  M.D.,  Jersey  City 
Steven  W.  Braunstein,  M.D., 

North  Bergen 

Vadim  Cheme,  M.D.,  Bayonne 
Albert  F.  Cioffi,  M.D.,  Jersey  City 
James  A Clarke,  M.D.,  Bayonne 
William  H.  Constad,  M.D.,  Jersey  City 
Francisco  J.  Diaz,  M.D.,  Bayonne 
Vilma  G.  Fule,  M.D.,  Jersey  City 
Fawzy  Y.  Guirgis,  M.D.,  Jersey  City 
Juanito  C.  Ongchin,  M.D., 

Jersey  City 

Manmohan  A Patel,  M.D., 

Jersey  City 

Mei-LingYee,  M.D.,  Jersey  City 

Mercer  County 

Thomas  K.  Bills,  M.D.,  Lawrenceville 
Ronald  E.  Cohn,  M.D.,  Trenton 
Keith  J.  Fishbein,  M.D.,  Trenton 
Derek  W.  Hargis,  M.D.,  Lawrenceville 
Yung-Hoon  Kim,  M.D.,  Trenton 
Parvaiz  A Malik  M.D.,  Trenton 
DelphineA.  McMaster,  M.D., 
Princeton 

Khalaf  E.  Rabadi,  M.D.,  Trenton 
Laird  F.  Schaller,  M.D.,  Princeton 


Middlesex  County 

Joseph  E.  Cerbone,  M.D., 

Woodb  ridge 

Renee  Gross,  M.D.,  East  Brunswick 
Frederick  E.  LePore,  M.D., 

New  Brunswick 

John  A.  Renda  M.D.,  Old  Bridge 
Ajit  S.  Sodhi,  M.D.,  Edison 
Mark  P.  Schwartz,  M.D.,  Edison 
Stuart  A Teague,  M.D.,  Brooklyn,  NY 

Monmouth  County 

James  K Dello  Russo,  M.D., 

West  Allenhurst 

Jack  H.  Dworkin,  M.D.,  Englishtown 
Joel  B.  Edman,  M.D., 

East  Keansburg 

Noah  R Gilson,  M.D.,  Long  Branch 
Joel  S.  Gross,  M.D.,  Long  Branch 
Linden  D.  Ho,  M.D.,  Holmdel 
Dawn  M.  Marini,  M.D.,  Long  Branch 
Susan  F.  Neshin,  M.D.,  Metuchen 
Jean  Otrakji,  M.D.,  Holmdel 
Marianne  Roosels,  M.D.,  Tinton  Falls 
Joseph  A Samelle,  M.D.,  Middletown 
Suzanne  J.  Sherman,  M.D., 
Middletown 

Kenneth  R Skorenko,  M.D., 
Shrewsbury 

Michael  J.  Spedick  M.D.,  Oceanport 
Howard  L.  Stein,  M.D.,  Freehold 
David  S.  Weisman,  M.D., 

Long  Branch 

Sanford  W.  Wohlstadter,  M.D., 
Holmdel 

Morris  County 

Patrick  A Caruso,  M.D.,  Flanders 
Peter  A.  Davanzo,  M.D.,  Parsippany 
George  H.  Franck  M.D.,  Morristown 
Arnold  B.  Sterman,  M.D., 

East  Hanover 

Thomas  R Zimmerman,  Jr., 
Chesterfield 

Ocean  County 

Frederick  Lehman,  M.D.,  Lakehurst 

Passaic  County 

Kenneth  H.  Becker,  M.D.,  Clifton 
Carmela  R Carpanzano,  M.D., 

West  Paterson 

John  A Conti,  M.D.,  Little  Falls 
Joseph  T.  Famese,  M.D.,  Little  Falls 
Paul  N.  Gobbo,  M.D.,  Wayne 
Anil  Kapoor,  M.D.,  Wanaque 
Laurie  S.  Nahum,  M.D.,  Wayne 
Tirso  Negron,  M.D.,  Paterson 
Joseph  M.  Roth,  M.D.,  Rutherford 

Somerset  County 

George  L.  Herrera  M.D.,  Raritan 
Stephen  R Ohki,  M.D.,  Somerville 

Union  County 

Sheldon  Bimhak  D.O.,  Union 
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Hermann  Burgermeister,  M.D., 
Elizabeth 

David  Campeas,  M.D.,  Summit 
Jeffrey  J.  Charen,  M.D.,  South 
Plainfield 

Martin  R Curlik,  M.D.,  Elizabeth 
Mario  A.  Delgado-Fernandes,  M.D., 
Elizabeth 

Robbie  B.  Drossner,  M.D.,  Westfield 
Matthew  P.  France,  M.D.,  Roselle 
Nancy  L.  Freundlich,  M.D.,  Summit 
Mitchell  L.  Jablons,  M.D.,  Springfield 
Richard  J.  Lesko,  M.D.,  Summit 
Peter  Lontai,  M.D.,  Elizabeth 
Salvatore  J.  Milazzo,  Sr.,  D.O., 
Elizabeth 

Younus  A.  Rakla  M.D.,  Plainfield 
David  Schreck,  M.D.,  Summit 
Peter  R Weiner,  M.D.,  Westfield 


Current  Legislation 

The  Board  of  Trustees  of  the  Medi- 
cal Society  of  New  Jersey  approved 
the  recommended  positions  on  the 
following  bills  of  medical  interest: 

S-84-Bubba— Criminal  Responsibili- 
ty. Abolishes  the  defense  of  insanity  in 
criminal  cases.  Disapproved,  this  bill  is 
not  in  accord  with  the  American  Psy- 
chiatric Association's  position  and  be- 
cause the  current  system  allows  a per- 
son’s mental  capabilities  to  be  taken  into 
account  in  the  action  of  the  court. 

S-377-Laskin — Criminal  Responsi- 
bility. Would  abolish  the  defense  of  in- 
sanity, but  would  allow  evidence  of  men- 
tal condition  to  be  considered  at  the  time 
of  sentencing.  Disapproved,  (same  as 
S-84). 

S-808-Dorsey — Immunization  of 
School  Children.  Conditional  Approval, 

pending  an  amendment  with  the  proviso 


that  some  definition  of  the  age  group  for 
this  immunization  be  given. 

S- 1 1 8 1 -O’Connor — Care  of  Newborns 
(same  as  A-986).  Disapproved,  with  Ac- 
tive Opposition  if  the  bill  moves.  Cur- 
rent practice  assures  that  children  will 
receive  good  medical  care.  If  regulatoiy 
controls  should  become  necessary,  they 
should  be  developed  by  the  Department 
of  Health  and  the  State  Board  of  Medical 
Examiners. 

S- 1367 -Lynch — Contact  Lens  Dis- 
pensing. Creates  the  profession  of  con- 
tact lens  dispensing  and  fitting  for 
nonphysicians  and  nonoptometrists. 
Licensure  and  regulation  would  be 
through  the  Board  of  Examiners  of 
Ophthalmic  Dispensers  and  Ophthalmic 
Technicians.  A prescription  by  a licensed 
optometrist  or  physician  would  be  re- 
quired. Disapproved,  with  active  opposi- 
tion if  the  bill  moves,  to  that  portion  of 
the  bill  referring  to  the  fitting  of  contact 
lenses,  because  MSNJ  does  not  feel  it 
would  be  beneficial  to  the  health  of  the 
consumer.  Contact  lenses  improperly 
used  or  fitted  may  cause  irreparable 
damage  to  the  cornea  The  fitting  of  the 
contact  lenses  should  be  done  by  the 
prescribing  ophthalmologist  or  optome- 
trist. 

S- 1377-Graves — Orthotists  and  Pros- 
thetists. Provides  for  the  regulation  and 
licensure  of  orthotists  and  prosthetists 
by  a separate  board  which  would  be 
under  the  overall  direction  of  the  Direc- 
tor of  Consumer  Affairs.  Orthotic  devices 
must  be  prescribed  by  a physician,  den- 
tist, or  podiatrist.  Prosthetic  devices 
must  be  prescribed  by  a licensed  physi- 
cian. Disapproved,  because  the  Medical 
Society  of  New  Jersey  is  generically  op- 
posed to  the  creation  of  new  professional 
boards. 

S-1550-DiFrancesco — Catastrophic 
Illness  in  Children  Relief  Fund/Com- 
mission. Conditional  Approval,  to  that 
portion  of  the  bill  that  might  misap- 
propriately  direct  the  transfer  of  the 
financing  method  of  this  legislation  to  a 


taxation  amendment  instead  of  a health 
insurance  surcharge. 

S-1685-Russo — Determination  of 
Death.  Codifies  existing  case  law  that 
recognizes  cardio-respiratoiy  and  also 
brain  death.  Approved. 

S-1696-Bassano — Pertussis  Vac- 
cine— Public  Health.  Requires  the  De- 
partment of  Health  to  make  available  to 
physicians  a pamphlet  for  the  adverse 
effects  and  benefits  of  pertussis  vacci- 
nation. The  physician  is  to  maintain  ap- 
propriate documentation  as  to  vaccina- 
tion and  consent.  Major  adverse  reac- 
tions are  to  be  reported  to  the  manufac- 
turer. Disapproved,  because  this  legis- 
lation would  be  an  intrusion  into  the  pri- 
vate practice  of  medicine. 

S-1698-Codey — Financial  Disclo- 
sure. Prohibits  physician  from  referring 
patients  for  services  in  which  the  physi- 
cian or  his  immediate  family  holds  a sig- 
nificant ownership  interest  unless  the 
patient  is  advised,  in  writing,  and  given 
the  option  of  a prescription.  Approved. 

S- 1707-Cowan— Licensing  Board  Im- 
munity. Expands  immunity  from  anti- 
trust suits  to  licensing  boards  to  include 
their  actions  regarding  admittance  to  a 
profession,  suspension,  and  revocation 
of  licenses.  Disapproved,  because  this 
legislation  should  apply  to  all,  not  only  to 
state  professional  boards. 

S-1725-Gormley— Frivolous  Suits. 
Provides  that  when  a judge  determines  a 
lawsuit  is  frivolous  a penalty  shall  be 
assessed  against  the  plaintiff  and/or  his 
attorney.  Approved. 

S-1752-Gagliano — Criminal  Respon- 
sibility. Abolishes  insanity  as  a defense. 
Allows  mental  health  to  be  considered  a 
mitigating  factor  in  sentencing.  Disap- 
proved, a special  commission  appointed 
by  the  Governor  has  noted  that  these 
types  of  changes  are  not  indicated. 

S-1772-O’Connor— Professional  Ser- 
vice Corporations.  Permits  optometrists 
to  form  professional  service  corporations 
with  physicians  and  dentists.  No  Action. 

S- 1801 -Dorsey — Radiation.  Requires 
food  processors  and  public  eating  places 
to  provide  written  notice  regarding  ir- 
radiated foods.  No  action.  (Refer  to 
MSNJ's  Council  on  Public  Health  for 
their  opinion  as  to  the  safety  of  ir- 
radiated foods.) 

S - 1 8 17-Gagliano  — Professional 
Counseling.  Creates  a Board  to  regulate 
and  license  the  counseling  profession. 
Disapproved,  the  Medical  Society  of  New 
Jersey  is  generically  opposed  to  the  crea- 
tion of  new  professional  boards. 

S-1832-Pallone — Senior  Citizens.  In- 
creases the  penalties  for  failure  to  report 
abuse  of  institutionalized  elderly  per- 
sons. Approved. 

S- 1841 -Dalton— Damages  in  Person- 
al Injury  Actions.  Provides  that  collateral 
sources  of  payment  shall  be  used  to  offset 
damages.  Further  provides  for  periodic 
payments  which  may  be  used  at  the  re- 
quest of  either  party  if  the  future  dam- 
ages exceed  $100,000.  Active  Support. 

S- 1849-Hurley — Motor  Vehicles.  Ex- 
tends implied  consent  to  the  taking  of 
blood  and  urine  testing  to  determine  if 
a driver  is  "under  the  influence."  Penal- 
ties for  refusal  by  repeat  violators  cor- 
respond to  penalties  for  repeat  drunken 


Medical  Society  of  New  Jersey 
1987  Annual  Meeting 

The  Medical  Society  of  New  Jersey  will  be  conducting  its  221st 
Annual  Meeting,  April  30  through  May  3,  1987,  at  the  Americana  Host 
Farm  Resort,  in  Lancaster,  Pennsylvania 

There  will  be  500  rooms  available  at  Host  Farm  Resort  and  an 
additional  100  rooms  available  in  the  immediate  area 

The  Hotel  will  maintain  a shuttle  bus  service  to  and  from  the  Host 
Farm  Building  and  the  Host  Corral  Building. 

This  Annual  Meeting  will  have  total  exclusivity  of  all  function 
rooms,  dining  rooms,  golf  and  tennis  facilities,  entertainment,  health 
clubs,  swimming  pools,  two  miles  of  bicycle  and  jogging  trails,  hand- 
ball, etc. 

Sightseeing  and  factoiy  outlet  shopping  here  in  the  beautiful 
Pennsylvania  Dutch  Country  will  be  very  appealing. 


VOL.  83— NUMBER  12— DECEMBER  1986 


831 


driving.  Approved. 

S-1865-Lipman — AIDS.  Provides  for 
the  confidentiality  of  records  regarding 
AIDS  patients  plus  penalties  and  fines 
for  improper  disclosure.  Action  De- 
ferred, pending  notification  of  MSNJ’s 
policy  on  AIDS  to  the  New  Jersey  State 
Public  Health  Office  and  the  Commis- 
sioner of  Health. 

S- 1868 -O’Connor — Nutritionists. 

Provides  for  the  licensing  and  regulation 
of  nutritionists  through  a Board  of 
Nutrition  within  the  Department  of  Law 
and  Public  Safety.  Disapproved,  because 
there  has  been  no  demonstration  that 
licensing  these  Boards  would  have  an 
impact  on  the  public  health,  also  there 
are  no  other  means  available  through  ex- 
isting state  agencies  to  regulate  danger- 
ous concepts  such  as  the  treatment  of 
cancer  by  nutrition  and  exercise. 
Further,  the  Medical  Society  of  New  Jer- 
sey is  generically  opposed  to  the  creation 
of  new  professional  boards. 

S-1878-Cardinale — Noneconomic 
Damages.  Limits  noneconomic  damage 
awards  to  $100,000.  Active  Support. 

S-1956-Contillo — First  Aid.  States 
that  no  law  enforcement  officer  shall  im- 
pede any  first  aid.  rescue,  or  ambulance 
squad,  or  any  licensee  from  providing  aid 
to  an  injured  person.  No  Action. 

S-1979-McManimon— Controlled 
Substances.  Eliminates  the  requirement 
that  the  prescriber’s  address  and  registry 
number  be  included  on  the  prescription 
label.  Active  Support. 

S- 1990-Cowan — Commission  for  the 
Blind.  Authorizes  the  Commissioner  of 
Human  Services  to  establish  a confiden- 
tial reporting  system  by  practitioners  to 
the  Commission  for  the  Blind.  Approved. 

S-2041-McManimon — Health  Plan- 
ning (same  as  A-2379).  Establishes 
local  area  health  planning  agencies  to 
continue  the  program  being  terminated 
by  the  federal  government.  Funds  will  be 
provided  by  the  state  with  an  offset  for 
any  federal  money  that  may  be  received. 
Active  Opposition,  unnecessary  legis- 
lation, since  MSNJ  is  opposed  to  the  con- 
cept that  this  bill  would  manage. 

S- 2 102 -McNamara — Hospital  Beds. 
Establishes  a demonstration  project  to 


allow  hospitals  to  designate  surplus 
acute  beds  as  swing  beds  for  skilled 
nursing  care.  Active  Support.  (This  bill 
should  be  further  extended  to  provide  a 
level  of  care  below  skilled  nursing  care.) 

SCS-S-2123  and  S-2253-Connors— 
Medicare  (same  as  A-2495).  Requires 
county  offices  on  aging  to  prepare  a 
quarterly  list  of  providers  that  accept 
Medicare  assignment.  This  list  shall  be 
distributed  to  senior  citizens.  Con- 
ditional Approval,  pending  amendment 
to  the  bill  advising  “that  physicians' 
names  that  are  not  listed  in  this  book 
may  also  accept  Medicare  assignment  on 
an  individual  basis.” 

S-2129-Russo— Physical  Therapy 
(same  as  A-2647).  Prohibits  physicians 
from  employing  physical  therapists,  own- 
ing a physical  therapy  practice  or  any 
interest  in  a physical  therapy  practice. 
Active  Opposition,  in  view  of  MSNJ’s  ap- 
proval of  A-2647.  (Note — A2647  has 
been  amended  to  allow  the  above  acts 
and  to  require  disclosure  and  an  op- 
portunity for  choice  to  the  patient.) 

S-2173-Haines — School  Bus  Safety. 
Authorizes  a study  on  the  use  of  seat 
belts  in  school  buses.  Disapproved, 
MSNJ  approves  the  concept  of  this  bill, 
but  a study  already  is  being  conducted 
by  the  National  Safety  Board. 

S-2 187-Brown — Commissioner  of 
Health.  Allows  a licensed  professional 
“registered"  nurse  to  serve  as  Commis- 
sioner of  Health.  Active  Opposition,  be- 
cause the  health  care  needs  of  our  popu- 
lation require  that  a licensed  physician 
serve  in  the  position  of  Commissioner  of 
Health.  There  are  many  qualified  can- 
didates. It  is  not  advisable  to  dilute  the 
requirements. 

S-2259-Rand — Anatomical  Gifts 
(same  as  A-1034).  Requires  hospital  ad- 
ministrators to  advise  relatives  of  pa- 
tients, at  the  time  of  the  patients’  deaths, 
that  they  have  the  option  to  make 
anatomical  gifts.  Conditional  Approval, 
pending  extensive  amendments  to  the 
bill,  notably  that  the  request  be  made  at 
the  discretion  of  the  hospital  medical 
staff  and  noted  by  the  attending  physi- 
cian. 

S-226 1 -Lynch— Optometric  Use  of 


Drugs.  Permits  optometrists  to  use 
drugs  for  treatment  and  diagnostic  pur- 
poses. Active  Opposition,  optometrists 
are  not  medical  doctors  and,  therefore,  ! 
should  not  be  given  the  mandate,  via 
legislation,  to  administer  drugs.  If  the 
wrong  medication  is  prescribed,  what 
could  appear  to  be  a simple  problem 
could  develop  into  a destructive  process 
of  the  eye  in  a veiy  short  period  of  time. 
The  bill  is  short  sighted  in  attempting  to 
provide  lesser  cost  care  to  the  general 
public  at  the  expense  of  the  quality. 

S-2290-Bassano— AIDS.  Makes  AIDS 
a reportable  disease.  Grants  immunity  to 
physicians  who  deem  it  advisable  to  in- 
form sexual  partners  of  the  patient’s  con- 
dition. Active  Support. 

S-2307-vanWagner— Medicaid  (same 
as  A-2733).  Establishes  comprehensive,  j 
prenatal,  maternity,  and  child  health  ser- 
vices to  pregnant  women  and  their  chil- 
dren who  are  eligible  for  Medicaid.  Ap- 
proved. 

S-23 13-Graves— Professional  Liabili- 
ty. Requires  the  AOC  (Administrative  Of- 
fice of  the  Courts)  to  report  malpractice 
awards  to  the  appropriate  licensing 
agency.  No  Action.  (This  already  is  being 
done  by  the  State  Board  of  Medical 
Examiners.) 

S-2314-Orechio — Liability  Reform/ 
Arbitration.  Provides  for  arbitration  of 
cases  where  the  amount  in  controversy 
is  less  than  $30,000.  Approved. 

S-2315-Lesniak — Liability  Reform/ 
Reduction  of  Damages.  Allows  a judge 
on  his  own  motion  to  reduce  an  excessive 
award.  Approved,  (Doctor  Weiss  voted  in 
the  negative  and  asked  to  be  so  re- 
corded). 

S-2317-Dalton — Liability  Reform/ 
Periodic  Payments.  Requires  periodic 
payments  when  future  damages  exceed 
$200,000.  Approved. 

S-2320-Feldman— Liability  Reform/ 
State  Board  of  Medical  Examiners.  Re- 
quires the  State  Board  of  Medical  Exam- 
iners to  analyze  the  data  that  have  been 
reported  to  it  regarding  malpractice  and 
to  make  findings  and  recommendations 
to  the  legislature.  Approved.  (The  Coun- 
cil advised  that  Doctor  Luka  President  of 
the  State  Board  of  Medical  Examiners,  be 
contacted  concerning  the  validity  of  the 
data  reported  to  the  SBME.) 

S-2323-Dalton — Liability  Reform/ 
Collateral  Sources.  Requires  that  col- 
lateral sources  of  income  be  taken  as  a 
credit  against  a liability  award.  Ap- 
proved. 

S-2334-Codey— Peer  Review.  Clari- 
fies immunity  regarding  peer  review,  ex- 
pands the  Committees  to  which  it  ap- 
plies, and  extends  immunity  to  people 
providing  information  to  such  Commit- 
tees in  good  faith.  Approved. 

SJR-37-Gormley— School  Buses.  Re- 
quires the  Department  of  Education  to 
study  the  feasibility  of  safety  gates  on 
school  buses.  Conditional  Approval, 
pending  information  from  the  Depart- 
ment of  Transportation  concerning  the 
efficiency  of  this  system  and  the  feasibili- 
ty regarding  the  costs. 

A-761 -Miller— Public  Health.  Re 
quires  public  eating  places  to  post  no- 
tices if  their  food  contains  sulfites.  Con- 
ditional Approval,  pending  an  amend- 
ment to  the  bill  that  would  include  hair 
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If  so,  please  send  a change  of  address  to  NEW  JERSEY 
MEDICINE,  Medical  Society  of  New  Jersey,  Two  Princess 
Road,  Lawrenceville,  NJ  08648,  at  least  six  weeks  before 
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dressing  and  cosmetic  industry  notifica- 
tion as  well  as  restaurants. 

A-986-Doria — Newborn  (same  as 
S-1181).  Requires  hospitals  to  adopt 
policies  and  procedures  which  ensure 
newborns  receive  nourishment  and  care 
consistent  with  accepted  medical  stan- 
dards. Disapproved,  with  active  opposi- 
tion if  the  bill  moves,  current  practice 
assures  that  children  will  receive  good 
medical  care.  If  regulatoiy  controls 
should  become  necessary,  they  should  be 
developed  by  the  Department  of  Health 
and  the  State  Board  of  Medical  Exam- 
iners. 

A-1034-Loveys— Anatomical  Gifts 
(same  as  S-2259).  Requires  hospital  ad- 
ministrators to  advise  relatives  of  pa- 
tients, at  the  time  of  the  patient's  death, 
that  they  have  the  option  to  make 
anatomical  gifts.  Conditional  Approval, 
pending  extensive  amendments  to  the 
bill,  notably  that  the  request  be  made  at 
the  discretion  of  the  hospital  medical 
staff  and  noted  by  the  attending  physi- 
cian. 

A-1237-Felice — Child  Abuse  Preven- 
tion. Creates  a 24-member  commission 
to  study  the  problem  of  child  abuse  and 
to  recommend  methods  of  prevention. 
Conditional  Approval,  pending  specific 
amendment  that  a pediatrician  and  a 
psychiatrist  be  appointed  to  the  Com- 
mission. 

A- 1 300 -Hendrickson — AIDS  / School 
Attendance.  Disapproved,  with  active 
opposition  if  the  bill  moves,  this  is  a 
medical  issue  and  should  not  be  rele- 
gated to  local  school  boards  or  other  po- 
litical bodies.  This  bill  constitutes  an  in- 
vasion of  privacy  in  the  practice  of  medi- 
cine and  would  result  in  lay  people  mak- 
ing medical  decisions.  There  presently 
are  state  and  federal  guidelines  that  state 
children  who  do  not  bite  and  are  re- 
tarded or  disruptive  may  attend  public 
school.  There  are  no  medical  reasons  to 
single  out  children  with  AIDS  from  chil- 
dren with  other  diseases. 

A-1304-Otlowski — Involuntary  Com- 
mitments. Provides  that  involuntary 
commitments  shall  be  affected  by  the 
certification  of  two  psychiatrists,  or  a 
psychiatrist  and  a physician  or  a 
"screening  service.”  At  the  screening  ser- 
vice, the  patient  is  to  be  evaluated  by  staff 
which  shall  include  two  psychiatrists,  or 
a psychiatrist  and  a physician.  There  are 
extensive  requirements  to  be  complied 
with  by  the  screening  service  or  the  re- 
ceiving hospital.  Approved. 

A-1313-Otlowski — Certificate  of 
Need.  Exempts  home  health  agencies 
from  the  certificate  of  need  law.  Ap- 
proved. 

A- 1 35 1 -Otlowski — Drug  Abuse  Treat- 
ment. Requires  all  group  and  individual 
medical  service  corporations  to  cover  the 
expense  of  treatment  for  drug  abuse  as 
for  any  other  illness.  Approved. 

A-1352-Otlowski — Drug  Abuse  Treat- 
ment. Same  as  A-1351,  but  applies  to 
commercial  carriers.  Approved. 

A-1354-Otlowski — Drug  Abuse  Treat- 
ment/HMO.  Same  as  A- 1352,  but  ap- 
plies to  HMOs.  Approved. 

A-1355-Otlowski — Group  Insurance/ 
Drug  Abuse  Treatment.  Requires  Blue 
Cross  to  cover  the  expense  of  treatment 


for  drug  abuse  as  for  any  other  illness. 

Approved. 

A-1415-Mazur — Certificate  of  Need. 

Provides  for  the  withdrawal  of  certificate 
of  need  when  the  holder  has  not  made 
significant  progress  on  the  project  with- 
in 18  months  of  the  date  of  issue.  Ap- 
proved. 

A-1485-Kline — Marriage  Licenses. 

Requires  applicants  for  a marriage  li- 
cense to  undergo  HLTV-III  testing.  Phy- 
sicians are  to  notify  applicants  of  the  test 
results,  in  writing.  Positive  results  must 
be  reported  to  the  Department  of  Health. 
Action  Deferred,  pending  further  infor- 
mation from  MSNJ’s  Council  on  Public 
Health  and  further  clarification  from  the 
sponsor  of  the  bill  concerning  the  mean- 
ing of  the  word  "both”  concerning  con- 
tracting parties  and  whether  or  not  each 
contracting  party  is  to  be  notified  of  the 
results  of  the  other’s  test. 

A-1534-Naples — Health  Insurance. 
Requires  basic  health  carriers  to  forward 
claims  and  payment  forms  to  the  major 
medical  carrier  of  their  members  (Blue 
Shield).  Approved. 

A-1535-Naples — Health  Insurance. 

Requires  basic  health  carriers  to  forward 
claims  and  payment  forms  to  the  major 
medical  carrier  of  their  members  (Blue 
Cross).  Approved. 

A-1536-Naples — Major  Medical  In- 
surance. Same  as  A-1534,  but  applies  to 
commercial  carriers.  Approved. 

A-1545-Naples — School  Bus  Seat 
Belts.  Requires  all  new  school  buses  to 
have  seat  belts  and  mandates  that  stu- 
dents use  them.  Approved. 

A- 1567-Kem— Wrongful  Death  Dam- 
ages. Requires  that  when  a wrongful 
death  settlement  is  "structured,”  the 
Court  will  determine  prior  to  the  settle- 
ment who  will  receive  and  in  what 
proportions.  Approved. 

A-1686-Patemiti— AIDS/School  At- 
tendance. Disapproved,  with  active  op- 
position if  the  bill  moves,  (see 
A- 1300} 

A- 1709-Pelly— Impaired  Health  Pro- 
fessionals. Establishes  a 15-member  Im- 
paired Health  Professionals  Assistance 
Study  Commission  to  study  and  report 
on  the  impact  of  impairment  on  the 
quality  of  care  being  made  available  to 
the  public.  Approved. 

A-1813-Otiowski — Involuntary  Com- 
mitment. Revises  the  law  concerning 
commitments  to  psychiatric  facilities. 
Approved. 

A- 1882-Miller —AIDS/School  Atten- 
dance. Disapproved,  with  active  opposi- 
tion if  the  bill  moves,  (see  A- 1300) 

A- 2 001  -Loveys — Uniform  Anatomi- 
cal Gift  Act.  Provides  for  the  redesign  of 
driver’s  licenses  to  incorporate  organ 
donation  information  on  the  license 
itself.  Approved. 

A-21 18-Thompson — Marriage  Li- 
censes. Requires  applicants  for  marriage 
licenses  to  undergo  HLTV-III  testing.  Re- 
sults are  to  be  supplied,  in  writing,  on 
forms  developed  by  the  Department  of 
Health.  Does  not  require  special  notice  to 
the  Department  of  Health.  Action  De- 
ferred, pending  further  information 
from  MSNJ's  Council  on  Public  Health 
and  further  clarification  from  the  spon- 
sor of  the  bill  concerning  the  meaning  of 


the  word  "both"  concerning  contracting 
parties  and  whether  or  not  each  con- 
tracting party  is  to  be  notified  of  the  re- 
sults of  the  other’s  test. 

A-2126-Muhler — Fraudulent  De- 
grees. Prohibits  the  fraudulent  presen- 
tation, forgeiy,  or  alteration  of  aca- 
demic degrees.  Approved. 

A-2128-Bryant— Children’s  Hospital 
Cooper.  Designates  Cooper  Hospital  as 
the  special  children’s  hospital  for  south- 
ern New  Jersey.  Approved. 

A-2167-Muhler — Good  Samaritan 
Law.  Amends  existing  law  to  extend  im- 
munity to  persons  rendering  emergency 
care  at  the  scene  of  the  accident  even  if 
the  person  rendering  service  is  com- 
pensated for  his  services.  Disapproved, 
because  the  concept  of  this  legislation  is 
totally  inconsistent  with  the  meaning  of 
Good  Samaritan. 

A-2168-Muhler— Good  Samaritan 
Law.  Requires  persons  at  the  scene  of 
accidents  or  emergencies  to  render  rea- 
sonable assistance.  Disapproved,  a good 
Samaritan  is  one  who  voluntarily  renders 
assistance  to  those  in  need.  To  compel 
one  to  act  is  inconsistent  with  the  basic 
concept. 

A-2379 — Health  Planning  (same  as 
S-2041).  Establishes  local  area  health 
planning  agencies  to  continue  the  pro- 
gram being  terminated  by  the  federal 
government.  Funds  will  be  provided  by 
the  state  with  an  offset  for  any  federal 
money  that  may  be  received.  Active  Op- 
position, unnecessary  legislation,  since 
MSNJ  is  opposed  to  the  concept  that  this 
bill  would  manage. 

A-2400-Loveys — Noneconomic  Loss. 
Establishes  a three-tier  monetary  cap  on 
award  for  pain  and  suffering.  The  caps 
are  $5,000  for  minor  injury,  $300,000  for 
major  injuries  and  $100,000  for  all 
others.  In  addition,  the  bill  places  limits 
on  the  overall  liability  of  public  entities. 
Active  Support. 

A-2401-Weidel — Joint  and  Several 
Liability  and  Collateral  Sources  of  In- 
come. Eliminates  joint  and  several  lia- 
bility and  establishes  the  “collateral 
source"  rule  so  that  plaintiffs  cannot  col- 
lect more  than  once  for  the  same  loss. 
Also  establishes  the  state-of-the-art,  ade- 
quate warning  and  open  and  obvious  de- 
fenses for  product  liability.  Also  provides 
that  95  percent  of  punitive  damages  will 
be  paid  to  the  state,  rather  than  the 
plaintiff.  Also  establishes  a fund  to  pay 
excess  awards  levied  against  public  en- 
tities. Active  Support. 

A-2402-Zecker— Structured  Awards. 
Requires  structured  settlements  for 
awards  in  excess  of  $300,000.  Active 
Support. 

A-2403-Kelly — Arbitration  of  Claims. 

Requires  arbitration  of  till  claims  below 
$20,000.  Active  Support. 

A- 2 404 -Rafferty — Insurance  Com- 
pany Reports.  Requires  insurance  com- 
panies to  provide  the  Insurance  Depart- 
ment with  specific  data  to  support  their 
rate  requests.  Active  Support. 

A-2495-Connors — Medicare  List 
(same  as  S-2123).  Requires  county  of- 
fices on  aging  to  prepare  a quarterly  list 
of  providers  that  accept  Medicare  assign- 
ment. This  list  shall  be  distributed  to 
senior  citizens.  Conditional  Approval, 
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pending  amendment  to  the  bill  advising 
“that  physicians’  names  that  are  not 
listed  in  this  book  may  also  accept  Medi- 
care assignment.” 

A-25 11 -Doyle  and  Karcher— Med- 
icare Participation.  Requires  health  care 
providers  to  accept  Medicare  assign- 
ment. Active  Opposition,  participation 
in  any  health  plan  is  not  a valid  licensure 
criteria,  there  is  no  evidence  that  a draco- 
nian measure  of  this  nature  is  necessary 
since  over  70  percent  of  the  physicians 
accept  assignment  in  a given  instance. 
The  bill  violates  the  New  Jersey  and 
United  States  Constitution. 

A- 2535 -Kelly — Nurse  Practice.  Auth- 
orizes nurses  to  prescribe  medications. 
Active  Opposition,  nurses  are  not  quali- 
fied to  make  a medical  diagnosis  nor  to 
prescribe  therapeutic  medications. 

A-2647-Haytaian— Physical  Therapy 
(same  as  S-2129).  Prevents  physicians 
from  having  an  ownership  interest  in  a 
physical  therapy  practice  or  from  em- 
ploying physical  therapists.  Extensive 


amendments  adopted,  at  the  request  of 
MSNJ,  would  allow  physicians  to  engage 
in  such  activities  if  the  patients  are  ad- 
vised of  such  fact  and  also  offered  the 
option  of  a prescription.  Approved. 

A-2664-Schuber— Alcohol  Determi- 
nations. Provides  immunity  from  lia- 
bility for  medical  personnel  who  take 
breath,  blood,  or  urine  samples  at  the 
request  of  the  public.  Approved. 

A-2733-ViUane — High-Risk  Pregnan- 
cies. Provides  specialized  services  to  low- 
service  women  (prenatal)  and  their 
babies  (postpartum)  in  high-risk  preg- 
nancies. Approved. 

Physicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  oppor- 
tunities for  practice  in  New  Jersey. 
The  information  listed  below  has  been 


supplied  by  the  physicians.  If  you  are 
interested  in  any  further  information 
concerning  these  physicians,  we  sug- 
gest you  make  inquiries  directly  to 
them. 

ALLERGY — Jerome  Michael  Shier,  M.D., 
11546  February  Cir„  Apt.  201,  Silver 
Springs,  MD  20904.  UMDNJ  1982. 
Board  eligible.  Also,  clinical  im- 
munology. Solo  or  partnership.  Avail- 
able July  1987. 

Vijay  Vijh,  M.D.,  Society  Hill  of  Piscat- 
away,  337  Lancaster  Ct.,  Piscataway, 
NJ  08854.  Gov.  Med.  College  (India) 
1975.  Board  eligible.  Also,  pediatric 
anesthesiology.  Group,  partnership, 
solo.  Available. 

ANESTHESIOLOGY — Lee  A.  Balaklaw, 
M.D.,  575  Easton  Ave.,  Apt.  6M,  Somer- 
set, NJ  08873.  Far  Eastern  University 
(Philippines)  1980.  Board  eligible. 
Group  or  partnership.  Available  July 
1987. 

Jeffrey  Weinstein,  M.D.,  28  Park  Ave., 
Cresskill,  NJ  07626.  Johns  Hopkins 
1983.  Board  eligible.  Available  July 
1987. 

ENDOCRINOLOGY— John  Hodge,  M.D., 
Naval  Hospital,  Endocrine  Branch, 
P.O.  566,  San  Diego,  CA  02134. 
UMDNJ  1979.  Board  certified  (IM). 
Board  eligible  (ENDOCRIN).  Group 
with  academic  association.  Available 
May  1987. 

IMMUNOLOGY— Jerome  Michael  Shier, 
M.D.,  11546  Februaiy  Cir„  Apt.  201, 
Silver  Springs,  MD  20904.  UMDNJ 
1982.  Board  eligible.  Also,  allergy.  Solo 
or  partnership.  Available  July  1987. 

INTERNAL  MEDICINE— Thomas  E. 
Jackson,  M.D.,  251 -A  Leveland  Ln„ 
Modesto,  CA  95350.  Guadalajara 

1981.  Board  eligible.  Group,  partner- 
ship, solo.  Available. 

Robert  Lesser,  M.D.,  7560  Woodcrest 
Ave.,  Philadelphia,  PA  19151.  Chicago 

1982.  Also,  rheumatology.  Board  certi- 
fied. Board  eligible  (RHEU).  Group, 
partnership,  hospital  based.  Available 
July  1987. 

Joseph  Minieri,  M.D.,  2200  Osborne 
2nd  River  Rd.,  Point  Pleasant,  NJ 
08742.  Buenos  Aires  1958.  Board 
eligible.  Solo.  Available. 

Mark  Reyn,  M.D.,  99-40  63rd  Rd„  Apt 
#AA,  Rego  Park,  NY  11374.  Moscow 
Medical  Institute  1974.  Hospital 
based,  nursing  home,  solo.  Available. 
Michael  F.  Seharle,  M.D.,  1754  E.  2nd 
St„  Long  Beach,  CA  90802.  Guadala- 
jara 1979.  Also,  pediatrics.  Board 
eligible.  Solo  or  partnership.  Available. 
John  A.  Stankoski,  M.D.,  10  Overlook 
Rd.,  Apt.  4H,  Summit,  NJ  07901. 
Bologna  (Italy)  1984.  Partnership,  solo, 
group.  Available  July  1987. 

Kevin  E.  Vitting,  M.D.,  100  East  77th 
St.,  New  York,  NY  10021.  UMDNJ 
1982.  Also,  nephrology.  Board  certi- 
fied. Partnership  or  group.  Available 
July  1987. 

NEPHROLOGY— Kevin  E.  Vitting,  M.D., 


DAILY  SCHEDULE 
221st  MSNJ  ANNUAL  MEETING 
Americana  Host  Farm  Resort 
Lancaster,  Pennsylvania 
April  30-May  3,  1987 

Wednesday,  April  29,  1987 

3:30  p.m— Board  of  Trustees’  Meeting 

Thursday,  April  30,  1987 

9:00  am. — Registration  Opens 
9:00  a m — Message  Center  Opens 
2:00  p.m— House  of  Delegates 
4:00  p.m. — Reference  Committees 

Friday,  May  1,  1987 

8.00  am  — Registration  Opens 

9:00  am  — Message  Center  and  Exhibits  Open 

9:00  a m. — House  of  Delegates  (election) 

12:00  noon — Golden  Merit  Award  Ceremony  followed  by  Reception 
2:30  p.m— Reference  Committees 
5:00  p.m. — JEMPAC  Political  Forum 
5:45  p.m. — JEMPAC  Wine  and  Cheese  Reception 

Saturday,  May  2,  1987 

8:00  am  — Registration  Opens 

9:00  am. — Message  Center  and  Exhibits  Open 

8:30  am. — House  of  Delegates 

1:30  p.m. — House  of  Delegates 

6:30  p.m. — Inaugural  Reception  followed  by  Inaugural  Dinner 
Sunday,  May  3,  1987 

8:00  am  — Registration  Opens 
9:00  am  —Message  Center  Opens 

8:30  am  — Program  on  one  topic  of  major  interest  to  the  physician 
1:00  p.m— Board  of  Trustees'  Meeting 

DON’T  MISS  IT! 
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100  East  77th  St.,  New  York,  NY 
10021.  UMDNJ  1982.  Also,  internal 
medicine.  Board  certified  (IM).  Part- 
nership or  group.  Available  July  1987. 

OBSTETRICS/GYNECOLOGY— Rigo 
berto  Cerda,  M.D.,  110  Font  Martero 
St„  Humacao,  Puerto  Rico  00661. 
Santo  Domingo  1963.  Board  eligible. 
Available. 

Bernard  Greisman,  M.D.,  14  Twin  Cir- 
cle Ct„  Willowdale,  Ontario  M2R  3L4. 
Ottawa  1967.  Board  eligible.  Group  or 
partnership.  Available. 

Michael  H.  Minoff,  M.D.,  2200  Ben 
Franklin  Pkwy.,  East  212,  Philadel- 
phia, PA  19130.  LSU-New  Orleans 
1982.  Group  or  partnership.  Available 
July  1987. 

Michael  Molina,  M.D.,  4 Howard  Ct., 
Staten  Island,  NY  10310.  Guadalajara 
1981.  Board  eligible.  Partnership. 
Available  July  1987. 

Michael  A.  Sehiavone,  M.D.,  447 

Linwood  Ave.,  Buffalo,  NY  14209.  Pitts- 
burgh 1982.  Group,  partnership,  solo. 
Available  July  1987. 

Lee  Anthony  Tripp,  M.D.,  541  Brinton 
St.,  Philadelphia,  PA  19144.  Temple 

1981.  Board  eligible.  Solo  or  partner- 
ship. Available. 

PEDIATRICS— A-salam  Al-Hafidh,  M.D., 
2609  Featherstone  Rd.,  #239,  Okla- 
homa City,  OK  73120.  Baghdad  Medi- 
cal College  1976.  Also,  pediatric  gas- 
troenterology. Board  eligible.  Group, 
partnership,  solo.  Available  July  1987. 
Michael  F.  Seharle,  M.D.,  1754  E.  2nd 
St.,  Long  Beach,  CA  90802.  Guadala- 
jara 1979.  Also,  internal  medicine. 
Board  eligible.  Solo,  partnership. 
Available. 

PULMONARY — Anjinderpal  Singh 
Sekhon,  M.D.,  4207  Fox  Ck„  Mount 
Vernon,  IL  62864.  Glancy  Medical  Col- 
lege (India)  1972.  Also,  internal  medi- 
cine. Board  certified.  Group,  partner- 
ship, solo.  Available. 

RHEUMATOLOGY — Robert  Lesser,  M.D., 
7560  Woodcrest  Ave.,  Philadelphia  PA 
19151.  Chicago  Medical  1982.  Also, 
internal  medicine.  Board  eligible. 
Board  certified  (IM).  Group,  partner- 
ship, hospital  based.  Available  July 
1987. 

SURGERY — John  W.  Frankfort,  M.D., 
215  E.  Chicago  Ave.,  Apt.  2312,  Chi- 
cago, IL  60611.  UMDNJ  1980.  Also, 
vascular.  Group.  Available  August 
1987. 

Patrick  P.  Montefusco,  M.D.,  4 Mont- 
fort  Dr.,  Huntington,  NY  11743. 
Georgetown  1977.  Board  certified. 
Partnership.  Available. 

Dorian  J.  Wilson,  M.D.,  28  Diana  Dr„ 
South  Plainfield,  NJ  07080.  UMDNJ 

1982.  Board  eligible.  Hospital  staff, 
medical  school  affiliate.  Available  July 
1987. 

UROLOGY— Steven  E.  Marks,  M.D.,  9207 
Groundhog  Dr.,  Richmond,  VA  23235. 
Bowman  Gray  1982.  Board  eligible. 
Group  or  partnership.  Available. 


A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 

Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPONICIN*/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO  NICIN»/250  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 

LIPO-NICIN*/100  mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg 

DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN*  100 
mg.  or  250  ma.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding 


Write  for  literature  and  samples 

(BRoMEl  THE  BROWN  PHARMACEUTICAL  CO.,  INC.p^0 
2500  West  Sixth  Street,  Los  Angeles,  California  90057  iPDR 


THE  PHILADELPHIA  HEART  INSTITUTE 

of  Presbyterian- U niversity  of  Pennsylvania  Medical  Center 

CARDIOLOGY  UPDATE  . . . 

is  designed  for  the  Physician  and  provides  an  intensive  survey  of  the 
current  status  of  Clinical  Cardiology  . . . 

WEDNESDAY 
JANUARY  7,  1987 
3 :00  to  5:30  PM 

DIAGNOSIS  AND  MANAGEMENT  OF  PERICARDIAL 
AND  ENDOCARDIAL  DISEASE 

MODERATOR:  RICHARD  HELFANT,  M.D. 

Clinical  Findings  in  Acute  and  Chronic  Pericarditis:  Echocardiographic, 

M R. I.  and  Hemodynamic  Observations 

Endocarditis:  Clinical  Presentation  and  Drug  Therapy 

Case  Presentations 

Surgical  Management  for  Patients  with  Pericardial  Disease 
Surgery  for  Complications  of  Endocarditis 
Questions  and  Answers 

• No  Registration  Fee 
® No  Advance  Registration  Required 

• CME  Credits* 

* * Wine  and  Cheese  Served  Following  Each  Session  * * 

Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania 
Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

Parking  Available  (at  discount  rate.) 

*The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor 
continuing  education  for  physicians.  The  University  of  Pennsylvania  School  of  Medicine  designates  this  continuing  medical  activity  for  22.5 
credit  hours  of  Category  I of  the  Physicians  Recognition  Award  of  the  AMA  (2.5  credit  hours  each  lecture). 


Jan  Weber,  M.D. 
Richard  McCloskey,  M.D. 
Vanessa  Lucarella,  M.D. 
Gerald  Lemole,  M.D. 
Paschal  Spagna,  M.D. 

The  Audience 
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CME  calendar 


The following  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  for 
further  information. 


This  list  is  compiled  through  the  coop- 
eration of  the  Committee  on  Medical 
Education  of  the  Medical  Society  of  New 
Jersey,  The  Academy  of  Medicine  of 
New  Jersey,  the  New  Jersey  Chapter  of 
the  American  Academy  of  Family  Physi- 
cians, and  the  Office  of  Continuing 
Medical  Education  of  the  UMDNJ.  For 
information  on  accreditation,  please 
contact  the  sponsoring  organization  (s), 
indicated  by  italics — last  line  of  each 
item. 

ANESTHESIOLOGY 

January 

7  Anesthesiology  Case  Presentation 

7: 1 5 am. — Robert  Wood  Johnson 
Medical  School,  Rm.  593, 

New  Brunswick 
(UMDNJ) 

15  Anesthesiology  Pain  Therapy 

1 1 am  — St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 
(AMNJ) 

20  Intraoperative  Hemodilution 

6- 9  p.m. — Ramada  Inn,  Clark 
(NJ  State  Society  of 
Anesthesiologists  and  AMNJ) 

February 

7 Clinical  Anesthesia:  1987 

8  am  -4  p.m— NJ  Medical  School, 

Med.  Science  Bldg.,  Newark 
(UMDNJ) 

1 1 Anesthesiology  Case  Presentation 

7: 1 5 am  — Robert  Wood  Johnson 
Medical  School,  Rm.  593, 

New  Brunswick 
(UMDNJ) 

CARDIOLOGY 

January 

7 Antiarrhythmias  and  Arrhythmia 
Management 

7- 9  p.m  — The  Adam  Todd  Inn, 
Haekettstown 


(Hackettstown  Community 
Hospital,  Searle  Laboratories,  and 
AMNJ) 

9  Concept  of  Fetal  Pacing  in  Utero 
for  Heart  Block 

1:30-2:30  p m — Deborah  Heart  and 
Lung  Center,  Browns  Mills 
(Deborah  Heart  and  Lung  Center) 

26  Prospectives  in  Congenital 
Cardiac  Surgery 

2-3  p.m  — Deborah  Heart  and  Lung 
Center,  Browns  Mills 
(Deborah  Heart  and  Lung  Center) 

27  New  Advances  in  Anti- 
Arrhythmias  Therapy 

9-10  am.— Holy  Hame  Hospital, 
Teaneck 

(Holy  Name  Hospital  and  AMNJ) 

February 

26  Thromboembolis-Thrombolytic 
Therapy 

1 1 :30  am  1 2:30  p.m.— Christ 
Hospital,  Jersey  City 
(AMNJ) 

MEDICINE 

January 

2 Dept,  of  Medicine  Grand  Rounds 

16  9-10am  — St.  Francis  Medical 

Center,  Trenton 

(St  Francis  Medical  Center  and 
AMNJ) 

2 Multidisciplinary  Cancer 
9 Conferences 

16  11am  12  noon — Wallkill  Valley 
23  General  Hospital,  Annex,  Sussex 
30  (Wallkill  Valley  General  Hospital 
and  AMNJ) 

6 Functional  Assessment  of  Elderly 

20  Urinary  Incontinence  of  the 
Elderly 

8:30  am. — Palisades  General 
Hospital,  North  Bergen 
(Palisades  General  Hospital  and 
AMNJ) 

6 Hemangioma  of  the  Liver  and 
Gallstone  Ileus 

7-8  p m — West  Hudson  Hospital, 
Kearny 

(West  Hudson  Hospital  and  AMNJ) 

7 Medical  Grand  Rounds 

1 1 :30  am  1 :00  p.m— VA  Medical 
Center,  East  Orange 
(Endocrine  Section,  AMNJ) 

7 Dinner  Meeting 

6 p.m— Holiday  Inn,  Newark  Airport 
(Endocrine  Section,  AMNJ) 

7 The  Obesity-Diabetes  Connection 
1 4 Clinical  Applications  of  Drug 
Pharmacokinetics 
12  noon-1  p.m. — Robert  Wood 
Johnson  Medical  School,  Med. 

Educ.  Bldg.,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

7 Update  on  Antimicrobial  Agents 
14  AIDS 

2 1 Update  on  Antiviral  Therapy 

28  Infection  in  the  Immuno- 
Suppressed  Patient 

8:30-10  am  — Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(Alexian  Brothers  Hospital  and 
AMNJ) 

7 Medical  Lecture  Series 

14  10:30  am.  12  noon— Christ 

21  Hospital,  Jersey  City 

28  (Christ  Hospital  and  AMNJ) 


7 

14 

21 

28 


9 

23 


9 


16 

23 

30 


10 


13 


13 


13 


15 


15 

29 


16 


16 

17 


20 


20 


21 
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Endocrine  Conferences 

3:30-5  p.m. — Rotates  between 
Newark  Beth  Israel  Medical  Center, 
United  Hospitals,  University 
Hospital,  Newark,  and  VA  Medical 
Center,  East  Orange 
(Endocrine  Section,  AMNJ) 
Gallbladder  Imaging 
AIDS  Update 

1 2 noon- 1:15  p.m  — Bridgeton 
Hospital 

(Bridgeton  Hospital  and  AMNJ) 

Treating  Hypertension  in  the 
Diabetic  and  Renal  Impaired 
Patient 

Clinical  Cardiac  Pacing 
Diabetic  Foot  Infections 
Medical  Mortality  Conference 

8:30  am. — United  Hospitals  Medical 
Center,  Newark 

(United  Hospitals  Medical  Center 
and  AMNJ) 

Tough  Decisions  in  Critical  Care 

9 am. -4  p.m — Viscount  Hotel, 

Mount  Laurel 

(Cooper  Hospital /University 
Medical  Center,  NJ  Society  oj 
Critical  Care  Medicine,  and  AMNJ) 

Septic  Shock 

12  noon — The  Hospital  Center  at 

Orange 

(AMNJ) 

Dermatology  Program 

8- 10  pm — Sehering  Corp., 
Kenilworth 

(NJ  Dermatological  Society  and 
AMNJ) 

Renal  Biopsy  Conferences 

12:30-2  p.m.— Bamert  Memorial 
Hospital,  Paterson 
(Barnert  Memorial  Hospital  and 
AMNJ) 

Management  of  Common 
Gastrointestinal  Problems  in  the 
Elderly  Patient 

5-6:30  p.m. — Somerset  Medical 
Center,  Somerville 
(Somerset  Medical  Center  and 
AMNJ) 

Common  Dermatoses 
Drug  Addiction:  Chronic  Pain 
Management  and  Issues  Related 
to  Iatrogenic  Addiction 

3 p.m. — Ancora  Psychiatric  Hospital 
(AMNJ) 

Calcium  Absorption/ CA  and 
Vitamin  D 

9-  10  am. —St.  Francis  Medical 
Center,  Trenton 

(AMNJ) 

Allergy  and  Immunology 

9:30  am  4:30  p.m.— Okie  Allergy 
Associates,  Woodbury 
(Okie  Allergy  Associates  and 
AMNJ) 

Industrial  Medicine — Chemicals 
and  Health 

12  noon — St.  Mary’s  Hospital, 

Orange 

(AMNJ) 

Atrial  Natriurectic  Factor 

4-5  p.m. — Robert  Wood  Johnson 
Medical  School,  Rm.  393, 

New  Brunswick 
(UMDNJ) 

Pulmonary  Function  Testing  and 
Arterial  Blood  Gases 

837 


^ANNUAL  CME  ASSEMBLY  L. 

presented  by  the 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

Clinical  Dilemmas  & 

Controversies 

MARCH  13-15,  1987 

THE  NEW  YORK  HILTON,  NEW  YORK  CITY 


HIGHLIGHTS 

20  CME  Sessions;  Panel  Discussions;  70 
Technical  Exhibits;  two  Receptions;  Presi- 
dent’s Dinner  Dance. 


Registration:  There  is  no  fee  for  members  of 
the  New  Jersey  State  Medical  Society,  resi- 
dents, medical  students,  or  medical  assis- 
tants. Non-member  physicians — $50;  Allied 
Professions  $10.  We  are  accredited  by  the 
Accreditation  Council  for  CME. 


For  a copy  of  the  preliminary  program,  con- 
tact: MSSNY,  420  Lakeville  Road,  P.O.  Box 
5404,  Lake  Success,  N.Y.  11042. 

Attn:  Division  of  Meeting  Services 

\ (510)  488-6100 


The  Academy  of  Medicine 
of  New  Jersey 

in  cooperation  with 

UMDNJ-Robert  Wood  Johnson  Medical  School 
& Robert  Wood  Johnson  University  Hospital 

presents 

AN  INTENSIVE  REVIEW  OF 
INTERNAL  MEDICINE 

January  14,  1987-May  27,  1987 
4:00  P.M.-7:00  P.M. 

at 

ROBERT  WOOD  JOHNSON  UNIVERSITY  HOSPITAL 
NEW  BRUNSWICK,  NEW  JERSEY 

The  course  is  designed  to  provide  a comprehensive  review  of  contem- 
porary concepts  in  Internal  Medicine.  It  is  designed  for  practicing  in- 
ternists and  family  practitioners.  The  review  will  also  be  useful  for 
residents.  Syllabus  material  will  be  distributed  during  the  course  which 
will,  when  compiled,  provide  an  extremely  useful  reference. 

COURSE  CHAIRMAN:  Robert  Eisinger,  M.D. 

For  Further  Information  on  Registration,  Faculty,  and  Fees, 
Please  Contact: 

Dana  R.  Davies 

Academy  of  Medicine  of  New  Jersey 
Two  Princess  Road 
Lawrenceville,  New  Jersey  08648 
Phone:  (609)  896-1717 


of  New  Jersey 


THE  LIKOFF  CARDIOVASCULAR  INSTITUTE 

and 

THE  DIVISION  OF  CARDIOLOGY 
HAHNEMANN  UNIVERSITY 

PRESENT 

CARDIOLOGY  TODAY 

January  28,  1987 


“The  Assessment  of  Cardiac  Patients  Undergoing 
Non-Cardiac  Surgical  Procedures” 

MODERATOR:  RONALD  S.  PENNOCK,  M.D. 

4:00  PM  EKG,  Holter  Gary  J.  Anderson,  M.D. 

4:30  PM  IMAGING  Gary  S.  Mintz,  M.D. 

5:00  PM  PRE-OP  MANAGEMENT  Ronald  S.  Pennock,  M.D. 

5:30  PM  INTRA  AND  POST  OPERATIVE  MANAGEMENT  Joseph  Carver,  M.D. 


Designed  for  the  physician  in  practice  faced  with  the  care  of  critically  ill  patients. 
CME  CATEGORY  I CREDITS  CERTIFIED  • NO  REGISTRATION  FEE  REOUIRED 
Conferences  are  held  in  Lecture  Hall  “A” 

Second  Floor— New  College  Building 
Hahnemann  University,  15th  and  Vine  Streets,  Philadelphia,  PA  19102 
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12:15-1:15  p m —Gateway  Hilton, 
Newark 

(1 VJ  Disability  Detenriinations 
Division  and  AMNJ) 

2 1 Dermatology  Conferences 

6-9  p.m. — Rutgers  Community 
Health  Plan,  57  U.S.  Hwy.  1, 

New  Brunswick 

( Rutgers  Community  Health  Plan 
and  AMNJ) 

2  2 Laser  Treatment  of  Massive  GI 
Hemorrhage 

I 1:30a.m  —Christ  Hospital, 

Jersey  City 

l AMNJ ) 

22  Infections  in  the  Elderly 

I I am- 12  noon — St.  Joseph's 
Hospital  and  Medical  Center, 
Paterson 

(St.  Joseph's  Hospital  and  Medical 
Center) 

23  Antibiotic  Treatment  of  Urinary 
Tract  Infections,  Pneumonia,  and 
Cellulitis 

10:45 am- Greystone  Park 
Psychiatric  Hospital 
(AMNJ) 

27  CT  Evaluation  of  Abdominal 
Trauma 

8:30- 1 0:30  a.m  — St.  Joseph’s 
Hospital  and  Medical  Center, 
Paterson 


(St.  Joseph's  Hospital  and  Medical 
Center) 

29  Management  of  Post-GI  Disorders 

1 1 am. — St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 
(AMNJ) 

February 

2 Rheumatology  Staff  Conferences 

5:30  p.m. —Robert  Wood  Johnson 
Medical  School,  Academic  Health 
Center,  Rm.  393,  New  Brunswick 
(UMDNJ) 

3 Anaerobic  Infections 
17  Septic  Shock 

8:30  am  — Palisades  General 
Hospital.  North  Bergen 
(Palisades  General  Hospital  and 
AMNJ) 

4 UTI 

10:30-1 1:30  am  — St.  Mary’s 
Hospital,  Passaic 
(AMNJ) 

4 Medical  Grand  Rounds 

1 1 :30  am.  1 p.m  — VA  Medical  Center, 
East  Orange 

(Endocrine  Section.  AMNJ) 

4 Abstract  Presentation 

2-5  p.m  — Morristown  Memorial 
Hospital 

(NJ  Gastroenterological  Society 
and  AMNJ) 


4 Fluid  and  Electrolyte  Imbalance 

1 :30  p.m  — Essex  County  Hospital 
Center,  Cedar  Grove 
(Essex  County  Hospital  Center 
and  AMNJ) 

4 Dinner  Meeting 

6-9:30  p.m  — Holiday  Inn,  Newark 
Airport 

(Endocrine  Section,  AMNJ) 

4 Pathogenesis  of  Systemic 

Sclerosis  and  Related  Disorders 
1 1 Pathogenesis  of  Bronchial  Asthma 
25  New  Perspectives  on  Pharmaco- 
logical Therapy  for  Obesity 
12  noon-1  p.m.— Robert  Wood 
Johnson  Medical  School,  Med. 
Edue.  Bldg.,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

4 Update  on  Immunizations  at 
Home  and  Abroad 

1 1 Update  on  the  Treatment  of  Large 
Cell  Lymphoma 
18  Oncology  Update 
25  Special  Problems  with  Platelets 

8:30- 10:30  am  — Grassmann  Hall, 
AJexian  Brothers  Hospital, 
Elizabeth 

(Alexian  Brothers  Hospital  and 
AMNJ) 

4 Medical  Lecture  Series 

11  1 0:30  am  - 1 2 noon — Christ 

18  Hospital,  Jersey  City 
25  (Christ  Hospital  and  AMNJ) 

4 Endocrine  Conferences 
11  3:30-5  p.m  — Rotates  between 

18  Newark  Beth  Israel  Medical  Center, 
25  United  Hospitals,  University 

Hospital,  Newark,  and  VA  Medical 
Center,  East  Orange 
(Endocrine  Section,  AMNJ) 

6 Diet  and  Prescription  of 
Hyperlipidemia 
12  noon— St.  Mary’s  Hospital, 
Orange 

(St  Mary's  Hospital  and  AMNJ) 

6 Department  of  Medicine  Grand 
20  Rounds 

9-10  am  — Crean  Hall,  St.  Francis 
Medical  Center,  Trenton 
(St  Brands  Medical  Center  and 
AMNJ) 

6 Multidisciplinary  Cancer 
13  Conferences 

20  1 1 am  — 1 2 noon — Wallkill  Valley 

27  General  Hospital  Annex,  Sussex 
(Wallkill  Valley  General  Hospital 
and  AMNJ) 

6 Cancer  of  the  Bladder  and 
Prostate 

13  Parkinsonism 
20  Management  of  Decubitis  Ulcers 
27  Review  of  Recent  Decisions  on 
Terminal  Care 

12  noon — Bridgeton  Hospital 
(Bridgeton  Hospital  and  AMNJ) 

9 Thyroid  Diseases 

7 p m — Wallkill  Valley  General 
Hospital,  Sussex 

(Wallkill  Valley  General  Hospital 
and  AMNJ) 

10  Industrial  Medicine — Chemicals 
and  Health 

12  noon  1 p.m  — The  Hospital  Center 

at  Orange 

(AMNJ) 


DAILY  SCHEDULE 
221st  MSNJ  ANNUAL  MEETING 
Americana  Host  Farm  Resort 
Lancaster,  Pennsylvania 
April  30-May  3,  1987 

Wednesday,  April  29,  1987 

3:30  p.m. — Board  of  Trustees'  Meeting 

Thursday,  April  30,  1987 

9:00  am. — Registration  Opens 
9:00  a.m  — Message  Center  Opens 
2:00  p.m  — House  of  Delegates 
4:00  p.m. — Reference  Committees 

Friday,  May  1,  1987 

8:00  am. — Registration  Opens 

9:00  am— Message  Center  and  Exhibits  Open 

9:00  a.m— House  of  Delegates  (election) 

12:00  noon — Golden  Merit  Award  Ceremony  followed  by  Reception 
2:30  p.m. — Reference  Committees 
5:00  p.m  — JEMPAC  Political  Forum 
5:45  p.m—  JEMPAC  Wine  and  Cheese  Reception 

Saturday,  May  2,  1987 

8:00  am  — Registration  Opens 

9:00  am— Message  Center  and  Exhibits  Open 

8:30  am  — House  of  Delegates 

1:30  p.m— House  of  Delegates 

6:30  p.m. — Inaugural  Reception  followed  by  Inaugural  Dinner 

Sunday,  May  3,  1987 

8:00  am  — Registration  Opens 
9:00  am  — Message  Center  Opens 

8:30  am —Program  on  one  topic  of  major  interest  to  the  physician 
1:00  p.m. — Board  of  Trustees’  Meeting 
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NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 


For  the  Investigation  of 

Problems  of  Human  Infertility 


The  Foundation  provides  a complete 
diagnostic  and  consultation  service  for  in- 
fertile couples.  Investigations  are  con- 
ducted by  well-known  specialists  in  con- 
junction with  consultants  in  the  various 
fields  of  medicine  related  to  infertility. 

The  Foundation  is  supported  by  an  in- 
house  modern  laboratory  equipped  to  do 
most  tests  required  for  diagnosis  and 
treatment.  Literature  on  request. 

1430  Second  Avenue,  Suite  103 
New  York,  N.Y.  10021 
Phone:  (212)  744-5500 


^ location 

Interiors  to  Cali  Michael  Lewis  at  (609) 

Ownership  possibles.  ■ MEDICAL 

east  g 


Mount  Laurel,  New  Jersey 
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10  Renal  Biopsy  Conferences 

12:30-2  p.m  — Bamert  Memorial 
Hospital,  Paterson 
(Barnert  Memorial  Hospital  and 
AMNJ ) 

10  Dermatology  Program 

8-10  pm— Schering  Corporation, 
Kenilworth 

(NJ  Dermatological  Society  and 
AMNJ) 

1 1 Albert  Siegel  Memorial 
Symposium 

2-5  p.m.— St.  Barnabas  Medical 
Center,  Livingston 
(NJ  Gastroenterological  Society 
and  AMNJ) 

12  Cartilaginous  Changes  in 
Osteoarthritis  and  Rheumatoid 
Arthritis:  Clinical  Implications 

1 1 A.M.- 1 2 noon — St.  Joseph's 
Hospital  and  Medical  Center, 
Paterson 

(St  Joseph's  Hospital  and  Medical 
Center) 

17  Septic  Shock 

8:30  A.M.  9:30  A.M.— Palisades 
General  Hospital,  North  Bergen 
(Palisades  General  Hospital  and 
AMNJ) 

17  Continuous  Ambulatory 
Peritoneal  Dialysis 

12  noon-1  p.m  — St.  Mary’s  Hospital, 
Orange 

(St  Mary's  Hospital  and  AMNJ) 

17  Blood-Membrane  Interactions  in 
Hemodialysis 

4- 5  p.m  — Robert  Wood  Johnson 
Medical  School,  Rm.  393, 

New  Brunswick 
(UMDNJ) 

18  Dermatology  Conferences 

6-9  p.m  — Rutgers  Community 
Health  Plan,  U.S.  Hwy.  1, 

New  Brunswick 

(Rutgers  Community  Health  Plan 
and  AMNJ) 

19  Current  Progress  in  the 
Management  of  Certain  States  of 
Prostatic  Carcinoma 

5- 6:30  p.m  — Somerset  Medical 
Center,  Somerville 
(Somerset  Medical  Center  and 
AMNJ) 

20  Current  Chemotherapy 

9a.m.- St.  Francis  Medical  Center, 
Trenton 

(St  Francis  Medical  Center  and 
AMNJ) 

20  Vaccines  and  Immunizations: 
Hepatitis,  Tetanus,  Toxoid, 
Pneumovax 

10:45  a.m.— Greystone  Park 
Psychiatric  Hospital 
(Greystone  Park  Psychiatric 
Hospital  and  AMNJ) 

20  Thrombolytic  Agents 
27  Medical  Mortality  Conferences 

8:30  a.m.— United  Hospitals  Medical 
Center,  Annex  Aud.,  Rms.  B and  C, 
Newark 

(United  Hospitals  Medical  Center 
and  AMNJ) 

24  Management  of  the  Child  and 

Adolescent  with  Diabetes  Mellitas 

8:30- 1 0:30  am.— St.  Joseph’s 
Hospital  and  Medical  Center, 
Paterson 


(St  Joseph’s  Hospital  and  Medical 
Center) 

NEUROLOGY/PSYCHIATRY 

January 

8 Neurology  Grand  Rounds 

15  3-5  p.m. — Robert  Wood  Johnson 

22  Medical  School,  Med.  Ed.  Bldg., 

29  Rm.  108A,  New  Brunswick 
(UMDNJ) 

15  To  Be  Announced 

8 p.m  — Hackensack  Medical  Center 
(NJ  Psychoanalytic  Society  and 
AMNJ) 

29  Drug  Addiction:  Chronic  Pain 
Management  and  Issues  Related 
to  Iatrogenic  Addiction 

3-4  p.m.— Aneora  Psychiatric 
Hospital 

(Aneora  Psychiatric  Hospital  and 
AMNJ) 

February 

5 Neurology  Grand  Rounds 

12  3-5  p m — Med.  Educ.  Bldg.,  Rm. 

19  108A,  Robert  Wood  Johnson 

26  Medical  School,  New  Brunswick 
(UMDNJ) 

6 New  Developments  in  Alzheimer’s 
Disease 

8:30  a.m  — United  Hospitals  Medical 
Center,  Annex  Aud.,  Rms.  B and  C, 
Newark 

(United  Hospitals  Medical  Center 
and  AMNJ) 

19  AIDS 

3-4  p.m  — Aneora  Psychiatric 

Hospital 

(AMNJ) 

OBSTETRICS/GYNECOLOGY 

January 

21  Gene  Antenatal  Diagnosis 

12  noon-1  p.m  — Robert  Wood 
Johnson  Medical  School,  Med. 

Educ.  Bldg.,  Rm.  102, 

New  Brunswick 
(UMDNJ) 


February 

1 3  Treatment  of  Prolactinomas 

8:30  A.M.— United  Hospitals  Medical 
Center,  Annex  Aud.,  Rms.  B and  C, 
Newark 

(United  Hospitals  Medical  Center 
and  AMNJ) 

PEDIATRICS 

January 

8 Pediatrics — Congenital  Disease 

1 1 a.m. — St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 
(AMNJ) 

9 Pediatric  Lecture  Series 

8-9  a.m. — Overlook  Hospital, 
Summit 

(Overlook  Hospital  and  AMNJ) 

16  The  Misunderstood  Child 

12  noon- 1:15  p.m  — Bridgeton 
Hospital 

(Bridgeton  Hospital  and  AMNJ) 

February 

1 3  Immunotherapy  of  Neonatal 
Sepsis 

8-9  A.M.— Overlook  Hospital,  Summit 
(Overlook  Hospital  and  AMNJ) 

21  Toxicology/Pharmacology — 
Pediatrics 

8-9  A.M.— Newcomb  Medical  Center, 

Vineland 

(AMNJ) 

RADIOLOGY 

January 

8 Ultrasound  of  the  Parathyroid 
Gland 

7:30  p.m. — St.  Barnabas  Medical 
Center,  Livingston 
(NJ  Institute  of  Ultrasound  in 
Medicine  and  AMNJ) 

15  Monthly  Meeting 

7:30  p.m. — St.  Barnabas  Medical 
Center,  Livingston 
(Radiological  Society  of  NJ  and 
AMNJ) 


ARE  YOU  MOVING? 

If  so,  please  send  a change  of  address  to  NEW  JERSEY 
MEDICINE,  Medical  Society  of  New  Jersey,  Two  Princess 
Road,  Lawrenceville,  NJ  08648,  at  least  six  weeks  before 
you  move. 


Name 

Address . 

City— State Zip 

County 
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2 1 Current  Management  of 

Endometrial  Carcinoma 

6:30  p.m— The  Manor,  West  Orange 
(Radiotherapy  Section,  AMNJ) 

February 

26  Radiology— Ultrasound 

1 1  A.M.— St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 
(St.  Joseph's  Hospital  and  Medical 
Center  and  AMNJ) 

SURGERY 

January 

6 Surgery:  Visiting  Professor 
Program 

5-6  p.m  — Robert  Wood  Johnson 
Medical  School,  Rm.  102, 

New  Brunswick 
(UMDNJ) 

7 Surgical  Grand  Rounds 

14  8:30-10:30a.m  — Robert  Wood 

21  Johnson  Medical  School,  Rm.  102, 
28  New  Brunswick 
(UMDNJ) 

7 In-and-Out  Surgery 

1 0:30  a.m  - 1 2 noon — Christ 
Hospital,  Jersey  City 
(AMNJ) 

8 Modem  Surgical  Treatment  of 
Peptic  Ulcer  Disease 

7:30-8:30  A M. — West  Jersey  Health 
System,  Eastern  Division,  Voorhees 
(West  Jersey  Health  System  and 
AMNJ) 

26  Tumor  Board  Conference 

1 1 :30  a.m. — 1 2:30  p.m —Community 


Memorial  Hospital,  Toms  River 
(Community  Memorial  Hospital 
and  AMNJ) 

27  Exercise  and  Vascular  Disease 

8- 10  p.m. — The  Englewood  Club, 
Englewood 

(Englewood  Surgical  Society  and 
AMNJ) 

February 

3 Surgery:  Visiting  Professor 
Program 

5-6  p.m.— Robert  Wood  Johnson 
Medical  School,  Room  102, 

New  Brunswick 
(UMDNJ) 

4 Surgical  Grand  Rounds 

11  8:30- 10  a m — Robert  Wood  Johnson 
18  Medical  School,  Room  102, 

25  New  Brunswick 
(UMDNJ) 

1 2 Surgical  Management  of  Benign 
and  Malignant  Disease  of  the 
Breast 

7:30-8:30  a m — West  Jersey  Health 
System,  Eastern  Division,  Voorhees 
(West  Jersey  Health  System  and 
AMNJ) 

24  Microsurgical  Limb  Salvage 

8-10  p.m  — Englewood  Club, 
Englewood 

(The  Englewood  Surgical  Society 
and  AMNJ) 

SURGICAL  SPECIALTIES 
January 

8 Vascular  Surgery  Conference 


15  Rounds 

22  4-5  p m. — Robert  Wood  Johnson 

29  Medical  School,  Med.  Educ.  Bldg., 
New  Brunswick 
(UMDNJ) 

13  Cerebral  Vascular  Disease 

9-10  A.M.— Holy  Name  Hospi  tal, 
Teaneek 

(Holy  Name  Hospital  and  AMNJ) 

26  Prospectives  in  Congenital 
Cardiac  Surgery 

2-3  p.m  — Deborah  Heart  and  Lung 
Center,  Browns  Mills 
(Deborah  Heart  and  Lung  Center) 

February 

5  Vascular  Surgery  Conference 
1 2 Rounds 

19  4-5  p.m.— Robert  Wood  Johnson 

26  Medical  School,  Med.  Educ.  Bldg., 
New  Brunswick 
(UMDNJ) 

MISCELLANEOUS 

January 

7 Physical  Medicine  and 
Rehabilitation:  Amputee 
Rehabilitation  and  Prevention 

1 4 Artificial  Replacement  of  Limbs 
and  Tendons 

10:30a.m. — St.  Mary’s  Hospital, 

Passaic 

(AMNJ) 

2.1  Where  Is  Professional  Liability 
Heading? 

12  noon— West  Jersey  Health 
Systems,  North  Division,  Camden 
(AMNJ) 
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LETTERS  TO  THE 

Editor 


Breast  Cancer 

August  19,  1986 

Dear  Dr.  Krosnick 

I am  writing  to  congratulate  you 
on  the  general  format  of  the  August 
1986  issue  on  cancer.  The  article  on 
breast  cancer  by  Ralph  S.  Greco, 
M.D.,  mentions  reconstruction  only 
in  passing  at  the  very  end.  This  is  a 
major  oversight. 

Dr.  Greco  rightly  points  out  that 
“the  fear  of  mastectomy  has  been 
compared  to  the  fear  of  castration  in 
men.  . . . The  anger  and  hostility 
often  displayed  before  and  after 
mastectomy  are  substitutes  for  the 
worse  form  of  anxiety.”  Today,  many 
patients  can  be  offered  a chance  for 
reconstruction  of  the  breasts  after 
mastectomy  to  help  improve  the 
quality  of  their  lives  after  surgery. 
While  the  results  certainly  are  not 
perfect,  many  postoperative  patients 
have  expressed  great  satisfaction 
with  their  appearance  and  their 
lives. 

Many  clinicians  today  agree  that 
women  are  having  earlier  treatment 
of  breast  cancer  because  they  know 
that  the  options  for  reconstruction 
can  be  offered.  The  plastic  and  re 
constructive  surgeon  should  be  part 


of  the  team  counselling  the  patient 
from  the  very  start. 

(signed)  R B.  Bloomenstein,  M.D. 


September  26,  1986 
Dear  Dr.  Krosnick 

Dr.  Bloomenstein  and  I agree 
totally  that  breast  reconstruction  is 
an  important  alternative  for  women 
who  must  undergo  mastectomy.  It 
certainly  plays  an  important  role  in 
the  psychological  well-being  of  these 
patients  as  well  as  the  likelihood  of 
their  seeking  medical  assistance 
earlier  in  the  course  of  their  disease. 
Like  Dr.  Bloomenstein,  the  physi- 
cians, psychologists,  and  nurses  at 
the  Comprehensive  Breast  Center 
consider  breast  reconstruction  an 
essential  part  of  team  counselling 
from  the  very  start.  Unfortunately, 
the  constraints  of  time  and  space 
dictated  that  the  article  focus  on  the 
two  issues  of  greatest  importance, 
namely,  procedures  which  spare  the 
breast  and  adjuvant  systemic  ther- 
apy. 

(signed)  Ralph  S.  Greco,  M.D. 

New  Jersey  Hospice 

September  2,  1986 
Dear  Dr.  Krosnick 

The  article,  “Hospice  In  New  Jer- 
sey,” in  your  August  1986  issue  was 
very  informative  and  the  first  I’ve 
seen  written  specifically  for  New  Jer- 
sey. I am  especially  pleased  to  see  the 
growing  interest  in  hospice  among 
physicians  for  those  patients  and 
families  who  can  benefit  from  these 
services. 

I would  like  to  clarify  that  the  New 
Jersey  Hospice  Organization  is  the 
nonprofit  association  for  the  40  pro- 
grams providing  hospice  care  to  the 
dying  and  their  families  in  New  Jer- 
sey. The  Princeton-based  organiza- 
tion serves  hospice  in  the  state  by 
providing  professional  education  for 
hospice  and  health  care  providers; 
as  well  as  advocacy  for  hospice  pro- 
grams and  the  patients  they  serve  at 
the  state  and  national  levels  and 
public  information  and  referral  ser- 
vices. 

If  you  would  like  any  further  infor- 
mation about  hospice,  please  feel 
free  to  contact  me  at  the  New  Jersey 
Hospice  Organization,  760  Alexan- 
der Road,  CN-1,  Princeton,  NJ 
08540,  telephone  (609)  275-4124  or 
4125. 

(signed)  Ruth  Thies 
Executive  Director 


Rate  Relief  Commission 

September  30,  1986 
Dear  Dr.  Krosnick: 

The  House  of  Delegates  without 
debate  rejected  a resolution  to  estab- 
lish a Rate  Relief  Commission  for 
physicians.  After  all,  we  are  a regu- 
lated industiy.  It  seems  sensible  that 
we  should  enjoy  the  same  privileges 
as  do  other  regulated  industries. 

At  the  same  meeting,  we  were 
privileged  to  hear  representatives  of 
the  Massachusetts  Medical  Society 
describe  the  state  law  that  required 
all  physicians  to  accept  Medicare  as- 
signment. We  applauded  politely  but 
didn’t  even  offer  any  contributions, 
as  if  this  was  all  happening  on  a 
distant  planet  and  couldn’t  happen 
to  us. 

We  seem  unable  to  identify  with 
the  plight  of  others.  We  did  not  an- 
ticipate that  if  this  bill  passed  in 
Massachusetts,  it  certainly  would  be 
looked  upon  favorably  by  at  least 
some  New  Jersey  legislators— prob- 
ably a majority. 

Within  four  months  of  the  annual 
meeting,  a similar  bill  was  intro- 
duced into  the  New  Jersey  State  As- 
sembly by  representatives  Kareher 
and  Doyle. 

The  law  is  on  its  way,  and  (JEM- 
PAC  to  the  contrary)  probably  will 
find  favor  with  the  legislature,  be- 
cause as  Representative  Singer  told 
the  Ocean  County  Medical  Society, 
those  geriatric  voters  are  too  numer- 
ous to  ignore. 

The  prospects  are  good  that  the 
law  will  pass,  and  if  MSNJ  is  smart, 
it  will  transfer  money  from  the  fund 
to  investigate  the  propriety  of  a 
State  Society  HMO  (which  is  inap- 
propriate and  not  the  business  of 
the  Society)  to  a massive  slush  fund 
to  deal  with  the  Doyle- Kareher  ini- 
tiative in  a court  of  law.  If  the  Con- 
gress finds  that  such  a law  passes 
muster  in  a number  of  states,  it  will 
make  it  federal.  There  already  is  talk 
of  such  a law  in  the  halls  of  Con- 
gress. 

In  myjudgment,  political  action  is 
dead,  and  the  last  resort  is  the 
courtroom.  With  respect  to  the 
Doyle-Karcher  bill,  we  are  invited  to 
criticize  it  and  make  suggestions, 
but  our  only  logical  suggestion 
would  be  to  withdraw  the  bill.  This 
they  won't  do.  We  have  been  invited 
to  provide  "input"  to  the  Doyle- 
Karcher  bill.  But  suggestions  such 
as  a means-test,  or  setting  individ 
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ual  rates  according  to  overhead, 
merely  implies  our  complicity  in  and 
agreement  with  the  legislation. 

We  seem  to  feel  that  we  are  part 
of  the  process,  not  subordinate  to  it; 
we  take  pride  in  being  asked  to 
“provide  input”  to  legislation.  This  is 
what  the  AMA  has  done  all  along. 
But  to  date,  it  has  proved  to  be  a 
trap.  The  AMA  has  compromised 
and  furnished  “input”  to  the  Bennet 
amendment  which  resulted  in  the 
PROs.  In  a deal  with  Congress  it 
agreed  to  ask  its  members  to  go 
along  with  a voluntary  fee  freeze  for 
one  year;  of  course,  the  Congress 
made  it  law  within  the  pledge  period 
and  caught  us  with  our  prices  down. 

We  like  to  think  of  ourselves  as 
the  last  guardians  of  free  enterprise, 
but  in  reality  we  have  been  subsi- 
dized indirectly  by  Blue  Shield/Blue 
Cross  and  Medicare,  which  provided 
incentive  for  patients  to  visit  doc- 
tors. We  do  not  represent  the  Bas- 


togne-like  bastion  of  free  enterprise. 
We  are  a regulated  industry.  We 
should  be  treated  as  such,  and  have 
a rate  relief  commission  for  those  of 
us  that  have  no  place  else  to  go  to 
get  the  income  needed  to  meet  our 
ever-rising  costs. 

(signed)  Charles  Harris,  M.D. 

Skin  Popping 

Dear  Dr.  Krosnick: 

Skin  popping  of  drugs  now  is 
known  to  be  a cause  of  bilateral 
pneumothorax.12  We  would  like  to 
report  such  a case. 

A 49-year-old  man  was  admitted 
to  United  Hospitals  Medical  Center 
with  a complaint  of  chest  pain  and 
palpitations  of  three  hours’  dura- 
tion, after  he  injected  cocaine  and 
heroin  into  both  supraclavicular 
fossae.  He  did  not  have  any  history 
of  other  lung  disease.  On  examin- 
ation, the  patient  had  track  marks 


on  both  sides  of  the  neck  and  was 
in  moderate  respiratory  distress. 
There  were  decreased  breath  sounds 
throughout  both  lungs.  Chest  x-ray 
showed  bilateral  pneumothorax, 
more  than  50  percent  on  the  right 
and  approximately  25  to  30  percent 
on  the  left.  Chest  tubes  were  in- 
serted on  each  side  with  complete 
re-expansion  within  a few  days. 

This  case  re-emphasizes  that 
bilateral  pneumothorax  should  be 
considered  in  any  intravenous  drug 
abuser  who  complains  of  chest  pain, 
(signed)  Ravindra  I.  Patel,  M.D. 
(signed)  Elaine  German,  M.D. 

REFERENCES 

1 . Patel  RI,  Agarwal  SK-  Bilateral  pneu- 
mothorax, a rare  complication  of  skin 
popping.  NJ  MED  83:247-248,  1986. 

2.  Lewis  JW,  Groux  N,  Elliott  JP,  et  al.: 
Complications  of  attempted  central  ve- 
nous injections  performed  by  drug 
abusers.  Chest  78:613-617,  1980. 
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of  Radiography;  Hospital 
Admitting  Department; 
Microbial  Diseases  in 
Nephrology;  Techniques  in 
Ophthalmic  Plastic 
Surgery;  Useful 
Procedures  in  Medical 
Practice 


Annual  Review  of 
Medicine , Volume  37 

William  P.  Creger  (ed).  Palo  Alto,  CA, 
Annual  Reviews,  Inc.,  1986.  Pp.  465. 
($31) 

The  1986  edition  of  Annual  Re- 
view of  Medicine  contains  38  dif- 
ferent subjects.  The  reviews  are  au- 
thoritative, clear,  and  easy  to  read; 
by  far,  attempts  were  made  to  com- 
bine the  basic  research  findings 
with  their  clinical  significance.  The 
end  result  is  one  of  excellence. 

Having  said  that  the  articles  are 
well  written,  what  can  a medical 
practitioner  expect  from  this  vol- 
ume? It  took  me  one  month  to  finish 
it  in  my  spare  time;  I found  the 
topics  on  involuntary  treatment  of 
medicine,  treatment  of  acid  peptic 
diseases  by  inhibition  of  gastric 
H+,  K+-ATPase,  and  infections  of  the 
gastrointestinal  tract  in  the  im- 
munocompromised patient  highly 
informative  and  pertinent  to  my 
daily  practice.  Others,  such  as  pul- 
monary function  of  the  transplanted 
human  lung,  plain  curious;  and 
others,  such  as  treatment  of  hyper- 
cholesterolemia just  a repetition  of 
other  articles  published  in  many 
other  sources. 


I personally  subscribe  to  these  vol- 
umes; however,  I find  it  difficult  to 
recommend  personal  subscriptions 
but  I hope  your  hospital  library  will 
have  them  available  to  you. 

Geobel  A.  Marin,  M.D. 

Biology  of  Women , 

Second  Edition 

Ethel  Sloane.  New  York,  NY,  John 
Wiley  & , Sons,  1986.  Pp.  656.  Il- 
lustrated. ($19.95) 

This  text  attempts  to  teach 
women  about  their  own  body  struc- 
ture and  function.  It  covers  anato- 
my, pregnancy,  and  labor  and  de- 
livery, as  well  as  many  gynecological 
problems  that  a woman  may  experi- 
ence in  her  lifetime.  The  author  does 
reasonably  well  in  walking  the  line 
between  a book  that  is  too  technical 
and  one  that  is  condescending  to 
the  intelligent  woman.  Still,  some 
terms  such  as  fornix  are  mentioned 
but  not  explained.  While  the  writer 
tries  to  demystify  health  care,  she 
cannot  avoid  somewhat  of  a “put- 
down”  for  physicians.  Perhaps  some 
women  feel  exploited  by  their  doctor 
and  such  turn-about  is  fair  play! 

The  book  contains  valuable  infor- 
mation for  the  woman  who  wants  to 
know  more  about  her  own  body. 
Physicians  may  find  it  factual  but 
not  dispassionate. 

Gerard  F.  Hansen,  M.D. 

The  Complete  Review  of 
Radiography 

Kathryn  M.  Marzano  and  Pauline 
D.  Lyons.  New  York  NY,  John  Wiley 
& Sons,  1986.  Pp.  252.  Illustrated. 
($19.50) 

This  paperback  book  can  be  used 
to  great  advantage  by  radiologic 
technology  students  or  other  regis- 
try-eligible candidates  planning  on 
taking  the  National  Registry  Exam- 
ination for  Radiologic  Technologist. 
Allied  health  students  also  may  find 
the  complete  review  of  radiography 
of  interest. 

The  text  consists  of  600  construc- 
tive multiple  choice  questions  which 
are  answered  in  a very  detailed  man- 
ner. Then  each  answer  or  solution  is 
followed  immediately  by  one  or  more 
timely  references. 

The  subject  matter  includes  anat- 
omy and  physiology,  medical  termi- 
nology,  radiographic  positioning 
and  principles,  radiographic  imag- 
ing and  equipment,  physics,  pro- 


cessing and  dark  room  chemistry, 
radiation  protection  and  radio- 
biology,  and  special  procedures  and 
pathology. 

The  600  questions  are  divided 
into  three  major  groups.  The  first 
group  establishes  an  entry  level  of 
knowledge  of  radiography.  The  sec- 
ond group  enables  the  reader  to  ac- 
quire a certain  measure  of  radio- 
graphic  knowledge.  Finally,  the  last 
group  assists  the  reader  in  deter- 
mining his/her  progress. 

The  lack  of  a cross-reference  index 
is  compensated  by  a comprehensive 
table  of  contents.  The  question  for- 
mat of  The  Complete  Review  of 
Radiography  probably  is  the  next 
best  learning  substitute  for  a stu- 
dent-instructor setting. 

Lloyd  N.  Spindell,  M.D. 

The  Hospital  Admitting 
Department , 

Second  Edition 

American  Hospital  Association. 
Chicago,  IL,  American  Hospital 
Publishing,  Inc.,  1986.  Pp.  102.  Il- 
lustrated. 

This  short  manual  about  the  hos- 
pital admitting  department  (HAD) 
must  be  the  last  word  on  the  subject 
since  it  is  published  by  the  Ameri- 
can Hospital  Association.  It  tells  how 
to  design  and  run  an  HAD  in  eight 
short  chapters  and  eight  appen- 
dices. Sample  insurance  forms,  sell- 
ing forms,  and  consent  forms  are  il- 
lustrated and  the  text  is  very  con- 
densed to  bare  essentials  and  fol- 
lows a rigid  outline  making  it  easy 
to  look  up  some  questions  we  may 
have. 

However,  I doubt  if  any  doctor 
would  want  to  read  this— it  is  a "how 
to"  manual  designed  for  hospital  ad- 
ministrators. 

Norman  Riegel,  M.D. 

Microbial  Diseases  in 
Nephrology 

A.W.  Asscher  and  W.  Brumfitt  (eds). 
New  York,  NY,  John  Wiley  & Sons. 
1986.  Pp.  366.  Illustrated.  ($36) 

This  book  contains  the  proceed- 
ings of  a symposium  on  urinary 
tract  infections  held  in  London  in 
March  1985,  and  sponsored  by  Bee- 
cliam  Laboratories.  There  are  chap- 
ters on  fastidious  organisms  (H.  in- 
fluenzae,  S.  millerei.  Lactobacillus, 
and  anaerobes),  electron  micro- 
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scopy,  nongonococcal  urethritis,  vir- 
ulence factors  in  relation  to  kidney 
scarring,  covert  and  overt  infections, 
urodynamics,  genetic  predisposi- 
tions, catheterization,  pregnancy, 
urea-splitting  organisms,  and  infec- 
tions in  childhood,  in  women,  in  old 
age,  during  dialysis,  and  in  renal 
transplantation. 

The  several  authors  review  their 
work  in  these  various  fields.  Much  of 
it  is  interesting  to  the  student  of  uri- 
nary infections,  though  most  will 
find  a detailed  discussion  of  cath- 
eterization to  be  a bit  redundant, 
and  not  many  will  want  to  know  how 
to  set  up  a clinic  for  the  study  of 
chronic  urinary  infections.  Many 
controversies,  such  as  the  role  of  lac- 
tobacilli  in  the  etiology  of  female 
urethral  syndrome,  cause  and  treat- 
ment of  prostatitis  and  nongonococ- 
cal urethritis,  importance  of  screen- 
ing for  covert  infections,  are  well 
aired,  but  continue  to  be  contro- 
versies. On  the  other  hand,  the  im- 
portance of  finding  and  treating  in- 
fection in  pregnancy  and  in  children 
with  reflux  is  emphasized.  I had  not 
realized  that  patients  with  primary 
biliaiy  cirrhosis  are  subject  to  uri- 
nary tract  infections,  or  that  con- 
stant bacteriuria  in  an  elderly  per- 
son is  a marker  of  impending  death. 

The  book  is  useful,  I think,  as  a 
review  of  what  is  happening  in  the 
field  of  urinary  tract  infections,  per- 
haps mainly  for  the  academic  spe- 
cialist in  this  area 

Robert  Zufall,  M.D. 


Techniques  in 
Ophthalmic  Plastic 
Surgery 

Ralph  E.  Wesley,  M.D.,  (ed).  New 
York,  NY,  John  Wiley  & Sons,  1986. 
Pp.  482.  Illustrated.  ($45) 

This  book’s  preface  states  it  is  to 
provide  innovations  and  shortcuts 
for  better  results  in  surgeiy  of  the 
eyelids,  orbit,  and  lacrimal  appara- 
tus. I doubt  that  indeed  it  does.  The 
text  basically  is  a literature  review  of 
a wide  variety  of  procedures  with  too 
brief  an  excerpt  of  each  article.  The 
novice  will  have  no  idea  of  the  poten- 
tial complications  and/or  poor  re- 
sults of  the  procedures,  while  the  ex- 
perienced surgeon  will  find  the  con- 
tents much  too  superficial  and  of  lit- 
tle benefit.  The  drawings  are  accept- 
able. No  photographs  are  shown  and 
the  quality  of  the  paper  is  poor. 

Robby  Meijer,  M.D. 

Useful  Procedures  in 
Medical  Practice 

Paul  W.  Roberts  (ed).  Philadelphia, 
PA  Lea  & Febiger,  1986.  Pp.  610. 
Illustrated.  (34.50) 

Useful  Procedures  in  Medical 
Practice  by  Paul  W.  Roberts,  M.D.,  is 
a collection  of  useful  procedures  for 
the  practitioner.  In  this  day  and  age 
of  changing  reimbursement  for 
medical  care,  there  are  a variety  of 
texts  appearing  designed  to  enable 
the  practitioner  to  acquire  or  resur- 
rect skills  that  will  enable  the  practi- 
tioner to  participate  more  fully  in 


these  reimbursement  systems.  These 
“how-to-do-it”  books  run  the  gamut 
from  being  of  only  marginal  quality 
to  being  a valuable  and  worthwhile 
addition  to  any  practitioner’s  library. 

Dr.  Roberts’s  book  falls  into  the 
latter  category.  It  is  comprehensive, 
easy  to  read,  richly  illustrated,  and 
concise.  It  contains  lucid  descrip-; 
tions  of  many  day-to-day  office  and 
hospital  level  procedures,  the  mas- 
tery of  which  would  expand  any  phy- 
sician’s armamentarium.  Learners 
at  both  the  student  and  resident 
level  likewise  also  could  benefit  from 
this  book,  although  its  brevity  prob- 
ably precludes  it  from  being  used  as 
a comprehensive  text.  In  fact,  it  is 
the  need  for  texts  of  this  type  to  be 
both  comprehensive  and  brief  that 
creates  their  biggest  weakness.  In 
the  case  of  Dr.  Roberts’s  book,  some 
sections  are  somewhat  disjointed 
(such  as  the  section  on  obstetrics), 
while  others  contain  information 
which  would  be  only  of  minimal  use 
to  the  typical  practitioner  (such  as 
the  section  on  enucleation  found  in 
the  chapter  on  ophthalmology). 

Overall,  however,  I would  suggest! 
to  the  practitioner  who  does  not 
have  a ready  reference  on  useful  pro- 
cedures, that  this  book  would  be  a 
good  text  to  consider.  However,  if 
you  already  are  comfortable  with 
your  current  library,  this  publi- 
cation probably  offers  little  above 
and  beyond  what  you  already  have  at 
your  disposal. 

Joseph  A.  Lieberman,  III,  M.D. 
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Drs.  Barlow;  Block;  Doyle; 
Goldstein;  Jakiemiw; 
Kagan;  Miglietta; 
Pellegrini;  Reilly;  Smith; 
Solomon;  Stoltz,  Wry 


Dr.  G.  Barton  Barlow 

A former  president  of  the  Bergen 
County  Medical  Society,  George 
Barton  Barlow,  M.D.,  died  on  July  27, 
1986,  at  the  advanced  age  of  80.  Dr. 
Barlow  was  bom  in  Ossining,  New 
York,  and  was  graduated  from  Co- 
lumbia University’s  College  of  Phy- 
sicians and  Surgeons,  New  York 
City,  in  1932.  He  was  a cardiologist 
who  had  been  chief  of  medicine  and 
director  of  cardiology  at  Englewood 
Hospital  for  over  40  years.  Dr. 
Barlow  also  was  the  first  director  of 
medicine  at  Bergen  Pines  County 
Hospital  when  it  was  organized  in 
1952.  He  had  been  a member  of  the 
American  Medical  Association  and 
had  an  impressive  list  of  fellowships 
including  the  American  College  of 
Physicians,  the  American  College  of 
Chest  Physicians,  the  Council  on 
Clinical  Cardiology,  the  American 
College  of  Cardiology,  and  the 
Phlebology  Society  of  America  Dr. 
Barlow  served  in  the  medical  depart- 
ment of  the  United  States  Air  Force, 
attaining  the  rank  of  major.  In  1982, 
he  was  a recipient  of  MSNJ’s  Golden 
Merit  Award  in  recognition  of  his  50 
years  as  a physician. 


Dr.  Marcus  T.  Block 

A Newark  dermatologist,  Marcus 
Theodore  Block,  M.D.,  died  on 
August  2,  1986,  at  the  home  of  his 
son  in  Charleston,  West  Virginia  Dr. 
Block  was  82  years  old  at  the  time 
of  his  death.  He  was  a native  of  New 
York  City,  and  had  received  his 
medical  degree  at  Rush  Medical  Col- 
lege, Chicago,  in  1931.  Dr.  Block  had 
been  an  associate  professor  at 
UMDNJ-New  Jersey  Medical  School, 
Newark.  He  was  a member  of  our 
Essex  County  component  and  of  the 
American  Medical  Association,  and 
had  been  affiliated  with  a number  of 
Newark  hospitals  including  Chil- 
dren's, Columbus,  University,  Pres- 
byterian, and  Beth  Israel.  In  1981, 
MSNJ  bestowed  its  Golden  Merit 
Award  upon  Dr.  Block,  honoring  his 
50  years  in  medicine. 

Dr.  Fred  P.  Doyle 

At  only  42  years  of  age,  Frederick 
Patrick  Doyle,  M.D.,  a Seeaucus  psy- 
chiatrist, died  at  his  home  on  July 
13,1 986.  A native  of  New  Jersey,  Dr. 
Doyle  received  his  medical  degree 
from  the  Faculty  of  Medicine  and 
Surgery  of  the  University  of  Bologna 
(Italy)  in  1973.  He  was  a member  of 
our  Hudson  County  component  and 
had  been  affiliated  with  St.  Mary’s 
Hospital,  Hoboken,  and  Riverside 
General  Hospital,  Seeaucus.  Dr. 
Doyle  had  been  supervising  psy- 
chiatrist for  the  Prison  Help  Ser- 
vices at  Riker’s  Island,  New  York.  He 
also  had  served  on  the  teaching  fac- 
ulty of  Columbia  University  School 
of  Dentistry. 

Dr.  Samuel  Goldstein 

We  just  have  been  informed  of  the 
death  last  year  of  Samuel  Goldstein, 
M.D.,  a retired  general  practitioner, 
who  had  been  living  in  Florida  at  the 
time  of  his  death.  Bom  in  Brooklyn, 
New  York,  in  1904,  Dr.  Goldstein  had 
been  known  as  the  “country  doctor” 
for  46  years  in  Mays  Landing  prior 
to  his  retirement  in  1975.  He  was  a 
member  of  our  Atlantic  County  com- 
ponent and  of  the  American  Medical 
Association.  Dr.  Goldstein  was  grad- 
uated from  Jefferson  Medical  Col- 
lege, Philadelphia,  in  1928.  During 
World  War  II,  he  served  in  the  medi- 
cal corps  of  the  Army  of  the  United 
States,  emerging  with  the  rank  of 
major.  Dr.  Goldstein  had  been  a 
school  physician,  and  also  served  as 


Atlantic  County’s  prison  doctor.  In 
1969,  the  local  Chamber  of  Com- 
merce named  him  Man  of  the  Year. 
In  1978,  Dr.  Goldstein  was  a recipi- 
ent of  MSNJ’s  Golden  Merit  Award, 
honoring  his  50  years  as  a physi- 
cian. 

Dr.  Adam  Jakiemiw 

An  Essex  County  anesthetist  and 
general  practitioner,  forced  to  cur- 
tail his  practice  because  of  a myo- 
cardial infarction  in  1976,  Adam 
Jakiemiw,  M.D.,  died  in  March  1986. 
Dr.  Jakiemiw  was  75  years  old  at  the 
time  of  his  death.  Bom  in  the  city  of 
Tamopol  in  the  Ukraine,  he  received 
his  medical  degree  at  the  University 
of  Munich,  Germany,  in  1948.  Dr. 
Jakiemiw  was  a member  of  the 
American  Medical  Association,  and 
had  been  affiliated  with  a number  of 
medical  facilities  in  New  Jersey,  and 
outside  the  state.  For  five  years  he 
served  at  the  Goldwater  Memorial 
Hospital,  Welfare  Island,  New  York, 
and  also  at  Beth  Israel  and  the  Medi- 
cal Arts  Center  Hospitals  in  New 
York  City.  In  New  Jersey,  he  had 
been  affiliated  with  the  Clara  Maass 
Memorial  Hospital,  Belleville,  and  St. 
James  Hospital,  Newark. 

Dr.  Maurice  Kagan 

A Fort  Lee  colon  and  rectal  sur- 
geon, Maurice  Kagan,  M.D.,  died  in 
July  of  this  year,  at  the  venerable  age 
of  85.  Bom  in  Boston,  Massachu- 
setts, Dr.  Kagan  was  graduated  from 
Tufts  University  School  of  Medicine, 
Boston,  in  1924.  He  was  a member 
of  our  Bergen  County  component 
and  of  the  American  Medical  As- 
sociation. Dr.  Kagan  originally  had 
his  office  in  Hackensack,  and  had 
been  affiliated  with  French  Hospital, 
New  York  City,  and  with  Hackensack 
Hospital,  where  he  was  an  attending 
surgeon  and  chief  of  proctology.  In 
1974,  Dr.  Kagan  was  among  the 
physicians  receiving  MSNJ's  Golden 
Merit  Award  in  honor  of  their  50th 
anniversary  in  medicine. 

Dr.  Osvaldo  E.  Miglietta 

Osvaldo  Ettore  Miglietta,  M.D., 
died  on  July  12,  1986,  at  the  early 
age  of  60.  A native  of  Brindisi,  Italy. 
Dr.  Miglietta  was  graduated  from 
the  Faculty  of  Medicine  of  (he  Uni- 
versity of  Naples  (Italy)  in  1951.  In 
1953,  he  emigrated  to  the  United 
States  and  established  a practice  in 
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physical  medicine  and  rehabilita- 
tion in  North  Bergen.  Dr.  Miglietta 
was  a member  of  our  Bergen  County 
component.  He  was  board  certified 
in  his  specialty,  and  was  a Fellow  of 
the  American  College  of  Physicians 
and  of  the  American  Academy  of 
Physical  Medicine  and  Rehabili- 
tation. He  had  been  affiliated  with 
The  Valley  Hospital,  Ridgewood, 
Flower  and  Metropolitan  Hospitals 
in  New  York  City,  Christ  Hospital, 
Jersey  City,  and  Veterans  Adminis- 
tration Medical  Center,  East  Orange, 
and  St.  Elizabeth  Hospital,  Washing- 
ton, D.C. 

Dr.  John  N.  Pellegrini 

John  Nicholas  Pellegrini,  M.D.,  a 
general  surgeon  from  North  Bergen, 
died  on  July  23,  1 986,  at  the  untime- 
ly age  of  55.  A native  of  New  York 
City,  Dr.  Pellegrini  received  his 
medical  degree  from  the  Faculty  of 
Medicine  and  Surgeiy  of  the  Univer- 
sity of  Rome  (Italy)  in  1957.  He  had 
been  a member  of  our  Hudson 
County  component  and  of  the 
American  Medical  Association.  Dr. 
Pellegrini  was  a Fellow  of  the  Ameri- 
can Society  of  Abdominal  Surgeons, 
and  had  been  affiliated  with  North 
Hudson  Hospital,  Weehawken,  and 
with  Riverside  Hospital  in  Secaucus. 

Dr.  Christopher  T.  Reilly 

The  immediate-past  president  of 
the  Bergen  County  Medical  Socieiy, 
Christopher  T.  Reilly,  M.D.,  died  very 
suddenly,  on  July  28,  1986,  at  only 
6 1 years  of  age.  Bom  in  Paterson,  Dr. 
Reilly  was  graduated  from  the  Long 
Island  College  of  Medicine  in  1949 
and  originally  joined  our  Passaic 
County  component,  later  changing 
to  the  Bergen  County  component. 
He  established  a practice  in  ob- 
stetrics and  gynecology,  later  nar- 
rowing his  field  to  gynecology.  Dr. 
Reilly  was  a clinical  assistant 


professor  of  gynecology  and  ob- 
stetrics at  UMDNJ-New  Jersey  Medi- 
cal School,  Newark,  since  1966.  He 
was  a Fellow  of  the  American  and  of 
the  International  Colleges  of  Sur- 
geons, a Fellow  of  the  American  Col- 
lege of  Obstetricians  and  Gynecolo- 
gists, and  a Diplomate  in  obstetrics 
and  gynecology.  Dr.  Reilly  had  been 
affiliated  with  Bergen  Pines  County 
Hospital,  Paramus,  and  was  head  of 
the  gynecology/obstetrics  depart- 
ment at  The  Valley  Hospital,  Ridge- 
wood. He  was  an  Air  Force  veteran 
of  the  Korean  war  and  had  been  in- 
volved with  many  charitable  and 
community  organizations. 


Dr.  Nehemiah  E.  Smith 

Nehemiah  Elisha  Smith,  M.D.,  an 
Englewood  practitioner  of  general 
medicine  until  his  retirement  ten 
years  ago,  died  on  August  3,  1 986,  at 
the  advanced  age  of  90.  Bom  in  the 
British  West  Indies,  in  Jamaica,  Dr. 
Smith  received  his  medical  degree  at 
Meharry  Medical  College,  Tennessee, 
in  1935.  He  was  a member  of  our 
Bergen  County  component  and  of 
the  American  Medical  Association. 
Dr.  Smith  had  been  affiliated  with 
Englewood  Hospital.  In  1985,  he  was 
a recipient  of  MSNJ’s  Golden  Merit 
Award. 


Dr.  Harold  Solomon 

Harold  Solomon,  M.D.,  an  Irv- 
ington proctologist  for  40  years,  died 
on  July  10,  1986,  at  Newark  Beth 
Israel  Medical  Center,  at  the  age  of 
71.  A native  of  Newark,  Dr.  Solomon 
was  graduated  from  the  Eclectic 
Medical  College,  Cincinnati,  in  1939. 
He  was  a member  of  our  Essex 
County  component  and  of  the 
American  Medical  Association.  Dr. 
Solomon  was  a Fellow  of  the  New 
Jersey  Society  of  Colon-Rectal  Proc- 
tologists and  of  the  New  York  Society 
of  Colo-Rectal  Surgeiy.  At  the  time  of 


his  death,  he  was  affiliated  with 
Newark  Beth  Israel  Medical  Center, 
Irvington  General  Hospital,  and  the 
Cornell  Unit  of  New  York  Hospital. 
During  World  War  II,  Dr.  Solomon 
served  in  the  medical  corps  of  the 
United  States  Army. 

Dr.  Raymond  R.  Stoltz 

At  the  remarkable  age  of  89,  Ray- 
mond Russ  Stoltz,  M.D.,  died  on  July 
12,  1986,  in  Passaic  General  Hospi- 
tal, where  he  had  been  on  the  staff 
as  an  obstetrician/gynecologist  for 
over  50  years.  A native  of  Jersey  City, 
Dr.  Stoltz  received  his  medical 
degree  from  the  University  of  Buffalo 
School  of  Medicine  in  1925.  He  was 
a member  of  our  Passaic  County 
component  and  belonged  to  the  50- 
year  club  of  the  American  Medical 
Association.  In  1975,  Dr.  Stoltz  was 
a recipient  of  MSNJ’s  Golden  Merit 
Award  in  recognition  of  his  50th  an- 
niversary in  medicine. 

Dr.  Orlin  V.  Wry,  Sr. 

An  East  Rutherford  physician  for 
over  50  years,  who  specialized  in  ear, 
nose,  and  throat  care  prior  to  his 
retirement  in  1979,  Orlin  Vincent 
Wry,  M.D.,  died  on  July  19,  1986. 
Bom  in  Fairfield,  Vermont,  at  the 
turn  of  the  century,  Dr.  Wry  received 
his  medical  degree  from  the  Univer- 
sity of  Vermont's  College  of  Medicine 
in  1925.  He  was  a member  of  our 
Bergen  County  Component  and  of 
the  American  Medical  Association. 
Dr.  Wiy  was  a Fellow  of  the  Inter- 
national College  of  Surgeons,  and 
had  been  affiliated  with  St.  Mary’s 
Hospital,  Passaic.  He  was  active  in 
civic  affairs,  serving  on  the  East 
Rutherford  board  of  education.  Dr. 
Wry’s  son,  Orlin  V.,  Jr.,  is  a physician 
in  Tucson,  Arizona  In  1975,  Dr.  Wry 
was  one  of  the  recipients  of  MSNJ’s 
Golden  Merit  Award,  honoring  his 
50  years  as  a physician. 
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Sena  Marie  Coppola  M.D +421 

Senerchia  Fred  F.,  Jr.,  M.D +693 

Senior  Citizens,  Task  Force  Coalition  with— 

Krosniek  ed25 

Shaiman,  Alan,  M.D *523 

Sheppard,  Muse  A.,  M.D +764 

Sherman,  Albert  M.,  M.D +693 

Shinefield,  Maurice  A,  M.D +693 

Skaf,  Robert  A,  M.D ra455 

Skin  Popping— Patel;  German  Ie844 

Slobodien,  Howard  D„  M.D op29 

Small  Bowel  Incarceration  in  a Drain  Site 

Hernia — Wrable  enl81 

Smith,  Ellis  L„  M.D +63 

Smith,  Leon  G.,  M.D cn47;  cn597 

Smith,  Nehemiah  E.,  M.D +848 

Smoking  and  Hypnosis— Jarmon  Ie267 

Smoking  Ban  bt409 
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Sollani,  William  R,  M.D +476 

Solomon.  Harold,  M.D +848 

Solomon,  Michael  J„  M.D *731 

Solomon,  Sheldon  D„  M.D ed440 

Soofi,  Rashid.  M.D *309 

Southard,  Samuel  C„  M.D +197 

Specialized  Nutrition  Support  in  New  Jersey 
Under  the  Prospective  Payment  System- 

Seltzer,  Flintosh;  Blackwood;  Griffin  *177 

Spontaneous  Migration  of  a Hickman  Catheter— 

Galler;  Goldberg;  Wilson  cn461 

Spontaneous  Rupture  of  the  Stomach— Diehl; 

Watkins  cr396 

Squirrels  in  New  Jersey— Smith  cn47 

Starr,  Benjamin,  M.D +127 

Stemhagen,  Annette,  D.P.H *509 

Stoltz,  Raymond  R,  M.D +848 

Stomach,  Spontaneous  Rupture  of  the— Diehl; 

Watkins  cr396 

Strohl,  William  A.,  Ph.D *603 

Subordinated  Loan  Certificates  bt48 

Systemic  Amyloidosis  with  Pulmonary 
Involvement  in  IgD  Myeloma— Topilow; 

Gopal;  Rock  cr739 

— T—  HWWMM 

Taber,  Frederick  S„  M.D +693 

Tachycardia,  Multiform  Atrial — Chen  crl05 

Techniques  in  Ophthalmic  Plastic  Surgery— 

Meijer  br846 

Technology,  Recombinant  DNA — Louria  cm399 

Tell,  Brian  L„  M.D cr666 

Teller,  Daniel  W„  M.D +63 

Temperature,  A New  Method  for  Measuring 

Body — Ehrenkranz  *93 

Tetanus  as  a Complication  of  Small  Bowel 

Obstruction — Larsen;  Kloos;  Bell  cr42 

Textbook  of  Nuclear  Medicine,  Volume  1,  Basic 
Science;  Volume  2.  Clinical  Applications— 

Homer  br552 

Thind,  Indeijit  S„  M.D *715 

Thoracic  Society  Abstracts,  New  Jersey  *593 

Tice,  Cheryl  J *811 

Topilow,  Arthur  A.,  M.D cr739 

Tort  Reform  bt466 

Toxicology  of  the  Eye,  Ear,  and  Other  Special 

Senses — Smith  br417 

Travel  by  Airplane  During  Pregnancy— Breen; 

Gregori;  Neilson  *297 

Traveler's  Medical  Manual,  The — Poppick  br416 

Treatment  of  Breast  Cancer— Greco  *512 

Tribute  and  a Comment,  A — Krosniek;  Goldstone  ...  ed295 
Trustees’  Minutes  . 48,  112,  253,  321,  409,  466,  618,  828 
Turner,  Margaret  *723 


— U—  

Ultrasonic  Imaging  in  High-Risk  Newborns— 

Graff;  Mintz;  Koons;  Anwar;  Hiatt;  Hegyi  *661 

UMDNJ  Notes  51,  112,  183,  254,  321,  411, 

467,  545,  620,  681,  751,  829 
Update  on  Pediatric  Oncology— Kamalakar;  Bekele  ....  *519 

Urbanski,  Matthew  F.,  M.D +764 

Urinary  Tract  Infections,  IMAGING— Solomon; 

Lei  man;  Rosenfeld;  Kron;  Nosher  *731 

Urology,  What's  New  In?— Zufall  ed575 

Useful  Procedures  in  Medical  Practice — 

Lieberman  br846 


— V— 


Vena  Cava  Obstruction,  Primary  Mediastinal 
Seminoma  Presenting  as  Superior—  Melillo; 

Orsini;  Safirstein  *173 

Viral  Diagnostic  Laboratory— Frenkel  Ie267 

Viral  Diseases  of  the  Eye—  Mund  brl25 

Viruses  as  Causes  of  Human  Cancer — Liebowitz; 

McAllister;  Strohl  *603 

— w— 

Warner,  Wilbur  D„  M.D +693 

Watkins,  Eugene  L„  M.D cr396 

Watts,  Charles  D *803 

Weiler,  David  L.,  M.D +271 

Weiss,  Kenneth  J„  M.D *315 

Weiss,  Samuel  A.,  M.D +693 

Weisse,  Allen  B„  M.D *239 

Weltchek,  Herbert,  M.D +555 

Whitehead,  Brent,  Pharm.  D *165 

Weisenfeld,  Ira  B„  M.D +764 

Willetts,  Arthur  T.,  M.D +555 

Wilson,  Edwin  S„  M.D *161 

Wilson,  James,  M.D cn461 

Wishner,  Milton  I„  M.D +631 

Witmer,  Ralph,  Jr.,  M.D +342 

Worthley,  John  A.,  D.PA.  *379 

Wrable,  John  Jr.,  M.D cnl81 

Wry,  Orlin  V.,  Sr„  M.D +848 

Mw—wa  min — Y—  - ■ • - • —mu mm 

Yavelow,  Jonathan,  Ph.D *233 

— 7—  I - , — i 

Ziskin,  Leah.  M.D *165 

Zito,  George,  M.D ra36 
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Author  Information 


New  Jersey  Medicine  is  the 
official  organ  of  the 
Medical  Society  of  New 
Jersey . The  goals  are 
educational  and 
informational.  All  material 
published  in  New  Jersey 
Medicine  is  copyrighted  by 
MSNJ. 


CONTENT 

The  educational  content  of  each 
issue  appears  as  scientific  articles, 
based  on  research,  original  concepts 
relative  to  epidemiology  of  disease, 
and  treatment  methodology;  ease  re- 
ports based  on  unusual  clinical  ex- 
periences; review  articles;  clinical 
notes,  succinct  items  on  some 
aspect  or  new  observation  or  tech- 
nique of  a case  experience;  and 
special  articles,  which  include  evalu- 
ations, policy  and  position  papers, 
and  reviews  of  nonscientific  sub- 
jects. Other  topics  include  commen- 
taiy  (critical  narration);  medical  his- 
tory; therapeutic  drug  information; 
pediatric  briefs;  nutrition  update; 
and  an  opinion  column.  Editorials 
are  prepared  by  the  Editor  and  by 
guest  contributors  on  timely  and  rel- 
evant subjects;  editorials  are  the  re- 
sponsibility of  the  author.  The  Doc- 
tors’ Notebook  section  contains  or- 
ganizational, informational,  and  ad- 
ministrative items  from  MSNJ  and 
from  the  community.  Letters  to  the 
Editor  and  book  reviews  are  wel- 
come and  will  be  published  as  space 
permits.  The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis  and 
treatment  and  to  education  of  pa- 
tients and  professionals.  Preference 
will  be  given  to  professional  authors 
from  New  Jersey  and  to  out-of-state 
lecturers  who  submit  a suitable 


manuscript  based  on  a presentation 
made  in  New  Jersey. 

ASSIGNMENT  OF  COPYRIGHT 

In  compliance  with  the  Copyright 
Revision  Act  of  1976  (effective  Janu- 
ary 1,  1978),  a transmittal  letter  or 
a separate  statement  accompanying 
material  offered  to  New  Jersey 
Medicine  must  contain  the  follow- 
ing language  and  must  be  signed  by 
all  authors: 

“In  consideration  of  New  Jersey 
Medicine  taking  action  in  reviewing 
and  editing  my  submission,  the 
author(s)  undersigned  hereby  trans- 
fers, assigns,  or  otherwise  conveys 
all  copyright  ownership  to  the  Medi- 
cal Society  of  New  Jersey,  in  the 
event  that  such  work  is  published  in 
New  Jersey  Medicine. 

SPECIFICATIONS 

Submit  two  manuscripts  that 
must  be  typewritten  and  double- 
spaced on  8>/2"  by  11"  paper. 
Statistical  methods  used  in  articles 
should  be  identified.  Acknowl- 
edgements will  be  made  only  for 
specific  preparation  of  an  essential 
part  of  the  manuscript. 

Authors  are  asked  to  seek  clarity, 
accuracy,  and  originality;  attention 
to  details  of  grammar,  spelling,  and 
typing  are  important. 

The  title  page  should  include  the 
full  name,  degrees,  and  affiliations  of 
all  authors,  and  the  name  and  ad- 
dress of  the  author  to  whom  reprint 
requests  should  be  sent. 

The  author  should  submit  a 40- 
word  abstract  to  be  used  at  the  be- 
ginning of  the  article. 

Tables  must  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
11"  sheets,  with  a title  and  number. 
Symbols  for  units  should  be  con- 
fined to  column  headings,  and  ab- 
breviations, properly  explained, 
should  be  kept  to  a minimum. 

Illustrations  should  be  pro- 
fessional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  Where  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or  publi- 
cation permission,  signed  by  the 
subject  or  responsible  person,  must 
be  included  with  the  photograph. 
Material  taken  from  other  publi- 
cations must  give  credit  to  the 


source;  written  permission  for  re- 
publication from  the  original  pub- 
lisher must  be  submitted.  The  cost 
of  color  photographs  must  be  borne 
by  the  author. 

Generic  names  should  be  used 
with  proprietary  names  indicated 
parenthetically  or  as  a footnote  with 
the  first  use  of  the  generic  name. 
Proprietary  names  of  devices  should 
be  indicated  by  the  registration  sym- 
bol—5 . 

The  summary  of  the  article  should 
not  exceed  250  words;  it  should  con- 
tain only  essential  facts. 

References  should  not  exceed  35 
citations  except  in  review  articles, 
and  should  be  cited  consecutively  in 
the  text  by  numbers  in  parentheses 
at  the  end  of  the  sentence.  The  refer- 
ence list  should  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
11"  sheets  in  the  numerical  order  in 
which  they  are  first  cited  in  the  text. 
The  style  of  reference  is  that  of  Index 
Medic  us: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  J Med  Soc  NJ 
74:1050-1052,  1977. 

2.  Dixon  WJ,  Massey  FJ:  Introduc- 
tion to  Statistical  Analysis.  New 
York,  NY,  McGraw-Hill,  1969,  pp. 
42-48. 


PUBLICATION  POLICY 

Receipt  of  each  manuscript  will  be 
acknowledged  and  a copy  delivered 
to  the  Editor  who  refers  the  paper  to 
one  or  more  members  of  the  Edi- 
torial Board.  The  final  decision  is  re- 
served for  the  Editor.  No  direct  con- 
tact between  the  reviewers  and  the 
authors  will  be  permitted,  but  : 
authors  will  be  informed  of  the  re- 
viewers’ comments.  The  publication 
lag  for  original  articles  may  be  six 
months  or  more.  Galley  proofs  will 
be  submitted  to  the  author  for  cor- 
rection  of  typographical  errors. 


REPRINT  ORDERS 

Reprints  may  be  ordered  after  the 
author  is  notified  that  the  article 
has  been  selected  for  a specific  issue 
of  New  Jersey  Medicine.  A check  for 
the  cost  of  reprints  including  re- 
make charge  if  order  is  received  after 
due  date  must  accompany  the  order. 

COMMUNICATIONS 

All  communications  should  be 
sent  to  the  Editor,  New  Jersey  Medi- 
cine. MSNJ,  2 Princess  Road,  Law-  j 
renceville,  NJ  08648. 
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SOMERSET  MEDICAL  COMMONS 
UNITS  FOR  SALE 


New  medical  condominium  offices  in  Bridgewater 
Twp.;  Ideal  location:  walking  distance  to  SOMER- 
SET MEDICAL  CENTER.  This  project  consists  of 
two  13,000  sq.  ft.  Buildings  divided  into  separate 
suites  as  required;  CUSTOM  BUILT  AND  DE- 
SIGNED for  individual  needs  from  1200  sq.  ft.  A 
unique  State  of  the  Art  facility;  join  the  growing 
list  of  M.D.’s;  Occupancy:  90-120  Days 
Tremendous  Growth  Area  and  Potential 

Call  now  for  brochure  and  inspection  . . . 

201-722-8184 

SOMERSET  COUNTY;  CENTRAL  N.J. 


Office  Suite 

ESTABLISHED  MEDICAL  CENTER 

Pompfon  Plains,  NJ 

Two  minutes  from  Chilton  Memorial  Hospital,  January 
1987  occupancy,  first  floor,  approx.  600  sq.  ft.,  two 
treatment  rooms  with  sinks,  staff  area,  private  office, 
business  office,  reception  area,  lavatory,  storage 
closets. 

D.l.  Jones 

F and  J Boulevard  Associates 
567  Turnpike,  Pompton  Plains,  NJ  07444 
(201)  831-0444 


OFFICE  CONDO  NEXT  TO 
MONMOUTH  MEDICAL  CENTER 
LONG  BRANCH  . . . Prime  900  square  foot  3rd  Floor  Office 
Condo  in  279  Third  Avenue  Bldg.  2 Examining  rooms,  Office 
waiting  and  reception  rooms.  WEICHERT,  Realtors. 
$89,000.  SE-0522 

SEA  GIRT/WALL  OFFICE 
201-974-1000 


Imagine  Yourself  Port  of 
Ocean  County's  Most  Elegant  Community 


Imagine  your  family  living  in  exclusive  private  surroundings.  Where  each  estate  home  features 
over  3,200  square  feet  of  sophistication  and  luxury  on  private,  one  acre  estate  sites  in  Northern 


D/4^7uaXoK, 

REALTORS 


-ay 

2204  Bridge  Ave  , Point  Pleasant,  N.J.  295-9600 
68  Bridge  Ave.,  Bay  Head,  N.J  295-9700 


Toms  River.  These  finely  crafted  homes  allow  you  to 
create  the  world  of  your  dreams.  Your  privacy  and 
seclusion  ore  complete  at  Church  Rood  Estates,  and  yet, 
you're  never  more  than  twenty  minutes  from  four 
major  hospitals. 

Coll  Diane  Turton  Realtors  today  for  your  private 
showing  and  the  opportunity  to  review  your  estate 
homes  investment  potential. 


VOL.  83— NUMBER  12— DECEMBER  1986 


857 


Classified 

Advertisements 


Space  Use  For 
Members  Only 

Copy  deadline : 5th  of 
preceding  month;  Payment 
in  advance;  $5. 00 first  25 
words , 1 0$  each  additional. 
Count  as  one  word  all  single 
words , two  initials  of  name, 
each  abbreviation,  isolated 
numbers,  groups  of 
numbers,  hyphenated 
words.  Count  name  and 
address  as  five  words, 
telephone  number  as  one 
word.  Box  No.  000, 

NEW  JERSEY  MEDICINE 
as five  words. 


SEEKING  PART-TIME/ FULL  TIME— 

Radiologist,  Board  Certified  with  special 
interest  in  ultra-sonography  is  seeking 
part-time  or  full  time  employment  in 
Central  New  Jersey.  Will  also  accept  film 
reading  assignments.  Please  write  to  Box 
No.  213,  NEW  JERSEY  MEDICINE. 

ASSOCIATE — Full  Time  Associate  to  join 
successful,  established  multi-location 
weight  loss  practice  in  North  New  Jer- 
sey/ adjacent  New  York  State.  Association 
leading  to  partnership.  NJ  License  neces- 
sary, NY  License  desirable.  Contact  Allan 
Lazar,  MD,  201-836-4858. 

NEEDED— Internist  Cardiologist.  Cov- 
erage and  appointment  full  service  230 
bed  hospital  available.  Complete  non-in- 
vasive  facilities  available;  also  CT  scan, 
DSA,  special  procedures.  All  specialities 
available.  Eventual  assumption  of  estab- 
lished practice  possible.  Box  No.  215, 
NEW  JERSEY  MEDICINE. 

NEEDED— Intel  ; st/ Invasive  Cardiolo- 
gist to  join  group  of  two.  Excellent  op- 
portunity in  suburban  Central  New  Jer- 
sey. Immediate  opening  Write  98  James 
Street,  P.  O.  Box  2407,  En  ison,  NJ  08818. 

NEEDED— Ob/Gyn,  Boar  Eligible/ 
Board  Certified,  Female  to  join  5 physi- 
cian Ob/Gyn  group  in  Ocean  unty,  NJ 
(shore  area).  380  bed  commun  hospi- 
tal— level  II  nursery,  practice  includes 
colposcopy,  laser,  ultrasonography,  in- 
fertility, gyn  urology.  No  abortions.  Send 
curriculum  vitae  to:  Frank  A Cocco,  MD, 
One  Route  70,  Lakewood,  NJ  08701. 


NEEDED — Physician  part-time  to  de- 
velop weight  control  center  in  Western 
Union  or  Northeast  Somerset  County. 
Box  No.  214,  NEW  JERSEY  MEDICINE. 

NEEDED— Physicians  for  successful  well 
known  walk-in  medical  office  center  in 
Central  NJ.  Full  and  part-time.  Skilled 
and  personable.  American  trained  MDs, 
send  CV  to  E.V  McGinley,  MD,  1005  N. 
Washington  Avenue,  Green  Brook,  NJ 
08812;  201-968-8900. 

NEEDED— Primary  Care  Physician  or  In- 
yremist  with  subspeciality  interest.  Op- 
portunity offered  in  South  Jersey  com- 
munity less  than  one  hour  from  Atlantic 
City  and  Philadelphia  to  establish  a prac- 
tice on  an  expense  sharing  basis,  with 
the  option  to  purchase  existing  practice 
and  facilities.  Forward  inquiries  to  Box 
No.  183,  NEW  JERSEY  MEDICINE. 

OTOLARYNGOLOGIST  WANTED— To 

join  Suburban  Eye  & Ear  Group.  Full  or 
part-time.  Call  201-762-5829. 

PHYSICIANS— Family  Practice/Intemal 
Medicine,  growing  practice.  Central  NJ. 
Board  Eligible/Board  Certified.  Physi- 
cians completing  residency  in  1987  may 
apply.  Send  resume  and  salary  require- 
ments to  Box  No.  212,  NEW  JERSEY 
MEDICINE. 

WEIGHT  LOSS  TUTORIAL— How  to  or- 
ganize an  uncomplicated,  effective,  eco- 
nomical weight  loss  program  in  your  of- 
fice practice.  No  fee.  Contact  Allan  Lazar, 
M.D.,  420  Grand  Avenue,  Englewood,  NJ 
07631.  Call  201-568-3742. 

SEEKING  PRACTICE— Internist  seeks 
to  purchase  an  established  practice  in 
Bergen,  Essex  or  Hanover  County  NJ. 
Able  to  assume  practice  immediately. 

• Write  Box  No.  208,  NEW  JERSEY  MEDI- 
CINE. 

EQUIPMENT  FOR  SALE — Mamographic 
unit,  xerox  125,  excellent  working  con- 
dition $15,000  firm.  Many  good  plates, 
paper  and  toner-negotiable.  Call  8 to  4:30 
pm  201-763-3242. 

EQUIPMENT  FOR  SALE — Gemeni  Min- 
ature  Centrifugal  Analyzer,  J.T.  Baker 
Diagnostic  500  (hematology  analyzer), 
and  Instrumentation  Laboratory  502 
(electolyte  system  for  sodium  potasium). 
Call  201-828-9191. 

PRACTICE  FOR  SALE — Retiring.  Estab- 
lished Family  Practice  in  Caldwell  (Essex 
County).  Ideal  comer  office  and  home. 
Reply  to  Box  No.  211,  NEW  JERSEY 
MEDICINE. 

PRACTICE  FOR  SALE— Established 
Family  Medical  Practice  in  East  Camden, 
NJ.  Building  included.  Asking  price 
$34,500.  Will  help  finance.  Call  Dr. 
Canahuate,  609-541-1424.  2 to  4 pm. 


PRACTICE  FOR  SALE— Retiring.  Es- 
tablished Family  Practice  in  Hackensack 
area  40  years.  Ideal  comer  office  and 
home.  Call  201-845-8451. 

PRACTICE  FOR  SALE — Linden-Roselle 
area  Active  Dental  Practice  of  30  years. 
Two  operatories.  Lab  on  professional 
row.  Suitable  for  any  profession.  At- 
tached to  private  home.  Reply  Box  No. 
203,  NEW  JERSEY  MEDICINE. 

HOME/PRACTICE  FOR  SALE— North- 
ern NJ  (10  minutes  from  NYC).  Estab- 
lished, busy  medical  practice  available 
for  phased-in  buyout.  9 room,  comer  of- 
fice, equipped  with  x-ray,  EKG,  3 examin- 
ing rooms,  on  main  street.  Prime  lo- 
cation. Near  300-bed  community  hospi- 
tal. Three  bedrooms,  modem.  Ranch 
home,  central  air  with  separate  entrance 
on  small  private  street.  Call  for  details. 
201-436-2206  between  8-9  am,  8-9  pm. 

FOR  SALE — In  South  Orange,  NJ.  Well 
known  medical  office  suitable  for  single 
or  group  practice.  Exclusive  comer  prop- 
erty on  main  thoroughfare,  features 
beautiful  home  with  private  entrance, 
6 bedrooms,  central  air  conditioning. 
Near  public  transportation  and  hospi- 
tals. Owner  retiring  because  of  illness. 
Call  201-763-4434. 

FOR  SALE — Two-Family  House.  First 
floor  fully  equipped  medical  office  for 
rent  or  sale.  Second  floor,  5 room  apart- 
ment rented.  Good  income  potential.  Call 
201-681-2566. 

FOR  SALE — Medical  Office  Building 
with  rental  income  and  established  Fam- 
ily Practice  in  East  Bergen  County,  Du- 
mont, NJ.  Will  help  finance.  Inquire 
201-569-9693. 

SUB-LEASE  OFFICE— Subspecialist. 
Doctor’s  office,  furnished.  Available,  near 
hospitals,  border  of  Cherry  Hill/Evesham 
Township.  Elmora  Avenue,  Elizabeth,  NJ. 
Call  201-352-6688. 

OFFICE  SPACE — Lawrenceville,  NJ. 
Outstanding  location  on  busy  Route  One 
between  Trenton  and  Princeton.  Central 
to  all  Mercer  County  hospitals.  Immac- 
ulate professional  building.  Off-street 
parking.  Reasonable  rent.  1,700  square 
feet,  may  subdivide.  Call  609-882-0548. 

GOLFER’S  PARADISE/MEDICAL 
MEETINGS — Hilton  Head,  SC.  Luxury 
1,770  square  foot  Villa  perfect  for  3 cou- 
ples. 3 bedrooms  (each  with  deck),  3*/2 
baths,  fully  furnished  (linens,  washer, 
dryer,  air  conditioned,  heat,  TV,  VCR), 
backyard  pool,  free  tennis,  close  to  beach 
(adjacent  to  Marriott  Hotel)  $650/wk 
Oct.  15-Mar.  15;  $800/wk  Mar.  15-Oct. 
15.  Call  201-376-8568. 
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SKI  COLORADO — Crested  Butte-Eagles 
Nest  Condos.  3 bedrooms,  2Vi  baths,  op- 
posite base  lodge.  Dec.  1st  week;  Feb. 
21-28;  Apr.  4-11;  Aug.  8-15.  Rent  $650- 
$850;  Sale  $35,000  or  pro-rated.  Call 
201-477-2488  morning  or  evening. 

VACATION  RENTAL — Akumal:  Las 
Celosias,  a snorkeler’s  paradise.  One 
hour  Cancun.  3 bedrooms,  3 baths,  staff. 


Overlooks  lagoon,  Caribbean.  White  sand 
beach,  accredited  diving  school.  Mayan 
ruins  near.  May-Oct  $800;  Nov-April 
$1000  weekly.  Also  in  San  Cristobal  Las 
Casas,  Mexico,  El  Jacarandal,  enchant- 
ing guest  house  in  Chiapas  Mountains 
overlooking  Spanish  colonial  town.  In- 
dian villages,  markets,  fiestas.  Three 
excellent  meals,  good  horses,  open  bar. 
$85  each  daily.  Write  P.H.W./Walker, 


3506  Cragmont,  Dallas,  TX  75205 
214-559-2054. 

REQUEST/REPLIES  FOR  CLASSIFIED 
ADVERTISING— Send  to  NEW  JERSEY 
MEDICINE  Advertising  Office,  370 
Morris  Avenue,  Trenotn,  NJ  08611- 
609-393-7196. 


“SELLING  PRACTICES 
IS  OUR  BUSINESS” 

Want  to  maximize  the  return  on  your  investment? 
Before  you  buy  or  sell,  call  for  an  appraisal  to  assure 
the  best  financial  and  transfer  terms.  We  guide  you 
through  the  entire  sales  process  from  initial  meeting  to 
closing.  Serving  NJ,  NY,  CT  & MA. 

Countrywide  Business  Brokerage,  Inc. 

319  East  24th  St.  Suite  23-G 
New  York,  N.Y.  10010 

(212)  686-7902  (617)  232-1075  (203)  869-3666 


VOL.  83— NUMBER  12— DECEMBER  1986 


859 


MEDICAL  PRACTICE 
SALES  AND  APPRAISALS 

We  specialize  in  the  valuation  and  selling  of 
medical  practices.  Listed  are  a few  available  prac- 
tices: 

ALLERGY— Philadelphia  (2)  and  Kansas 
DERMATOLOGY — Pennsylvania  and  Kansas 
FAMILY  PRACTICE— Ohio,  New  Jersey, 
Virginia  and  Delaware 
INTERNAL  MEDICINE— Pennsylvania, 
Maryland  and  Arizona 
OPHTHALMOLOGY— Illinois 
PEDIATRICS— Pennsylvania 
RADIOLOGY— Pennsylvania  (2) 

UROLOGY— Arkansas 

If  interested  in  buying  or  selling  a medical 
practice,  contact  our  Brokerage  Division  at: 

HEALTH  CARE 
PERSONNEL  CONSULTING 

400  6SB  Building 
Bala  Cynwyd,  PA  19004 
or  call 

215=667-8630 


PHYSICIANS 

U.S.  NAVY  MEDICAL  CORPS 

Positions  are  now  available  in  the  following  areas:  General  Surgery 
• Neurosurgery  • Thoracic  Surgery  ® OBIGYN  • Pediatrics  • 
Otolaryngology  • Preventive/Occupational  Medicine  • Psychiatry  • 
Diagnostic  Radiology  • Critical  Care  • Emergency  Medicine 


NAVY  MEDICINE 

—provides  the  qualified  physician  with  the  opportunity  to  become  a member  of  the  global  health 
care  system 

—is  practiced  in  excellent  medical  facilities  in  conjunction  with  a highly  professional  staff  of  support 
personnel 

— is  characterized  by  a broad  spectrum  of  patient  age  and  case  diversity 

—allows  extensive  experience  in  all  aspects  of  medicine  including  teaching,  research,  without 
career  disruption 

—provides  the  physician  with  an  officer’s  commission  with  attendant  benefits  and  privileges 

Basic  Qualifications:  Include  U.S.  citizenship,  graduate  of  an  American  Medical  or  Osteopathic 

School,  Board  eligible  or  Board  certified,  and  excellent  professional  references. 

For  complete  details  call  or  send  Curriculum  Vitae  to:  Medical  Programs  Officer,  128  N.  Broad 

St.,  Philadelphia,  PA  19102,  (215)  597-9680  collect. 

BE  THE  DOCTOR  YOU  WANT  TO  BE.  IN  THE  NAVY. 


EMERGENCY  MEDICINE  POSITIONS 

Full/part  time  emergency  medicine  physicians 
sought  by  multi-state  professional  association. 
Openings  in  metropolitan  NY,  NJ,  PA,  MD,  DC,  FL 
and  throughout  U.S. 

Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Suite  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 


PRIMARY  CARE  PHYSICIANS 

Multi-state  practice  association  seeks  BE/BC  primary 
care  physicians  for  unique  opportunities  in  PA,  NJ,  New 
England,  MD,  FL,  and  other  areas  of  the  U.S.  Most 
positions  offer  Monday-Friday  8 AM  to  5 PM  schedules 
with  up  to  five  weeks  paid  time  off.  Paid  malpractice. 
Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Suite  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 
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Do  Not  Substitute 


2 mg  5 mg  10  mg 

The  One  You  Know  Best 


Are  you  writing  only 
half  a prescription  for  it? 


Be  sure  to  write  a complete  prescription. 

Specify  “Dispense  as  written”  or  “Do  not  substitute”  or  “Medically  accessary.’ 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


»awga a 'nirVi 


Will  the  doctors  of  tomorrow 
have  the  drugs  of  tomorrow? 


Only  if  manufacturers  of  brand-name  pharmaceuticals 
like  Roche  can  continue  to  develop  new  products  at  a 
time  when  making  them  available  is  both  unpredictable 
and  expensive. 

On  the  average,  only  one  in  10,000  promising  new  com- 
pounds is  ever  introduced  as  a new  product.  And  about 
$90  million  is  usually  spent  on  that  product  before  it’s 
available  for  your  prescription.  To  follow  up  on  discov- 
eries like  Valium®  (brand  of  diazepam/Roche),  Roche  is 
now  spending,  on  a worldwide  basis,  about  20  cents  of 
every  sales  dollar  in  up-front  drug  research  and  develop- 
ment. It’s  our  way  of  making  sure  that  tomorrow’s  drugs 
are  available  tomorrow. 


Copyright  © 1986  by  Roche  Products  Inc.  All  rights  reserved. 


VALIUM, 

rdiazepam/Roche 

7&r  •M  ' 

, ■ 

2-mg  5-mg  10-mg 


The  One  You  Know  Best 


The  cut  out  "V"  design  is  a registered  trademark  of  Roche  Products  Inc. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 
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